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VAGINAL  HYSTERECTOMY  AND  ITS  LIMITATIONS. 

By  Alexander  J.  C.  Skene,  M.  D.,  Brooklyn. 

There  has  been  of  late  years  much  said  and  written  about  the 
surgical  treatment  of  cancer  of  the  uterus,  and  some  very  important 
questions  relating  to  the  subject  yet  remain  to  be  discussed.  But  I 
am  not  sure  that  even  now  we  have  sufficient  data  to  lead  to  any 
definite  conclusions.  I  refer  especially  to  the  question,  how  far  sur- 
gical means — say  hysterectomy,  for  example — are  capable  of  prolong- 
ing life  and  saving  human  suffering.  We  know  that  the  mortality  after 
surgical  treatment  has  been  very  high,  especially  after  hysterectomy, 
and  although  it  has  been  greatly  reduced  and  the  operation  rendered 
much  safer,  especially  in  properly  selected  cases,  still  the  mortality  is 
high.  And  again,  granting  that  recurrence  is  less  liable  to  take 
place  as  soon  as  it  does  after  other  forms  of  treatment,  a  point  that  is 
by  no  means  well  proved,  the  question  still  remains,  Has  human  life 
been  prolonged  by  this  treatment?  and  if  so,  to  what  extent?  My 
own  opinion  is  that  the  saving  of  human  life  has  not  been  so  marked 
as  to  make  one  very  enthusiastic  in  regard  to  this  department  of  sur- 
gery, but  I  believe  that  it  is  considerable ;  and  more  than  that,  the 
relief  from  human  suffering  has  been  such  as  to  prejudice  me  in 
favor  of  operative  treatment.  I  base  this  statement  upon  what  I  be- 
lieve to  be  a  fact — namely,  that  those  who  do  not  recover  only  lose 
a  portion  of  their  days,  and  such  days  as  have  not  much  of  comr 
fort  or  usefulness  in  them  ;  and  still  further,  in  those  in  whom  the 
disease  recurs  soon  after  a  complete  recovery  from  the  operation,  it 
usually  terminates  fatally  with  less  of  extreme  suffering.  However, 
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far  more  facts  obtained  from  accurate  observers  are  required  before 
estimating  the  true  value  of  operative  treatment.  Perhaps  experience 
will  greatly  extend  the  limits  of  the  operation,  but  for  aught  that  is 
yet  known  it  may  further  circumscribe  it. 

There  is  another  point  which  I  now  have  under  observation,  and 
have  had  for  some  time,  and  that  is  the  general  condition  of  patients 
suffering  from  malignant  disease  of  the  uterus.  It  is  becoming  evi- 
dent to  me  that  there  is  a  vast  difference  in  the  general  condition  of 
patients,  some  being  quite  in  favor  of  the  operation,  others  almost 
forbidding  it,  even  when  the  local  indications  suggest  it.  I  do  not 
mean  by  this  the  difference  between  those  in  whom  the  disease  seems 
to  be  entirely  local,  while  in  others  the  general  organization  seems  to 
be  involved.  I  believe  that  there  are  certain  organizations,  especially 
those  of  a  ehlorotic  order,  in  which  the  circulatory  apparatus  is  im- 
perfect, and  which  are  prone  to  degenerations  of  all  kinds — renal, 
hepatic,  and  so  on — the  cases  that  are  always  most  liable  to  develop 
malignant  disease,  so  that  it  is  almost  impossible  to  employ  any 
surgical  treatment.  In  such  cases,  if  the  operation  is  as  complete 
and  perfect  as  can  be,  and  the  patients  recover  from  the  immediate 
effects  of  the  operation,  the  disease  almost  immediately  recurs,  either 
in  the  cicatrices  or  elsewhere.  I  include,  of  course,  in  this  class 
those  in  whom  the  pulmonary  artery  is  undersized,  a  condition  which 
has  been  found  (post  mortem)  in  all  cases  observed  who  died  rather 
early  in  life  from  malignant  disease  in  any  part  of  the  body.  Perhaps 
these  might  be  said  to  have  the  cancerous  diathesis  in  variously 
marked  degrees.  Now,  it  is  quite  possible  that  as  more  skill  is  ac- 
quired in  detecting  this  diathetic  condition,  the  limits  of  surgical  in- 
terference with  the  uterus  may  be  extended — perhaps  more  limited. 

In  regard  to  the  relative  merits  of  vaginal  hysterectomy  and  other 
operations  in  the  management  of  malignant  disease,  I  have  come  to 
the  conclusion  that  hysterectomy  is  the  most  reliable  surgical  treat- 
ment in  certain  conditions  and  under  certain  circumstances.  I  am 
firmly  convinced  that  within  certain  limitations  it  is  the  best  opera- 
tion and  to  be  preferred,  but  I  am  equally  well  satisfied  that  it  should 
only  be  classed  with  other  recognized  methods  of  treatment,  and 
should  never  be  made  to  take  the  place  entirely  of  all  others.  The 
operation  is  indicated,  in  my  opinion,  when  the  disease  occurs  near 
or  after  the  menopause  ;  when  it  begins  in  the  corporeal  endome- 
trium and  a  positive  diagnosis  has  been  made  ;  when  the  disease  has 
not  involved  the  vagina  or  the  Fallopian  tubes  to  any  marked  extent, 
and  before  necrosis  has  begun  in  any  part  of  the  normal  tissue. 
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The  reason  for  setting  these  limits  to  vaginal  hysterectomy  may 
be  briefly  given  as  follows  :  If  it  is  performed  before  the  menopause, 
and  the  ovaries  are  not  removed,  the  patient  will  suffer  great  consti- 
tutional disturbance  from  an  enforced  amenorrhcea  ;  on  the  other 
hand,  if  the  ovaries  are  removed  before  forty-five  years  of  age,  or 
thereabouts,  the  menopause  which  is  produced  thereby  so  modifies 
the  general  health  of  the  patient  as  to  favor  a  recurrence  of  malignant 
disease.  For  these  reasons,  then,  the  age  of  the  patient  should  be 
taken  into  account  in  electing  this  operation. 

In  regard  to  the  starting  point  of  malignant  disease,  this  has  a 
very  important  bearing  in  regard  to  the  choice  of  the  operation.  In 
the  rather  rare  cases  in  which  the  disease  begins  in  the  cavity  of  the 
body,  vaginal  hysterectomy,  in  my  opinion,  is  the  only  operation  that 
promises  the  slightest  benefit,  and  should  invariably  be  employed  if 
the  age  of  the  patient  is  favorable.  To  a  certain  extent  the  same 
holds  true  when  the  disease  begins  in  the  cervical  portion  of  the 
vaginal  mucous  membrane.  It  is  in  such  cases  that  the  diagnosis  is 
the  most  difficult  to  make,  and  almost  always,  I  fancy,  necessitates  a 
curetting  in  order  to  determine  the  nature  of  the  abnormal  tissue. 

I  am  satisfied  that  mistaken  diagnoses  have  interfered  with  our 
obtaining  reliable  facts  regarding  the  real  value  of  hysterectomy. 
This  I  venture  to  infer  from  the  fact  that  there  are  a  number  of 
cases  recorded  where  hysterectomy  has  been  performed  for  supposed 
malignant  disease,  but  the  most  careful  examination  of  the  specimen 
failed  to  give  any  evidence  that  such  was  the  case.  A  similar  error, 
though  far  less  grave,  I  am  sure  has  been  made  in  cases  of  uterine 
adenoma,  which  the  microscopists  have  told  me  is  not  so  easy  to  dif- 
ferentiate from  malignant  disease ;  but  in  these  cases  the  operation  is 
justified  by  the  assertion  that  adenoma  of  the  uterus  in  advanced  life 
as  a  rule,  is  followed  by  malignant  disease  in  the  great  majority  of 
cases.  This  is  entirely  in  accord  with  my  own  observations.  In 
view  of  these  facts  regarding  those  cases  where  the  disease  begins  in 
the  cavity  of  the  uterus,  I  insist  upon  it  that  the  testimony  of  the 
pathologists,  and  the  clinical  history  obtained  after  a  thorough  curet- 
ting, shall  agree  before  deciding  in  favor  of  hysterectomy.  Another 
limiting  condition  is  the  extent  to  which  the  disease  involves  the 
tissues — that  is  to  say,  the  disease  should  not  extend  beyond  the 
uterus,  either  in  the  tissues  above  the  vagina  or  into  the  vaginal  wall 
itself,  to  any  extent  which  would  make  it  even  difficult  to  separate 
the  uterus  and  all  diseased  parts  from  the  surrounding  tissues  and 
organs.    If  the  disease  has  advanced  so  as  to  make  it  difficult  or  im- 
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possible  to  separate  the  uterus  from  the  bladder,  rectum,  and  ureters, 
the  danger  of  the  operation  is,  of  course,  greatly  increased,  and  the 
danger,  also,  of  leaving  tissue  which  is  affected  is  also  very  great. 

Finally,  I  think  that,  while  vaginal  hysterectomy  is  not  contrain- 
dicated,  it  is  much  more  likely  to  be  followed  by  unfavorable  results 
when  necrosis  has  begun  in  the  diseased  tissue.  In  such  cases  it  is 
almost,  if  not  entirely,  impossible  to  remove  the  uterus  in  the  usual 
way  without  producing  septic  infection  which  may  prove  fatal. 

These  are  in  brief  my  reasons  for  insisting  upon  the  presence  of 
certain  conditions  and  circumstances  referred  to  before  resorting  to 
vaginal  hysterectomy.  It  will  be  seen  from  this  that,  while  I  strongly 
advocate  vaginal  hysterectomy  in  suitable  cases,  there  remains  a  large 
number — perhaps  the  majority  of  cases  of  malignant  disease  of  the 
uterus — in  which  I  prefer  other  methods  of  operating,  such  as  those 
adopted  by  Sims,  Byrne,  and  Baker.  I  make  this  statement  because 
in  many  of  the  cases  here  referred  to  I  am  confident  that  high  ampu- 
tation, curetting,  and  cautery  are  safer — indeed,  almost  entirely  safe — 
and  I  believe  they  are  as  sure  to  give  as  complete  and  prolonged  re- 
lief as  vaginal  hysterectomy. 

I  might  sum  up  my  views  on  this  subject  in  a  sentence,  by  saying 
that  in  certain  cases  of  cancer  of  the  uterus  vaginal  hysterectomy  is 
by  far  the  best  treatment,  and  gives  the  most  perfect  relief  and  longer 
life  than  any  other  method.  In  other  conditions  it  is  a  more  danger- 
ous operation  by  far,  and  does  not  prolong  life  in  a  greater  degree. 

Vaginal  Hysterectomy  for  Epithelioma  of  the  Mucous  Mem- 
brane of  the  Canal  of  the  Cervix  ;  Incipient  Stage. 

The  patient  was  forty-six  years  of  age,  married,  and  had  three 
children,  the  youngest  fourteen  years  ago.  Enjoyed  fairly  good  health, 
but  suffered  for  years  from  a  laceration  of  the  cerv  ix  uteri,  which  was 
successfully  operated  upon  by  her  physician,  Dr.  Scott,  about  a  year 
before  I  saw  her.  Some  relief  followed  the  trachelorrhaphy,  but  she 
still  suffered  a  great  deal  from  abdominal  and  pelvic  pain,  the  uterus 
soon  became  tender  and  painful,  the  cervix  became  somewhat  en- 
larged, and  suspicious-looking  tissue  was  found  within  the  os  exter- 
num. The  diagnosis  was  made  of  incipient  epithelioma,  and  this 
was  confirmed  by  the  microscopist,  Dr.  Van  Cott,  who  reported  as 
follows  :  "  Uterine  epithelioma." 

Operation  was  advised  and  the  patient  consented.  The  uterus 
was  small  and  the  disease  entirely  confined  to  the  canal  of  the  cervix  ; 
the  operation  was  a  perfectly  easy  one.    The  only  complication  found 
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was  an  unusual  procidentia  of  the  intestines.  As  soon  as  the  opening 
was  made  through  the  vagina  into  the  sac  of  Douglas  there  was  an 
immediate  protrusion  of  a  large  section  of  intestine.  In  fact,  this  was 
suspected  before  the  peritonaeum  was  opened,  and  much  care  was  taken 
not  to  wound  the  intestine.  Some  slight  difficulty  was  experienced 
in  keeping  the  intestine  out  of  the  way  with  the  sponge  when  ligating 
the  broad  ligaments.  The  ovaries  were  found  to  be  normal  but  atro- 
phied. The  peritonaeum  and  vaginal  walls  were  united  anteriorly  and 
posteriorly.  The  stumps  of  the  broad  ligaments  were  united  by  su- 
ture, and  a  light  vaginal  dressing  of  carbolized  gauze  was  employed. 

Recovery  was  uninterrupted  so  far  as  the  healing  of  the  parts  was 
concerned.  She  suffered  considerably  from  backache  and  gastric  irri- 
tation, but  there  was  no  elevation  of  temperature  or  disturbance  of  the 
circulation  worthy  of  note. 

I  am  satisfied  that  much  of  this  patient's  suffering  before  operation, 
and  the  intestinal  pain  and  gastric  irritation  were  due  to  the  disloca- 
tion of  the  intestines  and  stomach.    She  is  now  doing  perfectly  well,  ' 
but  is  still  under  treatment  for  the  trouble  with  her  digestive  organs. 

Adeno-sarcoma  of  the  Body  of  the  Uterus.    Cervix  not 

Involved. 

The  following  history  is  furnished  by  Dr.  Mosher,  who  had  charge 
of  the  patient  in  consultation  with  the  attending  physican  : 

Miss  A.,  single,  aged  fifty-eight,  below  the  average  size.  General 
health  good  from  childhood,  although  patient  was  never  robust. 
Menstruation  profuse  and  always  accompanied  by  pain,  until  at  the 
age  of  forty-nine  she  had  local  treatment  for  a  flexion,  which  was  fol- 
lowed by  great  relief. 

Menopause  occurred  without  much  premonition  at  the  age  of  fifty 
years.  At  the  age  of  fifty-six,  while  traveling  abroad,  she  began  having 
a  slight  discharge  of  blood  from  the  vagina.  This  continued,  with 
exacerbations,  until  seen  by  me,  April  23,  1893.  I  found  the  uterus 
in  good  position,  a  little  larger  exteriorly  than  normal,  and  somewhat 
indurated  to  the  touch;  cervix  small;  os  tightly  closed  ;  cavity  meas- 
ured, three  inches  in  depth.  Patient  was  placed  under  ether,  and 
after  dilatation  I  curetted  with  great  care  the  internal  surface  of  the 
uterus  ;  with  the  first  sweep  of  the  instrument  a  stream  of  well-formed 
papillomatous  growths  began  to  flow  outward  which  continued  until, 
when  the  suface  was  clean,  a  good-sized  cupful  had  been  removed. 
There  was  some  haemorrhage,  but  it  was  not  at  all  profuse.  The  sur- 
face, after  a  thorough  washing  with  a  solution  of  mercuric  bichloride 
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followed  by  water,  was  mopped  over  with  carbolic  acid  containing 
a  little  glycerin,  and  packed  with  carbolized  gauze  (i  to  8).  The 
vagina  was  packed  lightly  with  iodoform  gauze.  There  was  a  slight 
haemorrhage  when  the  packing  was  removed  three  days  later  (by  her 
family  physician),  which,  however,  ceased  promptly.  Patient's 
health  improved,  but  at  the  end  of  a  week  or  so  the  discharge  of 
blood  again  began  and  continued  in  an  intermittent  manner  until  she 
was  again  seen  by  me,  three  weeks  later.  At  this  time  I  found  the 
uterine  body  soft,  with  cervix  somewhat  relaxed.  The  condition 
seemed  so  hopeless  that  a  hysterectomy  was  advised,  although  the 
pathologist  who  had  examined  the  growths  removed,  reported  them 
to  be  adenomatous  in  character.  Other  sections  of  the  same,  ex- 
amined later,  showed  carcinomatous  tissue,  from  the  uterine  wall,  in 
addition  to  the  papillomata.  She  was  removed  to  Dr.  Skene's  sanato- 
rium, where  the  operation  was  performed  on  June  27,  1893. 

Pathologist's  report  was  :  "  Adeno-carcinoma  uteri." 

The  operation  presented  certain  difficulties  which  should  be  noted. 
The  vulva  was  exceedingly  small,  and,  owing  to  the  rigidity  of  the 
muscles  and  fascia  of  the  pelvic  floor,  it  could  not  be  distended  suf- 
ficiently to  facilitate  operating.  I  thought  of  dividing  the  perineum, 
but  was  afraid  that  the  wound  would  become  contaminated.  To  give 
an  idea  of  the  difficulty  of  operating,  the  vulva  would  not  admit  a 
small-sized  Sims's  speculum  and  the  finger  at  the  same  time.  It  was 
with  difficulty  that  the  uterus  could  be  separated  from  the  vagina  and 
the  broad  ligaments  ligated  ;  but  with  time  and  patience  I  succeeded 
in  accomplishing  this,  and  when  the  uterus  was  completely  separated 
I  endeavored  to  remove  it,  but  the  opening  in  the  vagina  and  vulva 
were  both  too  small  to  admit  of  its  withdrawal.  In  making  traction, 
the  cervix,  which  was  very  friable,  gave  way.  I  was  unwilling  to 
make  sections  of  the  uterus  so  as  to  remove  it,  knowing  that  by  doing 
so  I  would  contaminate  the  vaginal  wound.  Passing  the  finger  up 
into  the  rectum  above  the  fundus,  making  gentle  pressure,  and  at  the 
same  time  all  the  traction  that  could  be  made  upon  the  cervix,  I 
brought  the  os  externum  out  through  the  vulva,  and,  by  pressing  out 
some  blood  clots  and  broken-down  cancerous  material,  I  succeeded 
in  diminishing  the  size  of  the  uterus  so  that  it  was  completely  re- 
moved. 

I  found  all  the  tissues  of  the  body  and  fundus  involved  excepting 
the  peritonaeum.  This  was  somewhat  irregular  and  hyperaemic  in 
patches,  but  so  far  was  not  involved  in  the  cancerous  infiltration. 

The  operation  was  necessarily  a  rather  long  one,  and,  as  the  patient 
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"was  exceedingly  anaemic  and  feeble,  I  dared  not  take  time  to  close 
the  wound  in  the  vagina,  but  simply  packed  it  with  gauze  in  the  usual 
way.  While  her  recovery  was  somewhat  slow  it  was  entirely  unevent- 
ful, and  at  the  end  of  four  weeks  she  left  my  care  stronger  and  in 
better  health  than  she  had  been  for  years. 

Vaginal  Hysterectomy  for  Cancer. 

Mrs.  H.,  aged  fifty-seven,  married  thirty-nine  years,  had  five  chil- 
dren, the  youngest  aged  twenty-three  years.  Former  health  good  in 
every  way.  Menopause  eight  years  ago.  Six  years  ago  began  to  have 
occasional  attacks  of  metrorrhagia,  which  she  believed  to  be  a  return 
of  her  menses.  At  that  time  I  was  called  to  see  her,  and  found  the 
uterus  somewhat  enlarged  and  the  ordinary  physical  signs  of  fungosi- 
ties  or  adenoma.  I  dilated  and  curetted  it;  this  controlled  her  haem- 
orrhage for  a  time,  so  that  she  was  able  to  spend  a  season  in  the 
country,  but  the  haemorrhage  recurred,  and  in  about  six  months  I 
again  used  the  curette.  I  was  afterward  informed  that  the  haemor- 
rhage recurred  again  in  a  few  months.  She  then  sought  other  coun- 
sel, was  for  a  time  in  an  institution  in  New  York,  and  was  treated 
presumably  by  curetting  or  intra-uterine  applications.  This  resulted 
in  a  rather  violent  attack  of  pelvic  cellulitis.  She  returned  home.  I 
again  saw  her,  and  found  the  pelvis  completely  filled  with  inflamma- 
tory products.  There  was  also  marked  oedema  of  the  lower  extremi- 
ties, especially  the  left.  She  was  at  that  time  extremely  anaemic,  and 
I  was  unable  to  determine  the  size  of  the  uterus,  but  felt  confident 
that  the  neoplastic  growth  in  the  uterus  had  recurred,  and  that  it  was 
in  all  probability  cancerous.  No  surgical  interference  was  possible  in 
her  feeble  condition,  and  I  gave  an  unfavorable  prognosis,' in  which 
the  attending  physician  who  had  watched  her  case  for  some  little 
time  with  interest  fully  concurred.  To  our  surprise,  she  fully  recov- 
ered from  her  cellulitis,  and  regained  her  strength  to  some  extent  ; 
was  able  to  be  up  and  about,  but  a  uterine  haemorrhage  recurred  and 
remained  off  and  on  in  spite  of  all  the  care  of  the  attending  physician. 
She  came  to  me  about  the  end  of  April,  1893,  when  I  found  the 
uterus  enlarged,  the  inflammatory  products  largely  disposed  of,  gen- 
eral health  much  improved,  and  most  of  the  oedema  of  the  limbs  gone. 
There  was  very  slight  mobility  of  the  uterus  ;  the  broad  ligaments 
were  thickened  and  rigid.  I  was  perfectly  satisfied  that  the  .disease 
was  cancerous,  limited  to  the  cavity  of  the  body  of  the  uterus  ;  the 
cervix  appeared  to  be  normal.  The  microscopist  who  had  examined 
that  which  I  removed  by  my  first  curetting  three  years  before  declared 
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the  specimen  then  obtained  to  be  cancerous.  Hysterectomy  was  ad- 
vised and  the  operation  accepted. 

The  operation  presented  rather  unusual  difficulties,  which  I  men- 
tion because  they  illustrate  very  well  certain  complications  which  are 
liable  to  be  met.  Owing  to  the  old  cellulitis,  it  was  impossible  to 
bring  the  uterus  downward  more  than  half  an  inch  ;  this  left  the  or- 
gan beyond  the  reach  of  easy  manipulation.  In  making  the  opening 
into  the  sac  of  Douglas  I  had  to  make  a  dissection  three  and  a  half 
inches  deep.  I  found  the  tissues  were  changed  by  the  old  cellu- 
litis ;  that  the  dissection  had  to  be  made  with  the  scissors,  as  the  tis- 
sues could  not  be  separated  by  traction  as  when  the  cellular  tissue  is 
in  its  normal  state.  Anteriorly,  dissection  had  to  be  done  for  two 
inches  before  reaching  the  peritonaeum.  The  broad  ligaments,  which 
were  really  masses  of  scar  tissue,  were  quite  thick  and  rigid,  so  that 
after  opening  into  the  peritoneal  cavity  behind  and  in  front  I  still 
was  unable  to  draw  the  uterus  downward.  I  found  it  exceedingly 
difficult  to  ligate  the  broad  ligaments.  First,  I  found  it  impossible  to 
reach  high  enough  to  guide  the  transfixing  needle  to  the  ligature; 
this  indurated  tissue  was  so  unyielding  that  I  was  afraid  to  trust  to 
catgut  for  ligating,  and  so  used  strong  silk  ;  in  this  I  am  satisfied  now 
that  I  made  a  mistake  ;  catgut  would  have  been  better.  With  much 
difficulty  I  succeeded  in  ligating  and  separating  the  uterus  entirely. 
The  upper  ligature,  which  included  the  Fallopian  tubes,  I  succeeded 
in  tying  by  using,  at  the  suggestion  of  Dr.  William  H.  Skene,  a  for- 
ceps formed  like  a  large  hook,  which  when  closed  was  passed  over 
the  upper  part  of  the  ligament,  as  one  would  use  an  aneurism  needle ; 
then,  grasping  the  ligature  and  withdrawing  the  forceps,  I  brought  it 
around  the  part  to  be  ligated.  This  portion  was  so  high  up  that  I 
could  not  guide  the  needle  with  the  finger,  and  therefore  could  not 
safely  use  one,  but  the  forceps  answered  an  admirable  purpose.  When 
the  uterus  was  removed  it  measured  as  follows  : 

Outside  length,  5  inches  ;  width,  3.5  inches.  Adhesions  posterior- 
ly, 3.5  inches;  adhesions  anteriorly,  2  inches.  Breadth  of  attachments 
of  broad  ligaments,  1.25  inches. 

A  small  atrophied  ovary  dropped  down  into  the  wound,  and  I  re- 
moved it ;  the  other  one  could  not  be  found.  I  packed  the  wound 
with  gauze  in  the  usual  way,  and  left  it  for  forty-eight  hours. 

The  pathologist,  Dr.  Van  Cott,  reported  upon  the  specimen  as 
follows : 

"  After  careful  microscopic  examination  of  many  sections  of  the 
metrium  and  contained  neoplastic  tissue,  I  find  that  the  former  is 
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sclerotic — i.  e.,  contains  considerable  hyperplastic  adult  connective 
tissue — while  the  latter  is  a  true  adeno-carcinoma.  I  am  unable  to 
find  any  fibro-myoma,  and  furthermore  believe  that,  while  the  tend- 
ency of  this  growth  was  progressively  outward  toward  the  perimetrium, 
it  had  not  reached  it,  and  I  saw  no  evidence  which  would  lead  me  to 
think  of  recurrence.  Left  alone,  this  neoplasm  must,  in  my  belief, 
have  proved,  sooner  or  later,  fatal  ;  but  because  of  the  radical  nature 
of  the  treatment,  I  believe  the  prognosis  is  good." 

The  patient  did  quite  well,  being  comfortably  free  from  pain,  took 
nourishment  well,  but  the  temperature  rose  on  the  second  day  to  1020, 
and  there  was  considerable  suppuration  and  breaking  down  of  the 
tissues,  which  had  been  greatly  damaged  by  the  preceding  cellulitis. 
The  silk  ligatures  all  came  away  by  the  end  of  a  week  ;  in  short,  the 
progress  of  the  case  had  very  little  of  interest  until  the  tenth  day, 
when  the  nurse  observed  that  there  was  rather  a  free  serous-looking 
discharge,  which  I  found  upon  investigation  to  be  urine.  I  am  per- 
fectly confident  that  neither  the  bladder  nor  ureters  were  injured  dur- 
ing the  operation,  but,  as  a  result  of  the  lack  of  vitality  the  tissues 
(which  were  greatly  impaired  by  former  inflammation),  broke  down 
and  opened  into  the  bladder.  This  discharge  continued  during  con- 
valescence, and  at  the  end  of  three  and  a  half  weeks  was  intermittent 
and  small  in  quantity.  At  the  end  of  four  weeks  the  wound  had 
completely  healed  with  the  exception  of  a  very  small  fistula,  through 
which  the  urine  was  discharged  occasionally.  The  patient's  health 
improved.in  a  most  remarkable  manner,  and  is  now  perfect. 


ANTERIOR  VAGINO-FIXATION  OF  THE  UTERUS  FOR 
BACKWARD  DISPLACEMENTS;  A  NEW  OPERATION* 

By  Hiram  N.  Vineberg,  M.  D. 

Mr.  President  and  Fellows  :  It  happens  that  the  communica- 
tion I  desire  to  make  comes  at  an  opportune  time,  when  the  paper  of 
the  evening  treats  of  a  subject  akin  to  the  one  I  have  under  consid- 
eration. It  is  my  wish  that  my  remarks  be  received  merely  as  a  pre- 
liminary report  upon  an  operation  that  has  been  accorded  consid- 
erable interest  in  Germany  during  the  present  year,  and  which,  as  far 
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as  I  know,  has  not  been  attempted  in  this  city  excepting  by  myselt 
and  a  few  others.  I  may  be  entirely  mistaken  in  this,  and  if  I  am  1 
wish  some  member  would  correct  me.  I  have  reference  to  anterior 
vagino-fixation  of  the  uterus  for  backward  displacements.  As  you 
all  know,  the  modern  idea  of  fixing  the  uterus  to  the  anterior  vaginal 
wall  first  originated  with  Sanger.  In  1888  Sanger  stated  the  theoretical 
possibility  of  incising  the  vaginal  vault,  entering  the  vesico-uterine 
space,  and  passing  silver  sutures  through  the  vagina  and  body  of  the 
uterus,  and  thus  fixing  the  uterus  forward.  But  he  did  not  put  his 
theory  into  practice  just  then.  In  the  same  year  Schucking,  of  Pyr- 
mont,  published  an  article  in  the  Cetitb.  fiir  Gyn.  (No.  12)  describing 
his  well-known  method  of  suturing  the  uterus  through  the  anterior 
vaginal  wall.  But  Schucking's  method  has  not  been  received  with 
much  favor,  chiefly  owing  to  the  great  danger  of  injuring  the  bladder, 
and  to  the  unsurgical  procedure  of  thrusting  a  needle  blindly  through 
tissues.  Furthermore,  the  results  in  the  hands  of  other  operators 
have  not  been  yery  successful.  Then  in  May,  1892,  Mackenrodt 
read  a  paper  before  the  Berlin  Gynaecological  Society  describing  an 
operation  for  fixing  the  uterus  forward.  The  operation,  as  described 
in  this  paper,  consisted  in  making  a  longitudinal  incision  through  the 
anterior  vaginal  wall,  separating  the  flaps  from  the  underlying  blad- 
der, then  making  a  curved  incision  across  the  lower  angle  of  the 
wound,  opening  the  vesico-uterine  space,  bringing  the  uterus  forward, 
and  passing  a  couple  of  silk  sutures  through  the  vaginal  flaps  and 
through  the  anterior  wall  of  the  uterus  some  distance  above  the  in- 
ternal os.  Dlihrssen,  who  claims  priority  in  this  matter,  read  a 
paper  on  vagino-fixation  before  the  Surgical  Congress  in  June,  1892, 
embodying  the  results  of  one  hundred  and  fourteen  cases.  It  is  not 
my  purpose  to-night  to  enter  into  a  criticism  of  the  difference  be- 
tween the  two  procedures,  both  of  which  have  the  same  end  in  view. 
But  I  can  not  refrain  from  quoting  and  indorsing  Fritsch's  criticism 
on  Diihrssen's  paper,  that  it  would  carry  more  weight  if  based  on  ten 
cases  rather  than  one  hundred  and  fourteen  cases,  and  that  a  woman 
is  not  a  " '  Versuchsthicr"  (an  experiment  animal). 

The  next  article  on  the  subject  appeared  in  the  Centb.  fiir  Gyn. 
for  July  8,  1893,  by  Winter,  of  Berlin.  This  author  reported  fourteen 
cases  in  which  he  operated  exactly  in  accordance  with  Mackenrodt's 
description,  and  all  were  failures.  Believing,  however,  that  the  fault 
lay  with  the  technique  and  not  with  the  principle,  Winter  operated  on 
eleven  further  cases,  modifying  the  operation  in  some  important  details. 
In  three  cases  of  prolapsus  with  great  elongation  of  the  cervix  he 
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failed  to  reach  the  vesicouterine  space,  and  hence  could  not  perform 
the  operation.  In  the  other  eight  cases  the  results  were  good  except- 
ing in  one  of  prolapsus  with  marked  retroflexion. 

Stimulated  by  the  claims  made  by  Winter  of  his  added  improve- 
ments to  the  method,  Mackenrodt  described  anew  his  technique  in 
the  Cento,  fur  Gyn.  for  July  22,  1893.  This  description  corresponds 
very  closely  with  that  given  by  Winter,  and  it  is  not  my  province  to 
decide  which  is  the  plagiarist.  I  followed  the  description  given  by 
Winter  and  by  Mackenrodt  in  his  later  article,  selecting  the  details  of 
each  that  seemed  to  me  the  most  plausible,  and  making  a  few  modifi- 
cations when  I  thought  it  advisable  so  to  do.  Having  said  this  much, 
I  may  be  free  to  describe  the  operation  as  I  have  performed  it,  and 
to  point  out  afterward  in  which  details  I  have  presumed  to  differ 
from  either  of  the  above-mentioned  operators. 

The  patient  is  placed  in  the  lithotomy  position  and  the  vagina 
and  vulva  are  thoroughly  scrubbed.  I  invariably  precede  the  oper- 
ation by  a  curettage,  for  even  if  no  endometritis  be  present,  which  is 
unlikely,  it  is  well  to  have  a  clean,  aseptic  cavity,  in  the  event  of  the 
needle,  in  suturing  the  uterus,  going  through  the  whole  thickness  of 
the  uterine  wall.  The  value  of  doing  a  curettage  before  any  opera- 
tion during  which  the  uterine  cavity  may  be  entered  has  been  fully 
taught  us  by  Dr.  Edebohls.  If  there  be  present  a  pathological  lacera- 
tion of  the  cervix,  this  is  next  repaired,  or  an  amputation  done  if  the 
condition  seems  to  demand  it. 

The  first  step  of  the  operation  consists  in  seizing  the  anterior  lip 
of  the  cervix  with  two  volsellae  and  drawing  the  cervix  downward  to 
the  vulva  or  outside  of  it,  if  this  can  be  done  without  employing  un- 
necessary force.  The  anterior  vaginal  wall,  about  three  quarters  or 
one  inch  from  the  urethral  opening,  is  caught  with  another  volsella 
and  drawn  upward.  In  this  way  the  wall  of  the  vagina  is  put  on  the 
stretch.  Then  a  longitudinal  incision  is  made  in  the  median  line 
through  the  anterior  vaginal  wall,  extending  from  one  inch  below  the 
urethral  opening  to  the  vaginal  attachment  of  the  cervix.  The  vagi- 
nal wall  is  now  separated  on  either  side  from  the  underlying  blad- 
der, partly  by  sharp  and  partly  by  dull  dissection.  The  haemorrhage 
attending  this  part  of  the  operation  may  be  not  inconsiderable  and 
comes  from  the  vaginal  branches  of  the  uterine  artery. 

The  next  step  consists  in  holding  asunder  the  two  vaginal-  flaps 
by  tenacula  at  the  lower  angle  of  the  wound  and  making  a  slightly 
curved  incision,  with  the  convexity  toward  the  cervix,  down  upon  the 
cervical  tissue.    This  incision  is  made  in  the  already  denuded  surface 
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and  cuts  through  the  vesicovaginal  septum.  Before  making  it,  it  is 
well  to  ascertain  the  extent  to  which  the  bladder  is  adherent  to  the 
cervix  so  as  to  avoid  cutting  into  it.  The  bladder  is  then  separated 
from  the  cervix  and  pushed  back  with  the  finger  as  is  done  in  vaginal 
hysterectomy,  and  may  be  carried  to  the  upper  angle  of  the  wound, 
where  it  can  be  held  with  an  ordinary  vaginal  depressor.  A  thick 
sound  with  a  knob  at  the  end  is  now  passed  into  the  uterus,  and  the 
uterus  is  anteverted  so  that  its  anterior  wall  presents  in  the  vaginal 
wound.  The  next  step  consists  in  resecting  a  strip  from  each  flap  in 
cases  of  prolapsus  of  the  anterior  wall.  The  width  of  the  resected 
strips  is  made  to  depend  upon  the  degree  of  prolapsus  and  relaxation, 
and  they  together  form  a  strip  of  an  oval  shape.  Then  with  a  stout 
curved  needle  a  silk  suture  is  passed  through  the  right  vaginal  flap  at 
the  extreme  upper  end  of  the  incision — that  is,  from  three  quarters 
to  one  inch  distant  from  the  urethral  opening,  and  about  half  an  inch 
from  the  edge  of  the  flap.  The  suture  is  then  carried  through  the 
anterior  wall  of  the  uterus  quite  near  to  the  fundus,  then  out  through 
the  left  vaginal  flap  at  a  corresponding  point  to  that  of  the  opposite 
side.  A  second  suture  is  passed  in  the  same  way  about  half  an  inch 
below  the  first.  The  sutures  are  now  tied  firmly  and  the  vaginal 
flaps  are  brought  together  by  a  continuous  catgut  or  silk  suture.  A 
couple  of  interrupted  sutures  may  be  passed  to  strengthen  the  line  of 
coaptation.  The  lower  stitches  are  made  to  catch  up  the  cervix,  to 
avoid  any  pocketing.  If  there  be  any  prolapsus  of  the  posterior  wall, 
or  a  laceration  of  the  perinaeum,  these  are  now  attended  to.  The  va- 
gina is  then  packed  lightly  with  iodoform  or  sublimate  gauze  to  ab- 
sorb.any  oozing,  and  the  patient  is  placed  in  bed.  She  is  kept  in  bed 
for  three  weeks,  the  uterine  sutures  being  removed  at  the  end  of  the 
fifth  or  sixth  week. 

The  above-described  technique  differs  from  that  given  by  Winter 
and  Mackenrodt  (i)  by  preceding  the  operation  by  a  curettage  ;  (2) 
by  anteverting  the  uterus  to  such  a  degree  that  the  fundus  presents 
at  the  vaginal  wound.  I  deem  this  quite  an  advantage,  in  that  it 
facilitates  the  passing  of  the  uterine  sutures,  and  avoids  the  possi- 
bility of  injuring  the  bladder.  (3)  In  passing  the  sutures  through  the 
uterus  nearer  the  fundus  (in  fact,  the  first  is  passed  through  the  ante- 
rior surface  of  the  fundus)  than  do  either  Winter  or  Mackenrodt,  who 
state  that  they  pass  the  sutures  as  near  the  fundus  as  possible. 

This  step  is  rendered  easy  by  the  foregoing  procedure,  and  of  its 
advantage  there  can  be  little  doubt.  It  brings  the  uterus  a  little 
higher  up  in  the  plane  of  the  pelvis,  and  consequently  in  a  more 
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normal  position.  Winter  employs  buried  silkworm  gut  to  fix  the 
uterus,  passing  the  sutures  through  the  internal  surface  of  the  vaginal 
flaps.  Although  his  results  were  good,  the  procedure  did  not  appeal 
to  me,  for  it  seems  rather  risky  to  attempt  to  bury  a  non-absorbable 
suture  in  the  under  surface  of  a  structure  not  thicker  than  the  vaginal 
wall,  and  to  pass  another  suture  to  bring  its  edges  together.  Mack- 
enrodt  and  Dlihrssen  have  both  tried  the  various  materials  used  for 
sutures,  and  have  returned  to  silk,  which  they  claim  has  the  advan- 
tage over  silkworm  in  being  more  irritative,  thus  exciting  a  firmer 
union.  I  have  therefore  used  no  other  suture  material  in  my  cases 
but  silk,  save  in  one  case  in  which  I  passed  an  additional  suture  of 
silver  wire.  But  this  was  of  no  avail,  as  will  be  referred  to  later. 
Diihrssen  makes  a  curved  incision  through  the  anterior  vaginal  wall, 
and  fixes  the  uterus  by  three  or  four  sutures  to  the  upper  vaginal 
flaps,  then  brings  the  vaginal  wound  together  by  a  continuous  catgut 
suture.  In  other  respects  his  technique  differs  but  little  from  that  of 
Winter  and  Mackenrodt. 

I  have  performed  the  operation  on  four  cases,  and  made  the  at- 
tempt in  a  fifth  case  in  which  I  did  not  succeed,  owing  to  my  inability 
to  reach  the  vesico-uterine  space.  This  case  was  one  of  complete  pro- 
lapsus of  the  uterus  and  vaginal  walls,  with,  as  is  usual  in  this  class  of 
cases,  great  elongation  and  thinning  of  the  cervix.  I  had  separated 
the  bladder  from  the  cervix  for  a  distance  of  from  two  and  a  half  to 
three  inches,  and  yet  failed  to  reach  the  vesico-uterine  space.  In  the 
other  four  cases  I  experienced  but  very  little  difficulty,  save  in  the 
last  one  that  I  operated  upon  six  days  ago.  The  patient  was  a  nul- 
lipara, with  a  very  narrow  vagina,  a  small  introitus,  and  a  very  rigid 
perinaeum.  The  difficulty  consisted  in  anteverting  the  uterus,  by  the 
sound,  within  so  small  an  arc.  The  rigid  perinaeum  would  not  admit 
the  lower  end  of  the  sound  to  pass  back  far  enough  to  bring  the  ute- 
rus forward,  and  I  thought  I  would  be  compelled  to  incise  the  peri- 
naeum. But  I  recalled  a  step  in  Duhrssen's  technique  in  which  he 
passes  two  or  more  provisional  sutures  through  the  anterior  wall  of  the 
uterus,  by  means  of  which  he  pulls  the  body  downward  and  forward. 
I  passed  one  such  suture  just  above  the  internal  os,  and  was  then  en- 
abled to  bring  the  uterus  forward  as  in  the  other  cases.  No  injury 
was  done  to  the  bladder  in  any  of  the  cases  operated  upon.  Four  of 
the  cases  had  no  temperature  at  any  time  reaching  above  99. 5%  and 
for  the  most  times  being  at  98. 50.  In  one  case  there  was  some  sepsis, 
the  patient  having  a  chill  twenty-four  hours  after  the  operation,  and  a 
temperature  of  1030.    This  temperature  continued  for  thirty-six  hours, 
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but  has  been  normal  since  a  period  of  thirteen  days.  The  vaginal 
wound  opened  up  and  is  healing  by  granulation,  but  the  uterine  sutures 
held  and  the  uterus  is  in  normal  anteversion.  Excepting  the  first 
twenty-four  hours  of  the  febrile  period,  the  patient  has  been  free  from 
pain.  The  sepsis  may  have  been  due  to  one  of  two  contingencies  or 
to  both  combined  :  (i)  a  borrowed  scalpel,  having  forgotten  to  bring 
mine  ;  (2)  the  catgut,  which  I  did  not  prepare  myself,  and  for  the 
asepticism  of  which,  consequently,  I  could  not  vouch.  No  untoward 
symptoms  were  observed  in  any  of  the  other  cases.  One  patient  had 
to  be  catheterized  until  she  was  allowed  to  get  up  on  her  knees  on  the 
twelfth  day,  declaring  her  inability  at  any  time  to  void  urine  in  the 
recumbent  posture.  The  other  cases  voided  the  urine  unaided  from 
the  third  to  the  fifth  day  after  the  operation.  Other  than  this  there 
have  been  no  bladder  disturbances ;  on  the  contrary,  there  has  been  a 
disappearance  of  the  painful  and  frequent  micturition  that  had  ex- 
isted in  three  cases  prior  to  the  operation.  I  will  now  give  a  brief  out- 
line of  the  cases. 

Case  I. — Mrs.  E.,  aged  thirty;  married  seven  years  ;  two  children 
and  one  miscarriage,  last  July.  Symptoms  :  frequent  micturition,  the 
act  being  attended  with  a  burning  sensation  ;  constant  pain  in  the 
back,  and  almost  constant  pain  across  the  hypogastrium.  Dysmenor- 
rhcea.    Dyspareunia  and  leucorrhcea. 

Diagnosis. — A  mobile  retroversion  of  third  degree.  Laceration  of 
the  perinaeum  ;  moderate  prolapsus  of  the  anterior  vaginal  wall. 

October  4,  1893. — Curettage,  vagino-fixation,  anterior  colporrha- 
phy.    Tait's  operation  on  the  perinaeum. 

October  iSt/i. — Removed  perineal  stitches;  primary  union  of 
wound. 

November  12th. — Removed  uterine  stitches;  uterus  in  normal  an- 
teversion. All  symptoms  gone,  excepting  an  occasional  burning  sen- 
sation in  the  left  iliac  region. 

Novcnibcr  19th. — Seen  patient  again.  Uterus  in  good  position  ; 
patient  free  from  symptoms. 

Case  II. — Mrs.  M.,  aged  twenty-four  years  ;  married  three  years. 
Sterile  ;  a  great  variety  of  symptoms,  chief  of  which  are  backache, 
severe  dysmenorrhcea,  and  bladder  disturbances. 

Diagnosis. — Congenital  retroversion,  with  dense  adhesions  ;  un- 
able to  bring  uterus  forward  except  under  narcosis. 

October  271/1. — Curettage,  vagino-fixation,  passing  one  silver  wire 
and  two  silk  sutures  ;  resected  a  narrow  strip  from  each  flap  to 
lengthen  the  shallow  anterior  vaginal  wall.    The  uterus  remained  in 
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gdod  position  for  about  a  week,  and  then  it  gradually  returned  to  its 
old  faulty  position. 

Case  III. — Mrs.  S.,  aged  thirty  years  ;  married  seven  years  ;  three 
children  ;  last  child  three  years  ago ;  one  miscarriage  at  two  months, 
fifteen  months  ago. 

Diagnosis. — Uterus  retroverted  to  second  degree ;  moderately  ad- 
herent posteriorly.  Laceration  of  posterior  lip  of  cervix  in  median 
line.    Left  salpingo-oophoritis. 

November  6th. — Curettage,  removing  from  the  endometrium  several 
clear  vesicles  resembling  those  of  hydatid  mole.  Repair  of  posterior 
lip  of  cervix  ;  vagino-fixation. 

November  jt/i. — Chill  and  temperature  of  1030,  the  latter  con- 
tinuing for  thirty-six  hours,  as  already  stated. 

November  21st. — Uterus  in  good  forward  position;  silk  sutures 
in  situ  ;  wound  in  anterior  wall  healing  by  granulations  ;  cervix  wound 
healed  by  primary  union. 

Case  IV. — Mrs.  K.,  aged  twenty-one  years  ;  married  three  years. 
Sterile  ;  suffering  for  two  years  with  constant  backache  and  pain  in 
the  lower  part  of  the  abdomen  ;  has  frequent  and  painful  micturi- 
tion, having  to  get  up  several  times  during  the  night. 

Diagnosis. — L'terus  retroverted  to  third  degree  ;  readily  ante- 
verted  under  ether.  Left  tube  slightly  thickened.  Left  ovary  feels 
larger  than  normal,  and  is  far  back  and  low  down  in  the  pelvis. 

November  15///. — Vagino-fixation. 

November  20th. — Uterus  in  good  normal  anteversion.  Bladder 
and  other  symptoms  have  disappeared  for  the  time  being. 

My  experience  with  the  operation  is  so  limited  and  of  so  short  a 
duration  that  I  present  it  as  stated  at  the"  outset  merely  as  a  prelim- 
inary report,  and  hope  at  some  future  period  to  communicate  to  this 
society  the  further  results  of  those  cases  in  which  the  operation  has 
thus  far  been  successful.  My  object  in  bringing  the  subject  before 
the  society  thus  early  is  to  elicit  discussion,  and  to  ascertain  if  other 
members  have  had  any  experience  with  the  method.  In  order  to 
concentrate  the  discussion,  I  will  express  my  present  views  regarding 
the  operation,  reserving  the  right  to  modify  them  in  accordance  with 
what  a  larger  and  more  varied  experience  with  it  will  teach  me. 

1.  Vagino-fixation  is  a  perfectly  safe  operation,  and  not  difficult 
to  perform. 

2.  It  fixes  the  uterus  in  a  more  normal  position  than  the  other 
operations  in  vogue  for  backward  displacements. 

3.  If  unsuccessful,  it  is  not  followed  by  any  untoward  sequelae. 
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4.  It  finds  its  indication  (a)  in  uncomplicated  mobile  retrover- 
sions with  symptoms  when  a  pessary,  for  some  reason  or  another, 
can  not  be  worn  ;  (b)  in  backward  displacements  with  moderate  ad- 
hesions, which  can  be  easily  broken  up  under  narcosis  ;  (c)  in  the 
same  class  of  cases  with  more  firm  adhesions,  but  which  admit  of 
being  distended  by  a  prior  course  of  pelvic  massage ;  (d)  in  prolapsus 
of  the  uterus  of  the  first  or  second  degree,  with  corresponding  pro- 
lapsus of  the  vaginal  walls  ;  (e)  in  retrodisplacements  of  the  uterus, 
complicated  with  diseased  annexa  not  calling  for  a  radical  operation 
— I  mean  saipingo-oophoritis  of  a  moderate  degree. 

5.  It  is  contraindicated  (a)  in  complete  prolapsus  ;  (b)  in  con- 
genital retrodisplacements,  with  very  dense  adhesions;  (c)  in  those 
cases  of  retroflexion  in  which  the  fundus  is  very  much  enlarged  and 
the  isthmus  atrophied  to  such  an  extent  as  to  give  the  so-called 
Hegar's  sign  in  the  non-gravid  uterus  ;  (d)  in  those  cases  of  retro- 
displacements complicated  with  diseased  annexa  to  such  a  degree  as 
to  call  for  total  removal. 

127  East  Sixty-first  Street. 

Note.  December  2%th.  Cases  I,  III,  and  IV  have  all  been  seen  during  the  past 
week.  The  uterus  in  each  instance  was  found  to  be  in  good  anteversion,  and  the 
woman  free  from  her  former  symptoms. 


FIFTY  OPERATIONS  ON  THE  UTERINE  CERVIX  FOR 

LACERATION. 

By  John  B.  Harvie,  M.  D. 

Gynaecologist  to  the  Troy  Hospital. 

This  condition  is  one  which  is  often  overlooked,  and,  even  when 
diagnosticated,  is  frequently  regarded  as  a  state  which  requires  no 
attention  further  than  local  treatment.  On  this  account  the  general 
impression  seems  to  prevail  that  operation  directed  toward  the  repair 
of  this  lesion  is  unnecessary,  and  that  improvement  in  health,  as  a 
rule,  does  not  follow.  At  one  time  I  was  among  those  who  favored 
the  non-operative  treatment,  but  since  I  have  done  the  operation  a 
sufficient  number  of  times,  and  have  been  able  to  follow  the  subse- 
quent history  (in  a  large  percentage  of  the  cases)  and  notice  the  im- 
provement which  generally  takes  place  in  health,  I  regard  it  as  one  of 
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the  most  serviceable  and  satisfactory  operations  within  the  scope  of 
the  gynaecologist. 

When  the  uterine  cervix  is  torn  during  parturition,  convalescence 
is  generally  protracted,  unquestionably  due  to  the  fact  that  a  surface 
is  exposed  which  refuses  to  heal  properly,  delaying  the  ordinary  physio- 
logical process  of  involution.  The  more  or  less  continued  presence 
of  this  condition  may  cause  innumerable  reflex  disturbances.  It  sel- 
dom if  ever  happens  that  repair  will  come  about  without  special  inter- 
ference, and  the  immediate  operation  will  necessitate  too  much  un- 
certainty and  too  much  risk  to  ever  become  popular.  When  a  cervix 
is  torn,  as  a  rule  the  edges  become  everted,  and  the  mucous  membrane 
to  a  certain  extent  beyond  the  laceration,  together  with  the  lacerated 
surface,  takes  part  in  an  inflammatory  process.  The  influence  extends 
almost  invariably  to  the  endometrium,  setting  up  an  endometritis. 
The  lacerated  surface  usually  bleeds  easily  and  secretes  copiously,  to- 
gether with  the  discharge  from  the  interior  of  the  uterus  caused  by 
the  endometritis.  Those  are  the  cases  which  require  attention,  and 
those  cases  go  on  indefinitely  in  spite  of  anything  which  may  be  done 
in  the  shape  of  local  treatment.  When  one  notes  the  condition  of 
such  a  cervix  before  and  after  operation,  it  must  be  very  evident  that 
repair  is  exceedingly  desirable.  The  secreting  surface  is  got  rid  of, 
and  the  general  inflammation  of  the  interior  of  the  uterus  which  re- 
sulted in  consequence  of  the  lesion  naturally  enough  subsides.  In 
instances  where  the  trouble  has  been  long  standing  it  almost  invari- 
ably happens  that  difficulty,  to  a  greater  or  less  extent,  exists  in  con- 
nection with  the  appendages,  notably  salpingitis,  and  that  is  one 
principal  reason  why  the  pelvic  distress  so  common  in  those  cases 
takes  often  many  months  to  subside  after  operation.  The  practice  of 
insisting  on  absolute  quiet  for  a  length  of  time,  so  that  resolution  of 
the  inflamed  adjacent  parts  may  take  place,  is  very  often  an  impera- 
tive necessity. 

Until  Emmet  made  his  operation  known,  patients  suffering  from 
this  injury  were  invariably  called  upon  to  endure  all  manner  of  rou- 
tine treatment,  usually  with  the  effect  of  irritating  the  patient  consid- 
erably and  certainly  doing  no  good.  In  dealing  with  cervical  lacera- 
tions, I  think,  when  the  person  is  young  and  is  likely  to  bear  further 
children,  the  best  operation  is  to  remove  a  large  portion  of  the  cervix 
after  the  method  of  Schroder,  or,  if  the  patient  has  nearly  approa'ched 
the  limit  of  the  childbearing  period,  simply  bringing  the  parts  together 
according  to  Emmet  will  be  sufficient,  but  no  single  operation  will 
meet  all  requirements.  I  have  had  an  opportunity  to  attend  two  cases 
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of  labor  in  which  I  had  done  an  Emmet  operation — in  one  instance 
eighteen  months,  and  in  the  other  fifteen  months  prior  to  delivery. 
The  cervix  acted  in  a  perfectly  natural  way,  dilated  without  difficulty, 
and  labor  terminated  in  both  instances  without  recurrence  of  the  for- 
mer lesion.  In  another  instance  in  which  a  patient  of  mine  on  whom 
I  did  an  Emmet  operation  was  delivered,  the  laceration  recurred  on 
one  side.  The  labor,  however,  progressed  very  rapidly,  and  the  pa- 
tient scarcely  had  time  to  get  to  bed  when  the  baby  was  born.  Escape 
in  this  instance  was  scarcely  to  be  expected. 

This  has  led  me  to  incline  rather  favorably  toward  the  operation 
of  Emmet,  as  it  leaves  the  cervix  in  its  original  state  more  closely  than 
any  of  the  other  operations,  and,  in  my  experience,  is  followed  by 
equally  brilliant  results.  Generally  speaking,  after  repair  of  the  parts 
considerable  shrinking  will  take  place  as  a  natural  course  of  events, 
and  a  cervix  which  seemed  much  elongated  and  hypertrophied  will 
return  to  almost  its  original  size.  I  think  a  mistake  which  is  often 
made,  and  one  which  I  committed  myself  a  number  of  times  at  the 
outset,  is  the  neglect  to  thoroughly  curette  the  uterus  prior  to  repair- 
ing the  cervix.  It  is  very  wonderful  the  amount  of  benefit  which  that 
proceeding  alone  will  bring  about  in  an  enlarged  organ  which  is  the 
seat  of  endometrial  inflammation.  The  subject  of  drainage  under 
those  circumstances  is  of  paramount  importance,  and  to  close  tip  a 
cervix  without  first  going  over  the  interior  of  the  uterus  with  a  sharp 
curette  would  certainly  be  a  very  sad  neglect  of  duty.  Repair  of  the 
lacerated  parts  is  deferred  for  a  time  by  some  operators  after  curet- 
ting, so  that  the  subject  of  drainage  may  have  thorough  attention.  I 
think  myself  the  result  is  ordinarily  just  as  good  if  we  go  over  the 
ground  thoroughly  with  the  sharp  curette,  until  the  application  of  the 
instrument  may  be  heard  and  felt  on  the  healthy  muscular  wall  of  the 
uterus,  at  the  same  time  washing  out  the  cavity  carefully.  The  dis- 
charge subsequent  to  this  is  largely  sanguineous,  and  will  very  readily 
escape  through  the  cervical  opening.  In  instances  where  subinvolu- 
tion exists,  together  with  diffuse  endometritis,  it  is  possible  that  re- 
covery will  be  more  perfect  and  rapid  if  a  curettage  is  done,  together 
with  intra-uterine  irrigation  and  intra-uterine  packing  of  sterilized 
iodoform  gauze,  prior  to  repairing  the  laceration.  It  will,  however, 
only  be  necessary  in  cases  of  enlarged  uterus,  or  in  prominent  inflam- 
matory lesions  of  annexa,  to  subject  the  patient  to  a  second  operation, 
as  in  both  instances  the  administration  of  an  anaesthetic  is  necessary. 

There  is  no  danger  in  doing  an  operation  on  the  cervix,  the  only 
difficulty  which  may  be  encountered  at  the  time  being  haemorrhage. 
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Rapid  work  will  of  course  guard  against  any  serious  loss.  There  is 
no  use  endeavoring  to  stop  bleeding  as  we  go  along,  as  the  blood 
comes  from  all  parts  denuded  and  is  in  the  form  of  a  very  free  general 
oozing.  In  paring  the  surfaces  the  most  inferior  parts  should  be  taken 
care  of  first,  so  that  the  field  of  operation  will  be  obscured  as  little  as 
possible. 

The  instruments  needed  in  this  operation  are  a  thin,  narrow-bladed 
scalpel,  a  good  tissue  forceps,  two  tenaculum  forceps,  preferably 
Skene's,  a  uterine  dilator,  sharp  and  blunt  curettes,  Sims's  speculum, 
scissors,  and  of  course  needles  and  needle  holder.  There  is  no  instru- 
ment, so  far  as  I  know,  which  has  been  devised  that  will  take  the  place 
of  the  scalpel  in  preparing  the  cervical  edges  for  being  brought  to- 
gether. The  Wathen  dilator,  on  account  of  its  simplicity  of  con- 
struction, cleanliness,  and  efficiency,  is  perhaps  to  be  preferred.  The 
same  may  be  said  of  the  very  ingenious  needle  holder  recently  de- 
vised by  Dr.  Williams,  of  the  Johns  Hopkins  Hospital,  a  description 
of  which  appeared  in  The  Journal  of  Obstetrics  and  Diseases  of  Women, 
New  York,  by  Dr.  Howard  A.  Kelly,  June,  1893. 

A  preliminary  which  is  usually  adopted  is  to  cut  well  up  into  the  an- 
gle of  the  laceration  with  a  straight  scissors,  and  complete  the  denuda- 
tion with  the  scalpel.  The  uterus  is  held  in  place  and  drawn  well 
down  by  inserting  into  each  opposing  lip  of  the  cervix  (the  patient 
being  in  the  dorsal  position)  a  tenaculum  forceps. 

In  regard  to  the  material  for  suturing,  I  have  used  wire,  silkworm 
gut,  and  catgut,  and  have  had  good  luck  with  all  of  them,  but  I  must 
confess  a  certain  lack  of  confidence  in  catgut.  I  have  had  no  serious 
accidents  from  its  use  except  in  one  instance  where  the  sutures  gave 
way  on  one  side,  giving  rise  to  secondary  haemorrhage  on  the  third 
day.  This  accident  might  have  been  more  or  less  serious  in  private 
practice,  but  as  it  occurred  in  a  hospital,  the  patient's  life  was  not 
jeopardized  in  any  way.  In  private  practice  I  always  use  silk- 
worm gut,  knowing  that  when  once  introduced  no  accident  can  come 
about,  the  -only  objection  I  can  see  to  its  use  being  the  possibility 
of  its  cutting  through  the  tissues  before  union  has  taken  place  per- 
fectly. However,  if  the  parts  are  shaped  properly,  very  little  traction 
is  necessary  to  hold  the  flaps  in  apposition,  and  that  objection  is^  con- 
sequently reduced  to  a  minimum.  The  silkworm  gut  possesses  all 
the  properties  of  wire,  is  much  easier  of  manipulation  and  less  likely 
to  break,  and  will  create  much  less  disturbance  in  its  removal.  Cat- 
gut, of  course,  possesses  the  advantage  of  becoming  dissolved  and 
consequently  not  necessitating  removal,  which  is  somewhat  of  an  ad- 
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vantage,  especially  if  the  perinaeum  has  been  operated  on  at  the  same 
sitting,  but  its  occasional  weakness  and  premature  disappearance  ren- 
der it  more  or  less  unreliable  ;  besides,  any  agent  which  acts  on 
the  principle  of  catgut  will  attract  septic  material  and  may  spoil  a 
result  which  would  otherwise  have  been  satisfactory.  I  think  there 
is  no  doubt  but  catgut  may  be  made  absolutely  aseptic,  but  its  strong 
absorptive  properties  will  attract  objectionable  agents  which  may  cause 
stitch-hole  abscesses  and  inflammatory  action  in  the  line  of  union. 
This  might  occur  very  readily  in  the  utero-vaginal  tract,  which  is 
more  or  less  difficult  of  maintaining  in  a  rigid  state  of  cleanliness. 
Silk  possesses  all  the  vices  of  catgut  except  its  occasional  giving  way 
and  none  of  its  virtues. 

The  treatment  of  the  patient  prior  to  operation  is  the  same  as  for 
other  plastic  operations  in  this  neighborhood  :  the  thorough  evacua- 
tion of  the  bowels  the  day  before  and  an  enema  on  the  morning  of  the 
operation.  The  vagina  should  be  irrigated  by  a  nurse  two  or  three 
times  before  the  operation  with  a  sublimate  solution  (i  to  1,000),  fol- 
lowed by  plain  water.  In  using  a  vaginal  douche,  two  fingers  should 
be  introduced  so  as  to  distend  the  channel  that  every  part  may  be 
brought  in  contact  with  the  irrigating  fluid.  If  this  precaution  is  not 
adopted,  many  parts  of  the  vaginal  folds  will  escape  contact  with  the 
liquid  and  subsequently  infect  the  wound.  If  this  preliminary  pre- 
caution be  adopted,  the  tract  will  remain  practically  aseptic  for  two 
or  three  days  and  little  danger  of  wound  infection  will  follow.  In  my 
last  half  dozen  cases  I  have  packed  the  vagina  with  iodoform  gauze 
for  twenty-four  hours  prior  to  operation,  and  am  inclined  to  regard 
it  as  a  very  safe  proceeding.  The  bladder  should  be  emptied  just 
before  the  operation.  The  vagina  is  loosely  packed  with  sterilized 
iodoform  gauze,  which  is  removed  at  the  end  of  two  days.  No  further 
packing  is  required  ;  in  fact,  the  less  that  is  done  subsequent  to  this 
except  a  plain  water  irrigation  once  each  day,  the  better  will  be 
the  result.  The  patient  is  allowed  to  pass  urine  from  the  commence- 
ment in  a  bed  pan.  Catheterization  in  a  small  proportion  of  the  cases 
may  be  necessary  for  a  day  or  so.  Stitches  are  removed  at  the  end 
of  one  week  except  in  the  case  of  catgut,  which  does  not  require  re- 
moval. I  have,  however,  left  silkworm  gut  a  much  longer  time  with- 
out causing  any  disturbance,  its  non-absorptive  properties  rendering 
it  very  tolerant  and  non-irritating. 

Case  I. — Aged  thirty-three  years  ;  married  ;  one  child  when  twen- 
ty-seven years  of  age  ;  labor  instrumental  ;  no  miscarriages  ;  head- 
ache, backache,  and  general  pelvic  discomfort  ;  loss  of  flesh  ;  bowel 
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and  urinary  disturbance  absent  ;  menses  occur  every  two  or  three 
weeks,  and  flow  continues  seven  to  eight  days  ;  is  decidedly  neuras- 
thenic. 

Was  under  treatment  by  different  physicians,  who  made  use  of 
local  applications  and  supports.  An  Emmet's  modification  of  an 
Albert  Smith  pessary  was  removed  on  examination.  Perineum  lacer- 
ated through  first  degree.  Vaginal  heat  and  sensibility  normal.  Moist- 
ure increased.  External  os  in  axis  of  vagina  and  cervix  bilaterally 
lacerated.  Density  increased.  tJterus  retroverted.  Erosion  and 
eversion  of  cervix  with  endometritis.  Uterus  movable  mf  depth  in- 
creased.   Moderate  thickening  of  tubes  with  tenderness. 

Uterus  was  lifted  into  place  by  glycerin  tamponade. 

This  routine  treatment  with  potassium  iodide  was  continued  some 
time  without  benefit,  and  she  was  taken  into  the  hospital  and  Em- 
met's trachelorrhaphy  done.  The  result  was  all  that  could  be  de- 
sired. Silver  wire  was  used  for  suturing.  The  pelvic  distress,  how- 
ever, did  not  clear  up  as  rapidly  as  was  hoped  for,  and  she  contracted  ' 
the  idea  that  an  oophorectomy  should  be  done,  which  I  refused.  She 
went  to  New  York  and  saw  Dr.  T.  A.  Emmet,  who  advised  her  to  re- 
turn home  and  wait  at  least  one  year,  which  she  did,  but  before  the 
allotted  time  she  was  perfectly  well.  A  recent  examination  shows  the 
uterus  to  be  in  a  normal  position. 

Case  II. — Aged  thirty-nine  years  ;  married  ;  one  child  when  seven- 
teen years  of  age,  never  pregnant  since  ;  labor  not  instrumental. 
Complains  of  backache  and  constant  bearing-down  pains  ;  frequent 
and  painful  urination. 

Very  slight  laceration  of  perinaeum  ;  atony  of  vaginal  wall.  Os  in 
axis  of  vagina,  and  bilaterally  lacerated.  Uterus  low  down  in  vagina. 
The  torn  lips  of  the  cervix  are  eroded  and  everted  ;  bleeds  easily  ; 
presents  almost  an  epitheliomatous  appearance.  Copious  discharge 
from  interior  of  uterus  and  torn  cervix.  Uterus  three  and  a  half 
inches  in  depth. 

Emmet's  trachelorrhaphy.  Silver  wire  for  suture.  Patient  re- 
mained in  bed  four  weeks.  Subinvolution  cleared  up  as  well  as  other 
pelvic  distress. 

Case  III. — Aged  thirty-one  years  ;  married  ;  four  children  ;  never 
attended  by  a  physician.  Constant  bearing-down  pain,  inability  to 
retain  urine,  and  profuse  leucorrhoea. 

Examination  shows  a  large  cystocele  and  prolapsed  uterus  and 
lacerated  perinaeum.  The  parts  are  eroded  and  excoriated,  in  conse- 
quence of  rubbing  on  her  clothing.    The  cervix  is  much  elongated 
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and  hypertrophied  and  unilaterally  lacerated.  In  this  case  I  did 
Schroder's  operation,  which  really  amounts  to  the  amputation  of  the 
cervix.  The  cystocele  was  taken  care  of  by  denuding  the  mucous 
surface,  commencing  a  short  distance  posterior  to  the  meatus  urina- 
rius  and  extending  back  almost  to  the  utero-vaginal  fold  and  going 
wide  on  each  side  of  the  median  line,  so  that  when  the  surface  was 
bared  it  was  elliptical  in  form.  Then  by  a  series  of  overlapping, 
buried  catgut  sutures  the  parts  were  gradually  rolled  in,  and  finally 
the  mucous  edges  approximated  by  interrupted  sutures  of  strong  cat- 
gut. The  .peri  rise  urn  was  taken  care  of  two  weeks  later.  Result  per- 
fect ;  complete  relief  ;  no  return  of  prolapsus  or  cystocele  at  end  of 
two  years. 

Case  IV. — Widow,  aged  forty-eight  years.  Has  had  seven  chil- 
dren ;  all  easy  labors  ;  no  instruments.  Severe  pain  on  left  side  low 
down  and  profuse  leucorrhcea  ;  says  womb  falls  down  and  comes 
out  ;  has  dysuria  and  frequent  urination  with  more  or  less  inconti- 
nence. 

Examination  reveals  a  large  cystocele  with  uterine  procidentia 
and  laceration  of  perinaeum  extending  back  to  the  sphincter  ;  also  an 
extensive  bilateral  laceration  of  the  cervix.  Uterus  curetted  and  Em- 
met's trachelorrhaphy.    Anterior  colporrhaphy  and  perineorrhaphy. 

This  operation  was  completed  at  one  sitting.  Result  good  ;  re- 
lief perfect. 

Case  V. — Aged  forty-one  years  ;  married  ;  three  children  ;  never 
attended  by  a  physician  ;  menstruates  every  three  weeks  ;  headache, 
backache,  and  general  pelvic  uneasiness  ;  unilateral  femoral  neural- 
gia ;  leucorrhcea. 

Perinaeum  lacerated  to  the  sphincter.  Cervix  enlarged  and  irregu- 
larly lacerated  ;  copious  discharge  from  cervix  and  interior  of  uterus. 
Curettement,  large  portion  of  cervix  removed  and  perinaeum  repaired. 
Result  good  ;  health  much  improved. 

Case  VI. — Aged  thirty-three  years  ;  married  ;  live  children  ;  al- 
ways attended  by  a  physician  ;  first  labor  instrumental  ;  no  miscar- 
riages. Complains  of  backache  and  general  pelvic  discomfort ;  leu- 
corrhcea. 

Perinaeum  lacerated,  second  degree,  and  rectocele.  Very  copious 
discharge  from  vaginal  mucous  membrane.  Cervix  bilaterally  lacer- 
ated, torn  edges,  everted  and  eroded.  Uterus  retroverted  and  pro- 
fuse discharge  from  its  interior. 

Curettement ;  Emmet's  trachelorrhaphy  ;  perineorrhaphy.  Silk- 
worm gut  for  suture.    Patient  did  well  in  all  respects. 
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Case  VII. — Aged  twenty-three  years ;  unmarried  ;  one  child  when 
eighteen  ;  instrumental.  Convalescence  protracted.  Patient  anaemic 
and  general  health  much  impaired.  Suffers  constantly  from  head- 
ache, backache,  and  pelvic  tenesmus,  occasional  dysuria,  intermittent 
leucorrhcea,  and  constipation. 

Perinaeum  lacerated,  second  degree,  with  rectocele  ;  atony  of 
vaginal  wall.  Cervix  bilaterally  lacerated,  witli  ectropium  and  cystic 
degeneration.  Endometritis.  Uterus  sensitive  and  anteflexed.  Divul- 
sion.  Curettage  and  intra-uterine  irrigation  ;  Schroder's  amputation 
of  the  cervix.    Very  great  improvement. 

Case  VIII. — Aged  twenty-six  years  ;  married  ;  two  children,  both 
instrumental.  Protracted  convalescence.  Thinks  she  had  inflamma- 
tion of  the  bowels  after  second  child.  Is  much  run  down  in  general 
health  ;  has  lost  considerable  flesh  ;  menorrhagia  and  profuse  leu- 
corrhcea. 

Perineum  very  slightly  lacerated  and  moisture  of  vagina  increased. 
Stellate  laceration  of  cervix  with  endometritis.  Cervix  bleeds  easily 
when  touched.  Curettement,  irrigation,  Schroder's  operation.  Rapid 
gain  in  health. 

Case  IX. — Aged  forty-three  years  ;  married  ;  six  children  ;  all  la- 
bors easy  and  convalescence  rapid  ;  complains  of  constant  pelvic  dis- 
comfort ;  'is  only  easy  in  lying  position. 

Vaginal  outlet  much  relaxed,  uterus  low  down  in  vagina,  cervix 
unilaterally  lacerated  and  hypertrophied,  copious  discharges  from  in- 
terior of.  uterus,  with  subinvolution.  Thorough  dilatation,  curetting, 
and  intra-uterine  tampon,  iodoform  gauze.  Tampon  reinserted  every 
other  day  for  one  week,  when  Schroder's  operation  was  done  and  peri- 
neorrhaphy. The  patient  did  well.  Consider  in  this  case  that  much 
good  resulted  from  the  iodoform-gauze  packing. 

Case  X. — Aged  forty-eight  years  ;  married  ;  one  child  at  thirty  ; 
instrumental  delivery ;  convalescence  uneventful ;  menstruation  ir- 
regular, flows  three  to  four  days  ;  leucorrhcea,  backache,  constipa- 
tion, frequent  urination,  laceration  of  perinaeum  first  degree  ;  vaginal 
mucous  membrane  normal ;  cervix  bilaterally  lacerated,  with  erosion 
and  ectropium  ;  copious  secretion  ;  external  os  in  axis  of  vagina  ;  hard 
masses  in  rectum  ;  carunculae  of  urethra  ;  bowels  thoroughly  evacu- 
ated, divulsion,  curettage,  and  Emmet's  trachelorrhaphy ;  urethra  di- 
lated and  carunculae  removed;  ten-per-cent.  nitrate-of-silver  solution 
applied  ;  improvement  very  marked. 

Case  XI. — Aged  twenty-eight  years  ;  married  ;  one  child  at  twen- 
ty-five, attended  by  a  midwife  ;  convalescence  slow. 
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Profuse  leucorrhoea  and  menorrhagia  ;  is  decidedly  neurasthenic  ; 
severe  headaches  and  insomnia. 

Relaxed  outlet,  copious  discharge  from  vaginal  mucous  mem- 
brane, and  increased  heat ;  bilateral  laceration  of  cervix,  with  erosion 
and  endometritis  ;  uterus  retroverted  ;  dilatation,  curettement,  and 
Emmet's  trachelorrhaphy.    Very  rapid  return  of  health. 

Has  had  a  child  since  operation  without  recurrence  of  laceration. 

Case  XII. — Aged  thirty-three  years;  married;  two  children,  both 
easy  labors.  Has  had  continuous  pelvic  discomfort  since  birth  of 
last  child  ;  very  copious  leucorrhoea  at  times,  with  backache  and  pains 
extending  down  the  limbs  ;  perinaeum  lacerated  first  degree  ;  vaginal 
mucous  membrane  healthy  ;  uterus  in  axis  of  vagina,  but  slight  de- 
scent;  stellate  laceration  of  cervix,  writh  cystic  degeneration;  divul- 
sion,  curetting.  Schroder's  operation  ;  very  great  relief.  Has  miscar- 
ried at  third  month  since  operation. 

Case  XIII. — Aged  forty-four  years  ;  married  ;  seven  children  ; 
two  miscarriages  ;  chronic  invalidism  ;  pelvic  tenesmus,  frequent  pain- 
ful urination,  and  leucorrhoea. 

Vaginal  outlet  very  relaxed,  cervix  bilaterally  lacerated,  and  glairy 
mucus  escaping  from  interior  of  uterus  ;  cystic  degeneration  of  cervix 
and  dense  cicatricial  thickening  in  angles  of  laceration. 

Divulsion  ;  curettage  ;  amputation  of  cervix  by  double  flaps  ; 
"  Simon's  operation,"  which  consists  in  the  removal  of  wedge-shaped 
pieces  from  anterior  and  posterior  lips  ;  denudation  of  lateral  angles, 
and  total  removal  of  all  cicatricial  tissue.  The  mucous  surfaces  after 
removal  of  wedge-shaped  portions  are  brought  together  by  means  of 
catgut  sutures,  and  the  operation  completed  in  same  manner  as  in 
Emmet's  operation. 

Perineorrhaphy  ;  result  perfect  ;  patient  regained  health  after  sev- 
eral months. 

Case  XIV. — Aged  forty-one  years  ;  married;  one  child  at  thirty- 
four  ;  labor  difficult  and  instrumental  ;  menorrhagia  in  last  four  years  ; 
leucorrhoea,  backache,  pain  extending  down  limbs,  dysuria,  and  con- 
stipation. 

Perinaeum  lacerated  to  sphincter  ;  rectocele  ;  cervix  unilaterally 
lacerated  and  elongated  ;  uterus  in  axis  of  vagina  but  low  down  ;  cer- 
vical catarrh  ;  curetting  ;  Schroder's  operation  ;  perineorrhaphy  ;  re- 
sult good  ;  improvement  fairly  satisfactory. 

Case  XV. — Aged  fifty-seven  years  ;  married;  six  children;  labor 
moderately  tedious;  first  two  deliveries  instrumental;  no  miscar- 
riages; has  been  an  invalid  since  menopause  at  forty-eight. 
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Perinaeum  lacerated,  second  degree  ;  rectocele  ;  cystocele  ;  com- 
plete uterine  procidentia;  unilateral  laceration  of  cervix  extending 
beyond  utero-vaginal  junction.  Simon's  operation  ;  anterior  colpof- 
rhaphy;  perineorrhaphy;  good  result;  improvement  in  health  more 
than  satisfactory. 

Case  XVI. — Aged  thirty-nine  years  ;  married  ;  five  children  ;  never 
attended  by  a  physician ;  regular  menstruation,  not  painful;  profuse 
leucorrhcea  and  backache  ;  vaginitis. 

Cervix  bilaterally  lacerated  ;  endometritis ;  thickening  and  ten- 
derness of  tubes. 

Divulsion ;  irrigation  of  uterine  cavity  (i-to-i,oco  bichloride,  fol- 
lowed by  sterilized  water)  ;  curettage  ;  Emmet's  trachelorrhaphy  ;  slow 
recovery  ;  pelvic  distress,  although  abating,  still  occasions  much  dis- 
comfort. 

Case  XVII. — Aged  twenty-seven  years  ;  married  ;  three  children  ; 
no  instruments  ;  no  miscarriages  ;  regular  menstruation  ;  dysmenor- 
rhea. Headache,  backache,  leucorrhoea  ;  general  pelvic  discomfort  ; 
health  much  impaired. 

Perinaeum  intact  ;  vagina  sensitive  ;  bilateral  laceration  of  cervix  ; 
endometritis. 

Divulsion,  curetting,  and  Emmet's  trachelorrhaphy.  This  patient 
made  a  good  recovery  and  is  very  comfortable. 

Case  XVIII. — Aged  twenty-four  years  ;  married  ;  one  child  ;  two 
miscarriages  ;  metrorrhagia  ;  constant  bearing-down  pain  ;  unable  to 
stand  for  any  length  of  time  ;  neuralgic  pains  extending  down  front 
of  both  limbs,  backache,  leucorrhcea,  loss  of  flesh. 

Perinaeum  lacerated  to  sphincter ;  atony  of  vaginal  wall  ;  cervix  in- 
completely bilaterally  lacerated  ;  copious  mucopurulent  discharge 
from  interior  of  uterus. 

Divulsion ;  curetting  ;  complete  discission  of  mucous  surface  and 
thin  wall  remaining  unbroken  ;  Emmet's  trachelorrhaphy  ;  perineor- 
rhaphy. Good  result.  This  patient  has  since  borne  a  child,  and  no 
accident  further  than  a  rent  in  the  perinaeum,  which  was  immediately 
closed.    Health  at  present  good. 

Case  XIX. — Aged  forty  years  ;  married  ;  four  children,  natural 
deliveries ;  one  miscarriage.  Menstruates  every  three  weeks,  and 
profuse  ;  urination  frequent  and  at  times  painful ;  backache  ;  pain  in 
both  iliac  fossae,  extending  down  limbs  ;  frequent  headache.  Perinae- 
um lacerated,  first  degree  ;  vaginal  moisture  increased  ;  uterus  in  axis 
of  vagina  ;  cervix  unilaterally  lacerated  on  left  side,  with  erosion  and 
eversion.    Uterus  sensitive  and  tubes  thickened  and  tender. 
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Divulsion  ;  curettage  ;  packing,  iodoform  gauze  ;  Emmet's  opera- 
tion.   Recovery  slow. 

Case  XX. — Aged  thirty-nine  years ;  married  ;  one  child,  prema- 
ture at  eighth  month;  in -labor  many  hours ;  delivery  instrumental ; 
convalescence  slow ;  irregular  and  painful  menstruation ;  anaemic 
and  easily  fatigued.  Pelvic  discomfort,  backache,  and  pain  extend- 
ing through  to  both  iliac  fossae  ;  leucorrhcea.  Perinaeum  intact ;  vagi- 
nal mucous  membrane  sensitive  ;  heat  and  moisture  increased.  Stellate 
laceration  of  the  cervix  ;  endometritis ;  uterus  anteflexed  ;  no  tubal 
swelling. 

Divulsion  ;  curetting;  Simon's  operation.  Result  good.  Im- 
proved in  health  and  continuing  to  feel  better. 

Case  XXI. — Aged  thirty-eight ;  married  ;  one  child,  attended  by 
a  midwife  ;  menstruation  regular  ;  lasts  eight  to  ten  days.  Is  easily 
fatigued,  anaemic,  and  has  lost  considerable  flesh  ;  backache,  leucor- 
rhcea ;  outlet  relaxed  ;  bilateral  laceration  of  cervix  ;  endometritis ; 
uterus  retroflexed. 

Divulsion;  curetting;  Emmet's  trachelorrhaphy.  Improved  very 
decidedly  for  a  time,  but  returned  to  hospital  after  one  year,  com- 
plaining of  general  weakness,  backache,  very  obstinate  constipation, 
and  insomnia. 

Hysterorrhaphy  was  advised  on  account  of  the  very  great  retro- 
flexion of  the  uterus.  Patient  submitted.  Uterus  was  bound  down 
firmly  by  adhesions  in  Douglas's  fossa,  which  were  separated  and  the 
uterus  attached  to  anterior  abdominal  wall  by  buried  silk  ligatures. 
Recovery  rapid,  and  so  far  very  great  relief. 

Case  XXII. — Aged  twenty-four  years;  married;  first  delivery 
instrumental.  Headache,  dizziness,  and  sick  stomach;  poor  appetite  ; 
diarrhoea  alternating  with  constipation.  Leucorrhcea  profuse  ;  gen- 
eral pelvic  discomfort.  Frequent  urination.  Is  decidedly  neuras- 
thenic. Perinaeum  lacerated  first  degree.  Bilateral  laceration  of  the 
cervix,  with  erosion  and  eversion.  Endometritis. 

Divulsion;  curetting;  Emmet's  trachelorrhaphy.  Very  great  im- 
provement while  under  observation. 

Case  XXIII. — Aged  thirty-three  years;  married  ;  four  children  ; 
first  instrumental.  Complains  when  she  stands  up  that  womb  comes 
down.    Wears  a  perineal  bandage  continuously  for  support. 

Uterine  procidentia;  laceration  of  perinaeum  to  sphincter;  uni- 
lateral laceration  of  cervix. 

Anterior  colporrhaphy.  Double-flap  amputation  of  cervix  ;  peri- 
neorrhaphy.   No  return  of  prolapse. 
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Case  XXIV. — Aged  twenty-six  years ;  married ;  one  child,  tedious 
labor,  but  not  instrumental  ;  one  miscarriage.  Menstruates  regularly. 
Sharp  pain  first  day.  Backache  not  relieved  when  lying  down  ;  leu- 
corrhoea;  pelvic  tenesmus.  Pain  in  right  iliac  region.  Very  obstinate 
constipation  ;  stomach  frequently  out  of  order. 

Perinaeum  intact.  Vaginal  mucous  membrane  healthy.  Unilateral 
laceration  of  cervix.  Torn  edges  very  much  indurated  and  secreting 
copiously.    Endometritis  ;  uterus  sharply  anteflexed. 

Divulsion ;  curetting,  and  intra-uterine  packing,  sterilized  iodo- 
form gauze.  The  laceration  in  this  case  was  not  very  extensive  and 
nothing  was  done  beyond  the  curetting.    Very  much  improved. 

Case  XXV. — Aged  thirty-one  years;  married;  one  child,  easy 
labor.  Regular  menstruation.  Pain  in  left  side,  extending  down  the 
limb,  with  pelvic  tenesmus,  backache,  leucorrhcea.    Poor  appetite. 

Perinaeum  lacerated,  first  degree.  Vagina  healthy.  Bilateral  lacer- 
ation of  cervix.  Endometritis  ;  uterus  increased  in  depth  and  ante- 
flexed.    No  tubal  trouble. 

Divulsion  ;  curetting  ;  Emmet's  trachelorrhaphy.  Good  result. 
Marked  improvement  in  health. 

Case  XXVI. — Aged  fo.ty  years  ;  married  ;  five  children,  all  easy 
labors.  One  miscarriage.  Menstruates  regularly.  Has  lost  flesh 
and  strength  in  last  two  years.  Headache  ;  poor  appetite  ;  food  causes 
distress  and  gaseous  distention.  Pain  in  back  relieved  when  lying 
down.  Pain  in  both  iliac  fossae,  extending  down  thighs.  Leucor- 
rhcea is  profuse,  occasionally  tinged  with  blood,  and  of  an  offensive 
odor.  Pressure  of  clothing  causes  discomfort.  Bladder  irritable. 
Vaginal  heat  and  sensibility  increased.  Outlet  relaxed.  Stellate 
laceration  of  cervix.  Uterus  anteflexed  and  fixed.  Copious  secretion 
from  interior  of  uterus.    Salpingitis  on  both  sides. 

Divulsion  ;  curettage  ;  irrigation  (j-to-2,000  sublimate,  followed  by 
sterilized  water),  and  cavity  packed  with  sterilized  iodoform  gauze. 

Health  very  much  improved  for  a  time.  Return  of  former  trouble 
in  milder  degree. 

Case  XXVII. — Aged  twenty-four  years;  married;  one  child, 
natural  delivery.  One  miscarriage.  Complains  of  headache,  nausea, 
and  frequent  attacks  of  vomiting.  Backache  much  relieved  lying 
down.  Pelvic  discomfort  ;  leucorrhcea.  Constant  desire  to  urinate 
day  and  night. 

Perinaeum  lacerated,  first  degree.  Vagina  sensitive.  Carunculae 
around  orifice  of  urethra.  Cervix  unilaterally  lacerated ;  edges 
eroded  ;  bleed  easily.    Uterus  anteflexed.  Endometritis. 
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Divulsion  ;  curetting;  Emmet's  operation.  Divulsion  of  urethra  ; 
removal  of  vegetations.  Five-per-cent.  nitrate  of  silver  applied  every 
week  until  disappearance.    Complete  relief. 

Case  XXVIII. — Aged  twenty-seven  years;  married;  one  child, 
labor  difficult  and  instrumental.  Complains  of  rectal  tenesmus  with 
occasional  mucous  discharges ;  backache.  Pain  in  iliac  regions,  ex- 
tending down  the  thighs.  Tires  easily  ;  occasional  leucorrhoea  ;  fre- 
quent urination. 

Haemorrhoids.  Slight  laceration  of  perinaeum.  Cervix  bilaterally 
lacerated ;  uterus  in  axis  of  vagina.  Edges  of  cervix  eroded,  and 
ectropium.  Endometritis. 

Divulsion  of  sphincter  ani  and  ligation  of  haemorrhoids.  Divul- 
sion and  curetting  of  uterus.  Emmet's  operation.  Rapid  and  com- 
plete recovery. 

This  woman  has  since  borne  a  child.  Had  only  three  hard  pains 
when  the  baby  was  born.  Recurrence  of  cervical  laceration  on  one 
side. 

Case  XXIX. — Aged  twenty-nine  years  ;  married  ;  four  children, 
labors  easy,  but  always  had  retention  of  urine  after  each  confinement, 
requiring  to  be  catheterized  for  about  one  week.  Complains  of  obsti- 
nate constipation.  Pelvic  discomfort.  Pain  in  both  iliac  regions  and 
loins  and  leucorrhoea.  Laceration  of  perinaeum  to  sphincter  ;  .recto- 
cele  and  cystocele.  Cervix  bilaterally  lacerated.  Endometritis  ;  uterus 
low  down  in  vagina.  - 

Divulsion ;  curetting  ;  Emmet's  operation  ;  anterior  colporrha- 
phy  ;  perineorrhaphy.  Result  good.  Relief  not  as  satisfactory  as 
was  hoped  for,  on  account  of  continuance  of  endometritis. 

At  end  of  four  months  dilated  the  cervix  and  packed  with  iodoform 
gauze.    Local  treatment  continued  some  weeks.    Much  improved. 

Case  XXX. — Aged  fifty-three  years  ;  married  ;•  five  children  ; 
last  delivery  transverse  presentation.  Has  not  menstruated  in  three 
years.  Complains  of  burning  and  itching  of  vulva  and  falling  of 
womb.  Wears  a  cup  pessary  supported  by  a  belt  around  the  waist 
and  perineal  strap.  Examination  shows  outlet  very  relaxed ;  incom- 
plete bilateral  laceration  of  cervix;  cystocele  and  uterine  procidentia. 
Discharge  from  uterus  of  glairy  mucus.  Curetting  ;  anterior  and 
posterior  colporrhaphy.     Health  excellent  since  operation. 

Case  XXXI. — Aged  twenty-two  years  ;  married  ;  one  child,  in- 
strumental ;  dates  her  trouble  from  birth  of  the  child;  severe  pain  in 
the  back  extending  down  limbs  ;  unable  to  walk  about  the  house 
without  help  ;  incontinence  of  urine. 
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Bilateral  laceration  of  the  cervix  ;  subinvolution  of  the  uterus  and 
anteversion  ;  profuse  leucorrhcea.  Separation  of  the  pubic  bones 
was  thought  to  have  taken  place  during  the  very  difficult  extraction 
of  the  head,  which  was  large  and  strongly  ossified.  The  attend- 
ing physician  informs  me  that  she  made  a  very  tedious  convalescence 
and  was  unable  to  walk  for  a  long  time,  and  absolutely  unable  to 
stand  on  one  foot.  The  uterus  was  drawn  well  down  and  thoroughly 
dilated.  Curettage  ;  Emmet's  operation.  A  large  amount  of  fungoid 
material  was  removed.    Convalescence  rapid  and  uneventful. 

Case  XXXII. — Aged  twenty-nine  years  ;  married  ;  four  children, 
all  easy  labors  ;  two  miscarriages  ;  menstruated  three  times  in  last 
month  and  very  profuse  at  times.  Is  ancemic;  general  health  poor, 
easily  fatigued,  leucorrhcea,  backache,  and  general  pelvic  discom- 
fort. 

Perinaeum  intact,  vagina  sensitive,  uterus  in  axis  of  vagina  and 
somewhat  enlarged  ;  cervix  bilaterally  lacerated  ;  brownish  muco-puru- 
lent  discharge  from  interior  of  the  uterus. 

Dilatation  ;  curetting  ;  large  quantity  of  fungoid  material  removed  ; 
interior  of  uterus  irrigated  with  i-to-2,000  sublimate  solution,  and 
cavity  packed  with  sterilized  iodoform  gauze. 

Emmet's  trachelorrhaphy  done  after  one  week. 

Secondary  haemorrhage  on  third  day  on  account  of  the  catgut 
which  was  used  for  suturing  having  given  way.  Packed  with  iodo- 
form gauze  ;  sutures  reapplied  at  end  of  two  weeks.    Good  result. 

Case  XXXIII. — Aged  thirty  years  ;  married  ;  three  children  ; 
first  labor  very  prolonged,  but  not  instrumental  ;  one  miscarriage  ; 
was  confined  to  bed  four  weeks,  and  thinks  she  had  inflammation  of 
the  bowels. 

Complains  of  backache,  bearing-down  pains,  and  distress  in  both 
iliac  fossae,  pain  extending  down  limbs  ;  very  frequent  attacks  of 
headache.  Perinaeum  lacerated,  first  degree  ;  bilateral  laceration  of 
cervix  ;  endometritis,  retroversion  of  uterus,  and  slight  descent. 

Divulsion  ;  curettage;  Emmet's  trachelorrhaphy;  very  much  im- 
proved. 

Case  XXXIV. — Aged  thirty  years  ;  two  children,  easy  labors  ; 
menses  regular. 

Complains  of  leucorrhcea,  inability  to  retain  urine,  and  pelvic  dis- 
comfort. 

Relaxed  outlet  ;  cystocele,  rectocele,  bilateral  laceration  of  cervix. 
Uterus  low  down  in  vagina,  and  glairy  mucus  escaping  from  the  in- 
terior. 


3° 


John  B.  Harvie,  M.  D. 


Divulsion,  curetting,  and  Emmet's  trachelorrhaphy  ;  anterior  and 
posterior  colporrhaphy.    Result  good  ;  relief  absolute. 

Case  XXXV. — Aged  twenty-three  years  ;  three  children,  easy 
labors  ;  no  subsequent  trouble  ;  regular  menstruation. 

Complains  of  dizziness,  weakness,  and  is  easily  fatigued.  Back- 
ache ;  pain  extends  down  limbs  ;  leucorrhoea  and  constipation. 

Perinaeum  intact ;  vaginal  heat  and  sensibility  increased  ;  bilateral 
laceration  of  cervix  with  an  incomplete  laceration  of  the  anterior  lip  ; 
cystic  degeneration  of  cervix  with  erosion  and  eversion  of  lacerated 
edges  ;  retroversion. 

Divulsion,  curetting,  and  double-flap  amputation.  Result  good  ; 
general  health  much  improved,  and  has  become  pregnant. 

Case  XXXVI. — Aged  twenty-nine  years  ;  married ;  one  child 
six  years  ago,  instrumental  delivery  ;  convalescence  somewhat  pro- 
tracted. 

Pelvic  discomfort,  dysuria,  and  increased  frequency  of  urination  ; 
leucorrhoea ;  general  health  and  strength  failing,  and  is  considerable 
of  a  neurasthenic. 

Perinaeum  lacerated,  second  degree  ;  extensive  bilateral  lacera- 
tion of  cervix ;  copious  discharge  from  the  interior  of  the  uterus  ; 
uterus  in  normal  position. 

Divulsion  ;  curettage  ;  Emmet's  trachelorrhaphy  ;  posterior  colpor- 
rhaphy. 

Result  good,  very  decided  improvement  in  general  health,  and 
continuing  to  improve. 

Case  XXXVII. — Aged  twenty-three  years  ;  married  ;  two  chil- 
dren, natural  deliveries.  Pain  in  lumbar  region  extending  down  back 
of  left  thigh  ;  pelvic  pressure  ;  leucorrhoea  ;  frequent  urination.  Has 
continued  to  flow  for  past  six  weeks.  Is  anaemic  and  unable  to  at- 
tend to  her  housework  ;  appetite  poor  ;  bowels  constipated. 

Perinaeum  lacerated,  first  degree  ;  atony  of  vaginal  walls  ;  uni- 
lateral laceration  of  cervix  ;  erosion  and  eversion  ;  endometritis. 

Divulsion  ;  curettage  ;  Emmet's  operation  ;  a  large  quantity  of 
material  which  looked  like  retained  placental  tissue  came  away  with 
the  curette  and  irrigator. 

Result  good  ;  convalescence  uneventful. 

Case  XXXVIII. — Aged  thirty-three  years  ;  married  ;  one  child  ; 
difficult  forceps  delivery;  was  in  hard  labor  many  hours  when  a 
physician  was  sent  for;  backache  extending  down  limbs;  pain  in 
both  sides,  low  down  ;  leucorrhoea  ;  is  comfortable  when  lying  down. 
Perinaeum  lacerated,  second  degree  ;  rectocele  ;  stellate  laceration  of 
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cervix  ;  endometritis  ;  uterus  in  axis  of  vagina  ;  both  tubes  thick- 
ened and  tender. 

Divulsion  ;  curettage  ;  double-flap  amputation  of  cervix  ;  posterior 
colporrhaphy.    Result  good  ;  general  condition  rapidly  improving. 

Case  XXXIX. — Aged  twenty-seven  years  ;  married  ;  two  children, 
both  forceps  deliveries  ;  no  miscarriages  ;  has  never  had  any  previous 
illness. 

Pain  in  both  iliac  fossae,  extending  down  the  thighs  ;  backache  ; 
pelvic  tenesmus  much  increased  when  standing  ;  leucorrhcea ;  urina- 
tion frequent.  Menses  regular ;  always  has  severe  pain  first  'day ; 
flow  lasts  four  to  five  days.  Appetite  good;  bowels  regular;  suffers 
from  headache  during  menstruation  ;  perinseum  intact  ;  vaginal  mois- 
ture increased;  unilateral  laceration  of  cervix,  with  erosion  and 
ectropium  ;  endometritis  ;  uterus  anteflexed  ;  left  tube  sensitive  and 
thickened. 

Divulsion  ;  curettage ;  Emmet's  trachelorrhaphy.  Result  good. 
Improvement  in  health  taking  place  very  slowly. 

Case  XL. — Aged  forty-four  years  ;  married;  two  children,  twenty 
years  between  births  ;  easy  labors ;  one  miscarriage  three  years  after 
birth  of  last  child  ;  flowed  many  weeks  after  miscarriage ;  finally  had 
chills  and  fever  and  severe  pain  in  lower  abdomen,  confining  her  to 
bed  better  than  one  month  ;  uterus  curetted ;  retention  of  urine  ; 
has  not  menstruated  in  two  years  ;  is  anaemic  ;  complains  of  pelvic 
tenesmus  ;  severe  backache;  constipation;  frequent  urination  and 
pruritus  vulvae  ;  leucorrhcea. 

Perinaeum  lacerated,  first  degree  ;  vaginitis  ;  bilateral  laceration  of 
cervix;  endometritis;  carunculae  of  urethra;  torn  edges  of  cervix 
gape  widely  and  bleed  easily  ;  uterus  in  axis  of  vagina,  and  no  disease 
of  annexa. 

Tamponing  vagina  with  iodoform  gauze  for  three  days  (fresh 
packing  each  day)  prior  to  operation,  and  thorough  irrigation  with 
plain  water.    Divulsion  ;  curettage  ;  Emmet's  operation. 

Divulsion  of  urethra,  removal  of  vegetations,  and  five-per-cent. 
nitrate  of  silver  applied. 

Good  result.    Improvement  in  health  very  great. 

Case  XLI. — Aged  twenty-nine  years  ;  married  ;  one  child  ;  labor 
prolonged  but  not  instrumental ;  convalescence  protracted  ;  always 
healthy  prior  to  this  time. 

Complains  of  vertigo,  severe  headache,  backache,  pelvic  dis- 
comfort ;  frequent  urination  ;  menstruates  every  three  weeks  ;  lasts 
one  week  ;  profuse,  painful  at  the  onset;  leucorrhcea. 
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Perinaeum  lacerated,  second  degree;  vagina  sensitive  and  moisture 
increased;  slight  prolapsus  of  bladder;  uterus  retroverted,  somewhat 
fixed  ;  cervix  lacerated  irregularly  and  incompletely  ;  admits  first 
joint  of  index  finger  readily  ;  tenderness  in  right  iliac  fossa  and  thick- 
ening of  corresponding  tube;  endometritis. 

Divulsion  ;  curettage  ;  large  amount  of  cervical  tissue  removed 
with  sharp  spoon  ;  unable  to  bring  uterus  down  to  outlet  on  account 
of  adhesions  ;  cervical  canal  packed  with  iodoform  gauze  ;  posterior 
colporrhaphy. 

Result  good;  reflex  disturbances  have  largely  disappeared. 

Case  XLII. — Aged  thirty-six  years  ;  married;  two  children,  easy 
labors;  convalescence  uneventful  ;  no  miscarriages ;  menses  regular  ; 
no  pain. 

Complains  of  distention  of  abdomen  and  colicky  pains  at  times, 
with  occasional  vomiting  ;  constipation  ;  backache,  pain  extending 
down  the  thighs  ;  leucorrhoea  ;  vaginal  outlet  intact;  mucous  mem- 
brane healthy  ;  cervix  bilaterally  lacerated,  with  erosion  and  eversion  ; 
uterus  retroflexed  and  sensitive. 

Divulsion  ;  curettage  ;  Emmet's  trachelorrhaphy. 

Result  good  ;  uterus  replaced  and  modification  of  Albert  Smith 
pessary  introduced  at  end  of  four  weeks  ;  fails  to  relieve  sufficiently  ; 
is,  however,  more  comfortable. 

Have  advised  her  to  accept  fixation  of  uterus  to  anterior  abdom- 
inal wall  if  disability  continues. 

Case  XLIII. — Aged  thirty-five  years  ;  married  ;  two  children, 
easy  labors ;  convalescence  delayed  ;  always  had  retention  of  urine 
after  delivery  ;  no  miscarriages  ;  began  menstruating  at  fourteen,  al- 
ways regular  ;  was  confined  to  bed  six  \veeks  on  account  of  peritoni- 
tis three  years  ago. 

Headache;  backache;  pain  in  right  iliac  fossa,  extending  down 
front  of  thigh  ;  profuse  leucorrhceal  discharge  ;  poor  appetite  ;  fre- 
quent vomiting  spells  ;  constipation. 

Vaginal  outlet  slightly  relaxed ;  vaginal  mucous  surface  healthy ; 
bilateral  laceration  of  cervix;  torn  edges  bleed  easily  ;  endometritis  ; 
uterus  retroverted ;  prolapsus  of  right  ovary  ;  rectal  mucous  mem- 
brane prolapsed  and  haemorrhoids. 

Divulsion  of  cervix  ;  curettage  ;  Emmet's  operation.  Divulsion  of 
sphincter  ani;  ligation  of  haemorrhoids.  Good  result.  Health  much 
improved. 

Case  XLIV. — Aged  thirty-four  years  ;  married  ;  one  child  ;  diffi- 
cult forceps  delivery. 
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Complains  of  constant  dragging  weight  in  back  and  limbs  ;  pelvic 
discomfort ;  intermittent  leucorrhcea  ;  says  she  is  not  able  to  attend 
to  her  ordinary  housework. 

Perinaeum  lacerated,  second  degree  ;  rectocele  ;  bilateral  laceration 
of  cervix,  with  copious  discharge  from  torn  edges  and  interior  of  the 
uterus ;  uterus  displaced  laterally  to  the  right  and  fixed  ;  adhesions 
broken  down.  Divulsion  ;  curetting  ;  all  inflammatory  tissue  of  cer- 
vix thoroughly  scraped  away  with  the  sharp  spoon  ;  posterior  col- 
porrhaphy  ;  intra-uterine  packing,  iodoform  gauze.  Result  good. 
Improvement  in  health. 

Case  XLV. — Aged  thirty-eight  years  ;  married ;  five  children, 
labors  easy ;  four  miscarriages  ;  prolonged  flow  after  each  miscar- 
riage ;  easily  fatigued;  poor  appetite  ;  loss  of  flesh  and  constipation  ; 
menstruates  about  every  six  weeks  ;  flow  continues  one  week  ;  com- 
plains of  headache,  backache,  and  general  pelvic  discomfort  ;  pain 
referred  to  left  iliac  fossa ;  leucorrhcea  ;  pruritus  vulvae ;  slight 
laceration  of  perinaeum;  vaginitis;  cervix  bilaterally  lacerated;  en- 
dometritis ;  prolapsus  of  left  ovary  ;  uterus  anteflexed. 

Divulsion  ;  curettage  ;  large  quantity  of  material  came  away  with 
sharp  curette  and  irrigator.  Emmet's  operation.  Result  good.  De- 
cided improvement. 

Case  XLVI. — Aged  thirty  years  ;  married  ;  two  children,  both 
instrumental  ;  one  miscarriage  ;  convalescence  slow. 

Pain  in  right  side  low  down  ;  marked  pelvic  discomfort,  with 
frequency  of  urination  ;  backache  ;  leucorrhcea  ;  menstruates  every 
three  weeks  ;  flows  five  days  ;  no  pain,  but  pelvic  tenesmus  increased 
during  the  flow  ;  perinaeum  lacerated,  first  degree  ;  atony  of  vaginal 
walls  ;  uterus  low  down  in  vagina  ;  cervix  unilaterally  lacerated,  and 
endometritis.  Divulsion  ;  curettage.  Emmet's  operation.  Posterior 
colporrhaphy. 

Result  good  ;  rapid  gain  in  health  ;  pelvic  pressure  almost  absent. 

Case  XLVII. — Aged  thirty-five  years  ;  married;  three  children, 
all  easy  labors ;  one  miscarriage  ;  flowed  about  two  months ;  menses 
regular ;  no  pain  ;  complains  of  headache ;  insomnia ;  backache,  ex- 
tending down  the  limbs  ;  leucorrhcea;  frequent  urination  ;  appetite 
poor  ;  has  frequent  attacks  of  vomiting ;  perinaeum  intact  ;  cervix 
bilaterally  lacerated,  with  eversion  of  the  segments  ;  endometritis. 
'  Divulsion  ;  curetting  ;  Emmet's  trachelorrhaphy. 

Result  good.    Very  much  improved. 

Case  XLVIII. — Aged  thirty-seven  years  ;  married  ;  one  child  ; 
five  miscarriages  ;  menses  regular. 
3 


34 


H.  G.  Wetherill,  M.  D. 


Complains  of  profuse  leucorrhoea,  backache,  and  pains  extending 
down  limbs;  loss  of  flesh;  poor  appetite  and  constipation. 

Examination:  Outlet  relaxed;  vaginitis;  cervix  bilaterally  lacer- 
ated ;  erosion  and  ectropium  of  torn  edges  ;  endometritis  ;  tenderness 
and  fullness  in  right  tube  and  ovary. 

Vagina  douched  with  sublimate  solution  (i  to  1,000)  twice  each 
day  for  three  days,  and  packed  with  iodoform  gauze. 

Divulsion  ;  curetting;  Emmet's  operation;  result  good.  This 
patient  did  not  obtain  as  much  relief  as  was  hoped  for.  Have  ad- 
vised dilatation  and  intra-uterine  packing  of  iodoform  gauze,  on  ac- 
count of  a  continuance  of  the  endometritis. 

Case  XLIX. — Aged  forty  years;  married;  nine  children;  no 
instruments  ;  two  miscarriages  ;  menstruates  every  three  weeks  pro- 
fusely ;  complains  of  leucorrhoea,  backache,  and  constant  pelvic  dis- 
comfort ;  is  very  irritable  and  melancholy  at  times ;  perinaeum  lacer- 
ated to  the  sphincter  ;  cystocele ;  bilateral  laceration  of  cervix ;  en- 
dometritis. 

Divulsion  ;  curetting  ;  Emmet's  operation  ;  anterior  colporrhaphy  ; 
perineorrhaphy.  Result  good.  When  last  heard  from,  was  decidedly 
neurasthenic,  and  expressed  no  special  relief  from  the  operation. 

Case  L. — Aged  thirty-three  years  ;  married  ;  three  children  ;,  first 
delivery  instrumental;  no  miscarriages;  menstruates  every  four 
weeks;  at  times  quite  painful. 

Leucorrhoea;  pains  in  both  iliac  fossae;  anterior  femoral  neu- 
ralgia ;  is  unable  to  attend  to  her  work  properly,  on  account  of  the 
pelvic  discomfort  ;  perinaeum  lacerated,  first  degree  ;  vaginal  heat 
and  sensibility  normal  ;  cervix  bilaterally  lacerated ;  endometritis. 

Divulsion,  curetting,  and  Emmet's  operation. 

Good  result  ;  very  satisfactory  return  of  health. 


HYSTERECTOMY  FOR  UTERINE  FIBRO-MYOMA. 
By  H.  G.  Wetherill,  M.  J)., 

Gynaecologist  to  St.  Francis  Hospital,  Trenton,  N.  J. 

It  may  be  necessary  to  remove  a  fibroid  tumor  of  the  uterus  on 
account  of  the  exhausting  haemorrhages,  because  of  the  pressure  symp- 
toms, or  the  secondary  effect  on  the  heart  and  kidneys,  to  relieve  the 
profound  mental  depression  which  the  possession  of  a  tumor  alone 
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may  cause,  and  to  forestall  any  of  the  possible  degenerations  which 
the  growth  may  eventually  undergo. 

As  the  operative  mortality  decreases,  the  minor  annoyances  from 
fibroids  and  true  myomas  assume  a  more  conspicuous  place  in  our  con- 
sideration of  the  question  whether  operation  shall  be  advised  or  not. 
It  is  now  entirely  justifiable  and  proper  to  recommend  operation  in 
a  class  of  cases  which  ten,  or  even  five,  years  ago  would  have  been 
best  left  alone  ;  and  simply  because  it  is  now  comparatively  as  safe  to 
remove  them  as  it  then  was  to  remove  an  ovarian  cyst  or  a  pus  tube. 

The  evolution  of  the  details  of  this  operation  has  followed  the  line 
of  progress  marked  out  by  the  history  of  operations  for  other  growths 
in  the  abdominal  cavity,  till  there  has  been  developed  what  seems  to 
us  (from  our  present  standpoint)  an  ideal  method  ;  and  the  clamp, 
the  wire,  and  the  rubber  constrictor  (so  useful  in  their  day)  are  about 
to  be  abandoned  in  this  their  last  ditch. 

The  painful  and  tedious  convalescence  associated  with  the  extra- 
peritoneal treatment  of  the  stump  after  a  hysterectomy  by  cceliotomy 
is  of  itself  enough  to  make  one  hesitate  to  advise  the  operation  unless 
it  is  positively  unavoidable. 

The  stretched  vagina  and  cramped  bladder,  the  dead  tissue  in  the 
lower  angle  of  the  incision,  and  the  weakened  abdominal  wall,  all  con- 
demn the  plan  as  unsurgical  and  inartistic,  and  one  to  be  employed 
only  in  those  rare  cases  where  the  newer  methods  can  not  be  applied. 

For  a  surgeon  who  is  familiar  with  the  old  plans  it  is  only  neces- 
sary to  see  the  total  extirpation  as  done  by  William  M.  Polk,  or  the 
amputation  at  the  cervix  by  B.  F.  Baer,  to  appreciate  their  advan- 
tages ;  and  when  one  has  operated  by  these  plans  and  sees  his  pa- 
tient make  as  speedy  and  painless  recovery  as  after  an  ordinary  easy 
cceliotomy,  with  a  perfect  linear  cicatrix,  no  foul  pedicle,  no  distortion 
of  the  pelvic  contents,  and  no  hernia,  he  feels  better  satisfied  with  his 
art,  and  more  sanguine  of  its  approach  to  a  true  scientific  foundation. 

Here  is  a  state  of  affairs  which  bids  us  listen  to  the  plaintive  tales 
of  patients  once  turned  away  ;  and  less  annoying  pain  and  disability, 
or  the  melancholia  and  depression  seme  suffer,  may  now  be  good  and 
sufficient  reason  for  operating. 

But  what  about  the  mortality,  and  what  about  the  danger  of  haem- 
orrhage, and,  above  all,  what  about  the  great  danger  of  ligatirig  a 
ureter  in  tying  off  the  broad  ligament  ? 

Enough  work  has  been  done  by  these  new  plans  to  demonstrate 
clearly  that  the  mortality  is  less  (as  one  who  has  seen  the  operations 
would  expect  it  to  be).    Ordinarily  the  control  of  the  haemorrhage  is 
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as  easy  as  in  an  amputation  of  an  arm ;  and  with  due  care  in  the 
average  case,  there  should  be  very  little  risk  indeed  of  including  a 
ureter  in  a  ligature,  as  each  ligature  is  placed  in  full  sight,  and  all  it 
includes  can  be  plainly  seen. 

There  is  not  half  the  risk  of  either  of  these  accidents  in  these 
operations  as  in  a  vaginal  hysterectomy  where  so  much  is  done  out 
of  sight,  nor,  in  my  opinion,  as  much  as  in  hysterectomy  with  a  wire 
about  the  stump  ;  for  here  haemorrhage  may  take  place  from  various 
accidents,  and,  as  a  matter  of  fact,  often  does  ;  and  the  ureter  may  be 
tied  or  cut  through  the  vagina,  or  in  making  a  pedicle  for  the  serre- 
nceud.  The  ureter  is  more  likely  to  be  caught  by  the  wire  or  rubber 
loop  than  by  the  carefully  placed  ligature  guided  by  the  eye  and 
delicate  finger. 

There  is  in  the  city  in  which  I  live  a  patient  with  a  fistula  of  the 
ureter  which  pours  out  the  urine  from  one  kidney  through  the  ab- 
dominal incision,  and  this  after  hysterectomy  by  cceliotomy  and  ex- 
traperitoneal treatment  of  the  pedicle  at  the  hands  of  so  good  an  opera- 
tor as  Dr.  Joseph  Price,  of  Philadelphia. 

The  admirable  method  of  doing  a  hysterectomy  alluded  to  above 
as  that  of  Baer  is,  excepting  the  control  of  haemorrhage,  essentially 
that  of  Schroder,  and  in  the  translation  of  the  Gynecology  of  Pozzi 
by  Brooks  H.  Wells  (p.  285),  just  before  the  description  of  Schroder's 
operation,  mention  is  made  of  ligature  of  the  uterine  arteries  in  the 
broad  ligament,  but  the  practice  is  disapproved. 

Due  credit  must  be  given  Dr.  Baer  for  developing  the  details  of  this 
operation  and  demonstrating  its  safety  and  great  utility.  The  perfect 
control  of  haemorrhage,  and  the  covering  over  of  the  stump  by  the 
peritoneal  flaps,  make  it  the  best  process  yet  devised  for  the  purpose. 

Within  a  short  time  I  have  operated  for  fibroid  tumor  of  the  uterus 
by  the  method  of  extraperitoneal  treatment  of  the  stump,  by  the 
method  of  enucleation,  and  by  Baer's  method  ;  and  it  was  a  pleasure 
to  observe  the  progress  of  the  cases  and  compare  the  results. 

The  case  treated  extraperitoneal^  was  a  large  multiple  and  tabu- 
lated growth,  with  a  short  broad  pedicle  full  of  small  nodules.  There 
was  trouble  in  making  a  pedicle  that  could  be  brought  out  of  the 
wound,  and  the  pins  were  pulled  hard  down  upon  the  abdominal 
wall.  The  convalescence  was  very  good  as  these  cases  go,  but  the 
pain  the  patient  suffered  while  this  tension  was  maintained,  and  ag- 
gravated by  the  flatulent  distention,  was  dreadful.  She  was  sitting 
up  in  three  weeks,  went  home  in  six,  and  has  been  well  ever  since. 

The  second  case  was  a  subperitoneal  fibroid  in  which  a  pedicle 
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could  be  easily  made.  The  capsule  was  slit  after  ligating  the  base  and 
the  hard  mass  easily  shelled  out.  A  smaller  growth  on  the  posterior 
face  of  the  uterus  was  removed  in  the  same  way.  This  patient  was 
soon  well,  and  in  four  weeks  was  out  walking  on  the  street. 

The  third  case  was  one  of  hard  fibroma  (multiple)  and  reached 
the  umbilicus.  I  amputated  the  uterus,  tubes,  and  ovaries  by  the  flap 
operation.  I  palpated  and  saw  the  pulsating  uterine  arteries,  tied 
them  with  strong  gut  near  the  cervix  without  fear  of  the  ureter  being 
included,  completed  the  amputation  by  a  conical  section  at  the  level 
of  the  internal  os,  stitched  the  peritoneal  folds  of  the  broad  ligament 
and  uterine  envelope  by  a  running  gut  suture,  and  closed  the  peri- 
tonaeum and  abdominal  wall  as  after  any  ordinary  cceliotomy. 

None  but  peritoneal  surfaces  were  to  be  seen  when  I  was  ready  to 
close  the  wound  in  the  abdominal  wall,  all  raw  surfaces  beincr  covered. 

o 

It  was  pronounced  by  those  present  a  perfect  procedure,  and  none 
but  the  best  results  were  looked  for.  The  patient  sat  up  in  bed  in  two 
weeks,  in  a  chair  in  three  weeks,  and  had  a  sound  and  painless  cicatrix. 

Review*  of  these  cases  brings  to  mind  the  pain,  the  foul  pedicle, 
the  anxiety  about  hernia,  the  tedious  recovery,  etc.,  of  the  first  case, 
and  the  satisfaction  of  knowing  the  others  were  done  by  a  technically 
perfect  method,  with  the  minimum  of  risk  of  shock,  haemorrhage, 
pain,  and  unpleasant  sequelae. 

The  second  case  was  done  by  a  plan  that  should  always  be 
adopted  when  it  is  possible  to  do  so,  and  I  am  so  well  satisfied  with 
the  result  of  the  third  that,  when  a  hysterectomy  by  cceliotomy  is 
necessary,  I  shall  do  it  in  the  same  way  unless  some  unusual  features 
of  the  case  make  it  impossible. 

With  the  patient  in  the  Trendelenburg  position  it  is  an  easy  opera- 
tion, and  it  must  have  a  large  field  of  usefulness  when  its  good  points 
are  better  understood. 

Trenton,  N.  J.,  November  24,  i8qj. 


ALEXANDER'S  OPERATION* 

Bv  Arthur  Bird,  M.  D. 

Po'ssibly  the  title  of  this  paper  should  have  been  Disadvantages  of 
Alexander's  Operation,  as  it  is  upon  these  I  propose  to  touch  very 


*  Read  before  the  New  York  Obstetrical  Society,  November  21,  1893. 
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briefly,  and  I  do  this  in  the  hope  that  the  subject  may  be  discussed 
by  the  society  and  the  status  of  the  operation  more  fully  defined. 

The  opinions  expressed  in  this  paper  have  been  formed  by  the 
observation  of  a  number  of  cases  which  have  come  under  my  notice, 
or  have  been  reported  to  me  by  others.  These  cases  were  seen  at 
periods  varying  from  three  months  to%two  years  after  the  operations. 

The  disadvantages  as  they  seem  to  me  are,  first,  that  shortening  the 
round  ligament  does  not  relieve  the  condition  causing  the  displace- 
ment ;  that  it  is  directed  to  the  relief  of  a  symptom  and  not  to  the 
cause ;  secondly,  that  it  does  not  restore  the  uterus  to  its  normal 
position,  or  plane,  in  the  pelvis,  and  that  the  obstructed  circulation 
in  the  pelvis  is  not  relieved,  but,  on  the  contrary,  the  obstruction  is 
often  increased.  In  support  of  this  I  have  notes  of  a  number  of  cases 
in  which  the  operation  was  surgically  a  success,  yet  the  patients  com- 
plained that  their  suffering  had  not  decreased. 

Thirdly,  that  in  cases  in  which  the  shortened  ligaments  have  held 
the  uterus  up  for  a  time,  they  have  again  become  stretched  or  given 
way  from  their  attachments,  and  allowed  the  uterus  to  fall  back  into 
its  former  retroverted  position.  This  would  seem  a  natural  and  to- 
be-expected  result  of  using  already  exhausted  and  overstretched 
ligaments  as  stays  and  supports  to  a  uterus  having  a  tendency,  from 
excessive  weight  or  any  cause,  to  become  displaced. 

Several  cases  of  this  restretching  or  giving  way  have  come  be- 
neath my  notice.  One  case  in  point  was  reported  to  me  by  Dr. 
Hanks  as  being  in  his  service  at  the  Woman's  Hospital — a  case 
which  had  been  operated  upon  by  a  distinguished  gynaecologist  of 
Philadelphia  and  discharged  as  well,  but  whose  uterus  is  now  again 
completely  retroverted.  Her  operation  was  done  in  April  last,  show- 
ing that  the  reaction  took  place  very  quickly. 

The  fourth  objection  is  the  great  liability  to  hernia  after  the 
operation.  The  way  in  which  this  liability  is  increased  is  easily  un- 
derstood, as  the  inguinal  canal  and  rings  are  generally  left  in  a  weak- 
ened condition.  I  also  believe  that  the  traction  made  upon  the  round 
ligament  makes  a  depression  on  the  peritoneal  side,  allowing  the  in- 
testine a  better  opportunity  to  force  its  way  through  the  canal.  Of 
course,  it  is  well  known  that  numerous  cases  of  hernia  resulting  from 
this  operation  are  on  record  at  the  hospitals,  and  that  they  are  con- 
stantly appearing  at  the  various  dispensaries  and  clinics  of  the  city, 
and,  in  my  opinion,  the  number  will  be  largely  increased  as  time  goes 
on,  as  the  result  of  muscular  effort  upon  the  canals. 
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EDITORIAL. 

A  NEW  METHOD  FOR  EXPLORING  THE  FEMALE 
BLADDER. 

There  are  signs  that  the  subject  of  gynaecology  is  in  a  state  of 
commencing  crystallization,  and  no  sign  is  of  greater  significance  than 
the  attention  which  is  given  to  the  consideration  of  general  principles 
and  the  perfecting  of  methods  of  examination.  If  the  reputation  of 
Dr.  Sims  rested  alone  on  the  recognition  of  principles  which  permit 
visual  examination  of  the  distended  vagina,  the  foundation  is  sufficient 
to  secure  him  a  reputation  that  will  last  as  long  as  the  history  of  gynae- 
cology will  be  known.  Dr.  Kelly  has  utilized  the  same  principle  for 
exploring  the  bladder.  By  admitting  air  into  this  viscus  the  suction 
force  which  keeps  the  superior  wall  applied  to  the  inferior  wall  is  re- 
moved. The  position  of  the  patient  with  the  pelvis  high  in  the  air 
causes  the  abdominal  contents  to  gravitate  toward  the  diaphragm, 
and  the  upper  wall  is  drawn  from  the  lower,  causing  the  empty  blad- 
der to  become  widely  open.  He  recently  exhibited  his  method  in 
New  York  city.  The  patient  was  etherized  on  her  back,  which  was 
placed  at  an  angle  of  about  forty-five  degrees  to  the  table.  The  thighs 
were  strongly  flexed  on  the  abdomen  and  tied  in  this  position.  The 
caliber  of  the  urethra  was  determined  and  as  large  a  cylindrical  specu- 
lum as  it  would  contain  was  inserted  through  the  urethra  into  the 
bladder.  A  light  thrown  into  the  tube  from  a  head  mirror  permitted 
a  portion  of  the  vesical  wall  to  be  distinctly  seen.  As  the  caliber  of 
the  tube  is  necessarily  small,  but  a  small  part  of  the  bladder  can  be 
seen  at  a  time,  but  by  moving  the  tube  about,  a  large  part  of  its  surface 
can  be  examined.  On  the  occasion  of  Dr.  Kelly's  demonstration  the 
writer  was  able  at  once  to  see  the  orifice  of  the  ureter,  and  he  is  con- 
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vinced  that  it  would  have  been  an  easy  matter  to  have  passed  an  in- 
strument into  the  opening. 

This  method  opens  a  field  for  the  investigation  of  diseases  of  the 
bladder,  ureter,  and  urethra  which  must  be  fruitful.  Diseases  of  the 
ureter  particularly  have  received  but  scant  attention,  a  notable  excep- 
tion being  a  valuable  contribution  by  Dr.  Skene,  read  before  the 
American  Gynaecological  Society  in  1890  (vol.  xv,  p.  149). 

In  discussing  a  new  method  of  procedure  it  is  very  important  to 
consider  if  it  may  be  accompanied  or  followed  by  inconvenience  or 
danger.  We  are  sure  that  the  introduction  of  very  large  specula  into 
the  urethra  will  be  followed  by  tears  in  this  structure  and  perhaps  by 
incontinence.  These  mishaps  are  serious  enough  to  warn  investigators 
to  use  the  utmost  caution.  Dilating  the  urethra  is  a  dangerous  pro- 
cedure, and  all  the  more  to  be  feared  inasmuch  as  it  is  often  not  fol- 
lowed by  symptoms  until  some  time  after  the  stretching.  That  the 
method  of  dilatation  has  grown  in  disfavor  is  shown  by  the  fact  that 
we  see  comparatively  few  cases  of  traumatic  injury  to-day  as  com- 
pared with  three  or  four  years  ago,  and  we  hope  that  the  experience 
gained  by  the  errors  of  the  past  will  not  be  lost  sight  of,  and  that  the 
use  of  the  Kelly  method  will  not  be  followed  by  disastrous  results. 

A.  H.  B. 


REVIEWS. 

Electricity,  Diseases  of  Women,  and  Obstetrics.    By  Franklin 
H.  Martin,  M.  D.    W.  T.  Keever,  Chicago,  111.,  1893. 

For  a  long  time  past  the  necessity  has  been  felt  for  some  good, 
practical  work  on  the  proper  use  of  the  galvanic  and  faradaic  currents 
in  gynaecological  and  obstetric  practice,  and  at  the  same  time  a  work 
extensive  enough  to  be  more  than  a  students'  manual.  Such  a  book 
has  at  last  been  written  by  Dr.  Franklin  H.  Martin,  of  Chicago,  who 
has  had  enough  experience  with  batteries  to  make  his  opinion  of 
value.  The  principal  charm  of  the  work  is  the  impartial  and  unpre- 
judiced statement  of  his  conclusions.  He  is  evidently  not  bound 
down  by  any  false  notions  as  to  the  value  of  electricity.  The  average 
practitioner  wants  a  lucid  description  of  what  to  use  and  how  to  use 
it,  and  that  is  just  exactly  what  Dr.  Martin  tells  him. 

Part  First  is  divided  into  several  chapters  on  electro-physics,  and 
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the  descriptions  of  what  is  meant  by  certain  terms  in  use  by  electro- 
therapeutists  are  unusually  good,  and  are  clear  enough  to  be  under- 
stood by  beginners. 

No  man  can  understand  batteries  until  he  can  take  one  apart  and 
put  it  together  again.  I  am  not  speaking  of  the  complicated  and 
labor-saving  extravagancies  called  batteries ;  but  he  should  know  how 
a  current  can  be  generated  in  a  single  cell,  how  several  are  to  be  con- 
nected together,  and,  in  other  words,  he  must  understand  what  is 
taking  place  within  the  battery  when  it  is  working  properly  and  when 
not ;  and  if  not,  what  the  trouble  is.  Not  until  then  can  be  got  satis- 
factory results.  The  author  is  unusually  clear  and  comprehensive  in 
his  explanations  on  just  such  points,  and  he  deserves  great  credit  for 
his  efforts  to  simplify  the  dry  and  technical  ground  of  electro-physics. 

The  average  gynaecologist  has  a  confused  idea  about  volts,  amperes, 
and  ohms  ;  but  when  asked  the  proper  use  of  the  terms,  finds  it  diffi- 
cult to  explain  them.  From  this  book,  however,  one  can  readily  un- 
derstand that  it  takes  a  certain  number  of  volts  to  drive  so  many 
amperes  through  a  given  number  of  ohms  of  resistance. 

His  tribute  to  Dr.  Apostoli's  work  is  well  expressed  and  sensible. 

Part  Second  is  devoted  to  electro-therapeutics.  The  chapter  on 
electrodes  is  worthy  of  mention,  and  many  good  ideas  are  expressed. 
In  regard  to  the  author's  membranous  electrode  for  the  abdomen, 
while  the  idea  of  doing  away  with  the  wet  clay  instrument  of  Apos- 
toli  would  certainly  be  of  advantage  from  a  standpoint  of  cleanliness, 
yet  that  of  Dr.  Martin  makes  a  worse  condition  possible,  since  the 
membrane  is  apt  to  grow  rotten  from  constant  moisture  and  may 
break  at  an  inopportune  moment,  deluging  the  patient's  clothing  with 
water.  Again,  the  closest  possible  apposition  between  cuticle  and 
electrode  is  of  great  importance  in  high  currents,  and  the  clay,  filter- 
ing through  the  cloth  of  the  pad,  can  enter  the  pores  of  the  skin,  and 
in  that  respect  has  proved  more  satisfactory  to  the  reviewer  than 
membrane,  sponge,  punk,  or  cotton-wool. 

In  the  chapter  on  the  treatment  of  fibroids  the  author  is  extremely 
fair  and  just,  not  claiming  that  every  case  which  presents  itself  is 
suitable  for  the  current  ;  but  he  emphasizes  a  point  which  so  many 
gynaecologists  seem  to  find  difficult  of  comprehension — viz.,  that 
sloughing  and  cystic  fibroids  are  not  suitable  cases  for  electrical 
treatment,  but  in  all  others  it  should  be  at  least  tried.  Were  this 
clearly  understood,  much  fierce  discussion  and  even  venom  might  be 
saved.  As  for  the  utility  of  the  current,  properly  applied  to  suitable 
cases,  there  can  be  no  doubt  to  those  who  have  used  it  according  to 


42 


Correspondence. 


Apostolus  teachings  ;  and  even  if  a  simple  relief  of  symptoms  is  all 
that  is  accomplished  in  a  fibroid  case,  the  patient  should  be  thankful. 
Of  the  use  of  hysterectomy  there  can  be  no  more  doubt  than  of  the 
use  of  electricity  ;  each  has  its  suitable  place.  Why  not  keep  it  there, 
and  not  advocate  one  to  the  exclusion  of  the  other?  There  is  ample 
room  for  both  methods  of  treatment,  and  neither  can  entirely  super- 
sede the  other. 

Hysterectomy  may  do  away  with  the  offending  organ — it  does  not 
cure  it ;  and  therefore  a  cystic  or  sloughing  fibroid,  so  far  as  the 
fibroid  itself  is  concerned,  is  incurable  ;  other  varieties  may  be  cured. 

The  author  also  treats  briefly  and  tersely  of  the  other  pathological 
conditions  for  which  electricity  (both  galvanic  and  faradaic)  may  be 
used ;  and  in  his  deductions  as  to  its  value  he  is  extremely  fair  and 
just,  giving  due  credit  to  it  when  deserved,  and  not  hesitating  to  seek 
other  means  where  it  has  not  proved  satisfactory. 

In  conclusion,  the  reviewer  would  say  that  were  more  books  writ- 
ten on  as  fair  and  unprejudiced  a  basis  as  this  one,  the  medical  litera- 
ture of  to-day  would  be  of  far  more  worth  than  is  the  case. 

E.  L'H.  McGinnis. 


CORRESPONDENCE. 

Hysterectomy  in  America. 
To  the  Editors,  New  York  Journal  of  Gynecology  and  Obstetrics  : 

Sirs  :  So  generally  diffused  has  become  medical  knowledge,  and 
so  easy  of  interchange  are  ideas,  that  no  one  man  may  stand  out 
among  his  fellows  as  pre-eminently  fit  to  be  called  the  leading  gynae- 
cologist of  America.  The  time  has  passed  when  American  gynae- 
cology consisted  of  the  ex-cathedra  dicta  of  a  handful  of  world-famed 
men.  Revolutions  in  gynaecological  practice  no  longer  take  place  ; 
but  our  specialty,  like  others,  advances  step  by  step.  To  those  who 
contribute  the  means  for  this  progress  we  should  do  honor,  no  less 
than  to  those  who  founded  this  specialty  ;  for  now  originality  is  more 
difficult  of  attainment  in  the  rapidly  contracting  scope.  Not  to  the 
men  who  stumble  upon  a  procedure  without  appreciating  the  indica- 
tions for  its  employment,  not  to  those  who  accidentally  practice  a 
certain  operation,  is  the  credit  due.  It  is  to  the  men  who,  through 
deductive  reasoning  based  upon  experience  in  operations  and  the 
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results  of  operations,  have  with  an  intentional  technique  performed  a 
certain  operation,  that  our  homage  should  be  offered.  For  years 
Freund's  operation  of  ablating*  the  uterus  had  been  condemned 
through  no  fault  of  the  operation  as  a  procedure,  but  because  the 
perfection  of  Lister's  work  had  not  indelibly  stamped  upon  the  surgi- 
cal mind  the  "  aseptic  conscience."  This  operation  of  Freund,  as 
applied  to  the  fibroid  uterus,  has  doubtless  been  many  times  unwit- 
tingly performed.  Only  by  delving  among  the  ancient  volumes  of  a 
library  can  such  be  found.  To  an  American  belongs  the  credit  for 
first  ablating  the  fibroid  uterus  by  a  prearranged  procedure.  Joseph 
Eastman,  of  Indianapolis,  in  August,  1889,  removed  the  entire  fibroid 
uterus.  His  reasons  for  undertaking  this  operation  are  given  in  his 
report  of  the  case,  and  are  not  an  afterthought,  the  result  of  "a  mental 
reservation."  He  says  :  "  From  experience  in  Case  119  I  determined 
to  leave  no  pedicle  to  become  gangrenous,  to  slough,  to  bleed,  and  to 
furnish  septic  material  to  contaminate  the  peritoneal  cavity.  Having 
cut  and  tied  my  way  up  around  the  cervix  in  thirteen  extirpations  of 
the  uterus  for  cancer,  I  was  confident  I  could  find  my  way  from  above 
downward,  avoiding  ureters  and  bladder."  Unstintingly  should  we 
accord  to  Eastman  the  honor  of  being  the  first  to  ablate  the  fibroid 
uterus  in  America.  Many  methods  have  been  put  forward  very  like 
his,  each  leaving  a  little  of  the  cervix,  or  arranging  the  ligatures  so  and 
so,  but  all  .mere  imitations.  Clearly  and  prominently  stands  before  us 
this  complete  piece  of  surgery,  and  its  first  inception  and  practice 
alike  were  with  Eastman.  No  modification,  no  variation  can  detract 
from  the  genius,  the  brilliancy  of  this  operation. 

With  a  European  education,  influenced  by  the  operations  of  Willy 
Meyer  on  the  bladder,  Florian  Krug  first  operated  in  Trendelenburg's 
posture  for  ablation  (total  extirpation)  of  the  fibroid  uterus  in  May, 
1890.  And  although  priority  for  removing  the  fibroid  organ  is  due  to 
Eastman,  yet  Krug's  technique  has  been  so  widely  employed  and  so 
generally  accepted  that  his  operation  marks  a  distinct  step  forward. 
The  importance  of  this  technique  and  this  operation  is  more  fully  ap- 
preciated when  we  consider  another  recent  application  of  both — namely, 
complete  removal  of  uterus  and  annexa  where  removal  of  both  annexa 
is  indicated.  There  has  been  a  good  deal  of  discussion  on  this  sub- 
ject, some  scientific,  some  sentimental,  and  again  a  portion  has  had 
its  commercial  bearing.    Gentlemen  have  struggled  for  the  honor  of 


*  I  may  be  pardoned  for  introducing  a  new  application  of  this  word,  and  I  sug- 
gest its  adoption  as  being  more  precise  than  total  hysterectomy. 
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having  been  the  first  to  do  the  operation.  The  first  in  America  to 
ablate  the  fibroid  uterus  intentionally  was  Joseph  Eastman.  He 
operated  by  means  of  a  staff  in  the  vagina,  cutting  down  upon  this 
from  above.  The  first  to  operate  under  the  combined  advan- 
tages of  touch  and  sight,  in  Trendelenburg's  posture,  was  Florian 
Krug.  Trendelenburg's  posture  is  to  this  operation  what  Sims's  was 
to  vesico-vaginal  fistula — it  renders  the  operation  possible  and  prac- 
ticable. Drainage  through  the  stump  of  the  exsected  cervix,  after  re- 
moval of  the  fibroid,  was  first  done  by  Eastman,  February  3,  1887,  the 
stump  being  treated  intra-abdominally  but  extraperitoneally.  The 
first  intentional  ablation  of  uterus  and  annexa  for  suppurative  pelvic 
disease  was  performed  by  Florian  Krug  in  April,  1893.  To  these  two 
men  belongs  the  credit  for  making  the  two  great  strides  forward  from 
the  old  operation  of  suprapubic  hysterectomy.  That  their  pioneer 
work  is  legitimate  and  rational  is  evidenced  by  the  application  of  the 
procedure  to  pelvic  inflammatory  lesions.  Not  only  are  fibroids  sub- 
jected to  the  procedure,  but  it  is  so  generally  accepted  that  it  is  ap- 
plied to  the  inflammatory  lesions.  No  elaboration  of  reasons  in  sec- 
ondary reports;  no  first  occupation  of  the  journals  by  articles ;  no 
operations  with  a  "  mental  reservation,"  should  deceive  us. 

W.  R.  Pryor. 
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Stated  Meeting,  November  7,  1893. 

Charles  Jewett,  M.  D.,  President,  in  the  Chair. 

The  Cure  of  Ventral  Hernia  by  Connective-  Tissue  Granulation. 

Dr.  W.  R.  Pryor  presented  a  patient  illustrating  this  method. 

The  wound  being  closed  by  my  method,  in  a  few  hours  leucocytes 
begin  to  invade  the  meshes  of  the  gauze,  and  under  the  protection  of 
the  antiseptic  dressing  they  meet  with  no  cocci.  They  are  then  fol- 
lowed rapidly  by  the  plasma  cells.  These  devour  the  leucocytes,  and 
not  having  to  battle  with  pathogenic  germs,  devote  themselves  solely 
to  reproduction  of  tissue.  After  not  many  hours  the  knots  of  the  liga- 
ture are  reached.  These  being  impenetrable  to  either  germs  or  cells, 
the  latter  arrange  themselves  about  the  suture  material.    Very  soon 
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here  also  plasma  cells  come  and  completely  surround  the  sutures.  If 
undisturbed  mechanically,  chemically,  or  by  pathogenic  germs,  the 
plasma  cells  change  their  shape  into  fibroblasts,  long  cells,  granular, 
and  surrounded  by  regular 
layers  of  fibrin.    The  nu- 
clei steadily  shrink  while 
the  bundles  of  fiber  be- 
come more  marked,  until 
the  tissue  assumes  the  ap- 
pearance of  fully  formed 
connective  tissue.     So  I 
have  come  to  believe  that 
the  less  my  sutures  and 


Silkworm-gut  suture,  to  be  tied  and  cut  short. 


granulations  are  disturbed,  the  better  will  be  the  result.  Therefore 
I  irrigate  my  wounds  with  boric  acid  only  and  apply  iodoform  gauze, 
because  these  of  all  our  antiseptics  are  least  irritating  to  the  living 
cell.  It  is  my  belief  that  with  a  perfectly  aseptic  operation  even  large 
clots  may  be  absorbed  by  just  such  a  process  as  these  cells  exhibit  here. 

So  intimately  does  silkworm  gut  become  attached  to  the  tissues 
that  where  the  sutures  have  been  left  in  an  aseptic  wound  for  a  month, 
they  have  been  with  some  little  difficulty  removed,  having  "  grown 
fast  "  by  the  close  surrounding  of  the  sutures  by  leucocytes,  fibrin, 
and  plasma  cells. 

I  have,  then  left  my  sutures  in  permanently,  not  because  I  hoped 
thereby  longer  to  hold  the  tissues  together,  but  because  I  did  not  wish 
to  disturb  the  beautiful  regular  work  of  the  plasma  cells.  For  upon 
the  disposition  of  collections  of  these,  known  as  ''giant  cells/'  depends 
partially  the  arrangement  of  the  fibrillated  tissue  which  is  ultimately 
produced.  I  have  brought  this  subject  so  often  before  you  that  I  am 
almost  ashamed  to  do  so  again,  but  I  make  once  more  an  attempt  to 

induce  more  of  you 
to  adopt  my  meth- 
od of  closing  these 
wounds,  by  elaborat- 
ing for  you  the  rea- 
sons for  the  proced- 
ure. I  have  always 
pushed  the  fat  a  lit- 
expose  the  fascia  some- 


Skin. 


Fat. 


Fascia. 


Muscle. 


Subperitoneal  fat 
Peritoneum. 


tie  way  from  the  fascial  edges  so  as  to 

thus  secure  my  granulations  from  the  connective  tissue 


hat. 


and 


because    '  it  is  in  accordance  to  laws  of  natural  descent  for  the 


+6 


Transactions  of  Societies. 


cells  of  connective  tissue,  when  thrown  into  renewed  and  extraordi- 
nary genetic  activity  in  what  is  termed  plastic  inflammation,  to  pro- 
duce a  progeny  of  cells  possessed  of  the  same  tendencies  as  them- 
selves. And  of  all  these  tendencies,  which  one  is  more  unfailingly 
repeated  in  them  than  to  spin  a  semisolid  fibrillated  collaginous  cap- 
sule— in  short,  to  build  up  fibrous  tissue?"  Therefore  it  is  of  the 
utmost  importance  that  the  desired  "  granulations  "  are  at  least  started 
from  a  connective-tissue  plane.    Granulations  from  fat,  from  perito- 


Space  between  fat  surfaces  becom-  New-formed  tissue  completely  changed  to  con- 
ing filled  with  plasma  cells,  high-  tracting  white  connective  tissue,  binding  to- 
ly  vitalized  above,  but  already  gether  skin,  fascia,  and  muscle  ;  suture  in- 
shrinking  below.  distinguishable  from  new  tissue. 


nreum,  from  bone,  all  take  on  the  parent  tendency,  and  the  resultant 
new  tissue  is  weaker  or  stronger  in  direct  proportion  to  the  amount  of 
connective  tissue  contained  in  the  parent  structure.  The  plasma  cells 
deposit,  under  the  influence  of  the  irritating  effects  of  the  wound  and 
dressings,  themselves  in  extravagant  quantities.  If  their  entire  ener- 
gies are  devoted  to  their  histological  function  of  fibrillation,  an  excess 
of  that  will  be  produced.  If  they  have  to  battle  with  pathogenic 
germs,  they  will  produce  but  a  small  amount  of  fibrillated  tissue,  for 
many  of  them  will  be  destroyed  in  the  contest  and  contribute  to  the 
formation  of  pus.  Consolidation  of  the  protoplasm  and  of  the  new- 
formed  fibrillar  tissue  takes  place  at  the  expense  of  space,  and  in  this 
way  is  produced  the  familiar  contraction  in  scars.  This  has  already 
begun  in  the  deeper  portions  of  the  wound  before  the  deposit  of  cells 
has  ceased  on  the  surface.  Hence  we  see  wounds,  made  and  treated 
as  I  have  suggested,  contract  as  has  this  patient's. 

Primary  union  in  fat  is  of  but  little  service,  and  whenever  it  is  ob- 
tained at  the  possible  expense  of  union  between  the  more  important 
layers,  the  method  is  faulty.  My  method  was  first  suggested  to  me  by 
an  operation  upon  an  exceedingly  fat  woman  in  a  suburban  town.  It 
was  brought  before  the  Obstetrical  Society  by  report  of  another  case, 
December  16,  1890.  Since  then  I  have  extended  it  to  include  every 
operation  for  ventral  hernia,  and  shall  apply  it  to  the  treatment  of  any 
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other  case  of  hernia  which  may  be  presented  to  me  where  I  can  get 
approximation  of  the  fascial  planes.  It  would  appear  also  that  it  will 
be  of  service  to  those  gentlemen  who  flush  the  abdomen  and  drain 
through  tubes.  For  here  it  is  exceedingly  difficult  to  get  union  per- 
fect between  the  deeper  layers,  owing  to  the  inability  to  keep  the 
wound  strictly  aseptic.  The  great  complication  of  hernia  following 
such  imperfect  work  would  then  be  reduced  to  a  minimum. 

It  will  not  suffice  in  operating  for  hernia  if  any  of  the  old  scar 
tissue  be  allowed  to  remain.  Such  is  too  poor  in  nutrient  vessels  and 
connective-tissue  corpuscles  to  be  of  use  to  us,  being  almost  wholly 
fibrillar  tissue.  And  when,  in  discussing  Dr.  Edebohls's  exhibition  of 
cases  treated  by  the  buried  suture,  I  stated  that  from  the  patient  a 
better  bond  of  union  could  be  obtained,  I  referred  to  this  new-formed, 
histologically  formed,  connective  tissue. 

So,  then,  where  women  are  so  fat  as  to  require  separate  suturing 


Reproduction  of  connective  tissue. 

for  the  various  planes,  in  cases  drained,  and  as  a  radical  cure  for 
hernia,  I  again  bring  the  method  to  your  attention.  It  is  also  applica- 
ble to  shortening  of  the  round  ligaments  in  fat  women.  So  far  I  have 
not  applied  it  to  the  operation  for  inguinal  hernia  in  men,  but  where 
the  loss  of  a  testis  on  the  side  of  the  hernia  is  unimportant,  I  believe 
the  application  of  the  principles  involved  in  my  method  will  suffice  to 
effect  a  radical  cure.  My  procedure  must  not  be  confounded  with 
McBurney's,  which,  I  believe,  gives  poor  results.  This  particular  pa- 
tient had  suffered  from  an  abdominal  fistula  and  hernia  with  much 
suppuration  in  the  parietal  wound  following  a  cceliotomy  some  years 
ago.  There  was  also  great  loss  of  skin  surface,  and  hence  a  very  wide 
scar  resulted.  This  is  not  usually  the  case  in  ordinary  hernias,  and  the 
scar  is  more  linear  in  character.  Although  this  one  is  but  a  few  months 
old,  yet  already  is  it  assuming  a  circular  form.  You  may  judge  from 
its  length  originally  when  I  tell  you  that  ten  sutures  were  required  to 
close  together  the  muscular  and  fascial  planes. 
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I  performed  on  this  patient  also  the  operation  of  hystero-cysteror- 
rhaphy,  or  fastening  the  uterus  to  the  bladder.  The  uterus  is  very  well 
held  up  so  far.  The  points  about  the  hernia  I  wish  to  call  to  your 
attention  are  the  absence  of  any  "  line  of  union";  the  circular  appear- 
ance of  the  cicatrix  ;  the  beginning  transverse  folds  in  the  fat,  showing 
contraction  in  the  scar  ;  the  union  of  the  superficial  scar  to  the  deep,  as 
evidenced  by  the  movement  of  the  entire  scar  on  contracting  the  recti. 

He  asked  that  one  of  the  members  be  requested  to  examine  and 
report  the  condition  of  a  patient  on  whom  he  had  performed*  hys- 
tero-cysterorrhaphy  about  six  months  ago.  The  President  asked  Dr. 
Edebohls  to  do  this. 

Dr.  Edebohls  reported  that  the  uterus  was  in  a  position  of  nor- 
mal anteversion,  and  that  although  the  fundus  was  movable,  it  did 
not  recede  very  far  from  the  anterior  abdominal  wall  on  pressure. 
He  said  that  the  presentation  of  this  patient  as  an  example  of  the 
radical  cure  of  a  ventral  hernia  furnished  a  new  proof  of  the  asser- 
tion which  he  had  made  on  several  previous  occasions — viz.,  that 
operators  differed  widely  in  their  definitions  of  ventral  hernia.  This 
latitude  of  definition  probably  explained  why  some  surgeons  never 
found  hernise  following  their  cceliotomies,  while  others  encountered 
them  with  disagreeable  frequency.  When  he  found  a  separation  of 
the  muscles  of  the  abdominal  wall  and  of  the  fascia,  allowing  a  pro- 
trusion of  the  abdominal  contents — whether  such  protrusion  actually 
existed  at  the  moment  of  examination  or  not — he  booked  the  case  as 
one  of  ventral  hernia.  Now,  if  this  patient  came  to  his  office  with 
the  condition  she  presents  to-night,  the  first  thing  he  would  find,  on 
palpation  of  the  abdomen,  would  be  a  well-marked  diastasis  of  the 
recti  abdominis  muscles  and  of  the  fascia,  some  four  inches  in  length, 
and  about  one  and  a  half  inches  in  width  at  the  center. 

It  is  a  fact  that  after  section  of  the  abdominal  wall  in  the  median 
line  one  can  not  approximate  the  fascia  without  bringing  the  muscles 
together  also.  When  the  recti  muscles,  therefore,  are  found  widely 
separated,  as  in  Dr.  Pryor's  patient,  the  fascia  has  either  retracted 
with  them,  or  else  has  been  so  stretched  and  attenuated  as  to  offer 
practically  no  barrier  to  the  protrusion  of  the  contents  of  the  ab- 
domen. He  must  therefore  protest  against  this  case  being  called  a 
radical  cure  of  a  ventral  hernia.  Without  any  previous  history  or 
presentation  to  bias  his  opinion,  he  would  certainly  say  after  examin- 

•  For  description  of  the  operation,  see  Transactions  of  the  Society  for  April  18, 
1S93,  p.  577,  The  N.  Y.  Jour.  Gym.  and  Obstet.,  July,  1893. 
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ing  this  patient  that  she  now  has  a  ventral  hernia  and  would  advise 
an  operation  for  radical  cure. 

Dr.  Grandin  thought  the  point  made  by  the  last  speaker  was 
well  taken.  If  this  patient  had  presented  herself  at  his  office  he 
would  have  said  she  was  suffering  from  a  diastasis  of  the  recti  muscles. 
He  did  not  mean  to  be  understood  as  saying  that  she  had  a  ventral 
hernia  now,  but  he  believed  if  she  had  to  do  much  hard  work,  in 
course  of  time  the  intestines  would  protrude,  producing  a  true  ventral 
hernia.  If  one  must  judge  of  the  method  by  the  case  shown  to-night, 
it  must  be  considered  a  very  faulty  method. 

Dr.  Florian  Krug  said  that  while  there  was  on  the  other  hand 
absolutely  no  protrusion  of  the  intestines  and  there  was  present  a 
firm  band,  he  was  not  so  positive  as  was  Dr.  Edebohls  that  the 
fascia  may  not  be  united  without  uniting  the  recti  muscles  at  the 
same  time.  He  noticed  that  as  this  patient  raised  herself  there  was  a 
retraction  of  the  scar  ;  certainly  there  was  no  inclination  of  the 
peritoneal  contents  to  protrude.  He  did  not  think,  however,  that  the 
case  was  an  ideal  one  to  demonstrate  the  claims  of  this  method,  which 
he  considered  quite  valuable.  He  had  not  used  it  for  the  cure  of 
ventral  hernia,  but  he  thought  he  had  been  able  to  prevent  ventral 
hernia  by  its  aid  in  patients  having  very  fat  abdominal  walls.  He 
merely  united  closely  the  fascia,  muscle,  and  peritonaeum,  allowing  the 
wound  above  the  fascia  to  granulate.  Some  persuasion  had  been 
necessary  before  he  could  make  up  his  mind  to  attempt  it  the  first 
time,  for  it  did  not  look  surgically  correct.  It  is  absolutely  of  no  im- 
portance, as  regards  the  production  of  ventral  hernia,  whether  the  fat 
and  skin  are  united,  for  they  can  not  prevent  diastasis  and  subsequent 
protrusion  of  the  intestines.  The  main  point  is  to  have  the  muscle 
and  fascia  strictly  completely  united  by  sewing  them  up  separately. 
With  sutures  driven  through  the  entire  thickness  of  the  abdomen,  one 
can  approximate  the  fascia  in  a  lean  person,  but  not  in  very  fat  sub- 
jects. He  had  therefore  adopted  the  method  of  sewing  together  the 
wound  carefully  as  far  as  the  fascia,  using  silkworm  gut  as  the  pref- 
erable material.  In  fat  patients  he  left  the  wound  open  to  drain 
out  the  fat.  It  is  remarkable  the  amount  of  liquefied  fat  that  will 
drain  out  within  the  first  thirty-six  hours,  and  how  rapidly  healthy 
granulations  will  spring  up  in  that  wound.  Certainly,  as  Dr.  Pryor 
had  said,  the  process  of  granulation  from  connective  tissue  caused  con- 
traction not  only  transversely,  but  longitudinally.  He  could  show 
patients  where  this  plan  of  treatment  was  adopted  over  two  years 
ago,  and  where  an  incision  originally  from  four  to  six  inches  long  is 
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now  only  about  one  inch  and  a  half  in  length.  The  main  thing  is 
to  see  that  the  muscle  and  fascia  are  strictly  united.  This  can  be 
best  accomplished  by  sewing  up  the  muscle  and  fascia  separately. 
The  question  of  leaving  the  fat  and  skin  open  and  packing  with 
gauze,  and  allowing  it  to  heal  by  granulation,  is  a  matter  of  minor 
detail.  The  wound  certainly  heals  as  quickly  by  this  method  as 
when  the  fat  and  cutis  are  sewed  together — perhaps  more  quickly. 

Dr.  W.  G.  Wylie  said  that  eight  or  nine  years  ago  he  wrote  a 
paper  on  the  prevention  of  ventral  hernia  by  a  special  method  of 
suturing  the  abdominal  wall.  He  believed  if  the  method  he  then 
described  had  been  followed  literally  it  would  have  proved  generally 
successful,  except  in  very  fat  women,  in  whom  the  intra-abdominal 
pressure  is  so  great  that  the  particles  of  fat  are  forced  through  from 
the  inside  and  thus  prevent  union  of  the  parts.  As  it  was,  his  method 
had  been  modified  in  so  many  ways  by  various  surgeons  that  the  re- 
sults were  not  what  they  should  have  been.  The  peritonaeum  below 
the  umbilicus  is  a  loose  membrane,  and  if  cut  straight  it  will  fall 
together  without  being  sutured.  If  torn,  the  rent  will  be  transverse, 
and  will  then  need  sewing.  One  should  always  try  to  cut  through 
the  linea  alba,  and  by  combining  the  sense  of  touch  with  inspection 
this  can  be  done  almost  invariably.  The  great  point  is  to  secure 
good,  even,  homologous  apposition  of  the  fascia,which  is  practically 
the  tendon  of  the  transverse  muscle.  After  introducing  the  deep 
sutures  through  the  skin,  fascia,  and  peritonaeum,  at  intervals  of  one 
fourth  to  one  half  an  inch,  he  inserts  buried  sutures  of  silk.  If  cat- 
gut be  employed,  it  will  be  absorbed  in  a  few  days,  and  when  the 
patient  strains,  as  in  coughing,  the  wound  will  yield.  Among  the 
various  modifications  of  his  method  are  the  propositions  to  make  the 
incision  to  one  side  of  the  median  line,  and  secure  greater  strength 
by  increasing  the  extent  of  the  scar  tissue,  the  idea  being  that  the 
greater  extent  of  exudation  around  the  wound  makes  it  more  secure. 
If,  however,  one  will  watch  his  case  long  enough,  one  will  soon  find 
that  while  it  is  true  that  the  scar  produces  by  exudation  a  temporary 
pad  or  protection,  it  subsequently  atrophies  and  disappears,  leaving 
only  the  original  tissues.  This  has  been  proved  beyond  question,  and 
occurs  in  from  six  months  to  two  or  three  years.  In  fat  subjects  he 
found  it  absolutely  necessary  to  sew  up  the  deeper  tissues.  The  <  ut- 
side  fat  has  nothing  to  do  with  the  strength  of  the  wound.  If  the  fat 
is  not  much  bruised,  very  good  apposition  can  be  obtained  almost  as 
readily  and  as  perfectly  as  in  a  subject  having  less  adipose  tissue.  Very 
recently  he  had  been  able  to  prove  beyond  question,  in  a  number  of 
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cases,  that  the  exudation  accompanying  granulation  has  entirely  dis- 
appeared. 

Dr.  Pryor,  in  closing  the  discussion,  said  that,  owing  to  the 
great  separation  of  the  edges  of  the  wound,  he  had  had  to  apply  ten 
sutures,  very  close  together,  and  the  line  of  the  knots  of  these  buried 
sutures  on  either  side  had  been  mistaken  by  those  gentlemen  who  ex- 
amined the  patient  for  the  separated  edges  of  the  recti  muscles. 

The  original  incision  was  ten  inches.  The  scar  has  now  contracted 
to  four.  In  the  length  of  these  four  inches  lie  ten  doubly-knotted  su- 
tures. The  gentlemen  feel  these  buried  knots  as  one  line  on  each 
side.  But  even  though  there  should  be  diastasis  of  the  recti  muscles, 
we  surely  do  not  operate  for  that,  as  we  find  it  so  often  in  post-partum 
cases.  There  is  no  hernia  here,  and  never  will  be  again.  If  Dr.  Ede- 
bohls  is  willing  to  have  his  statement  printed  that  he  considers  dias- 
tasis of  the  recti  an  indication  for  operation,  I  do  not  object.  Here- 
tofore I  have  believed  that  I  should  not  operate  for  ventral  hernia 
unless  there  was  a  hernia.    There  is  none  here. 

Notes  011  Seven  Hysterectomies. 

Dr.  G.  M.  Edebohls  presented  seven  uteri  which  had  been  re- 
moved recently  by  total  extirpation. 

Two  of  the  operations  were  performed  in  June  of  the  present  year, 
and  the  last  five  within  the  two  weeks  following  the  last  meeting  of 
the  society.'  Two  uteri  were  removed  by  vaginal  hysterectomy,  three 
by  abdominal  hysterectomy,  and  two  by  combined  abdominal  and 
vaginal  hysterectomy.  He  thought  the  specimens  might  be  of  inter- 
est because  they  represented  about  every  condition  and  indication, 
excepting  inversion,  for  which  the  non-puerperal  uterus  is  removed. 

1.  Complete  Prolapsus  Uteri  et  Vagince.     Vaginal  Hysterectomy,  Bilat- 
eral Colporrhaphy,  and  Perineorrhaphy  at  one  Sitting.  Cure. 

The  patient,  a  widow  aged  seventy-one  years,  was  referred  to  him 
by  his  friend,  Dr.  N.  G.  McMaster.  With  the  exception  of  her  local 
trouble,  the  prolapsus,  she  enjoyed  good  health.  The  prolapsus  was 
first  noticed  eighteen  years  ago,  and  remained  partial  until  three  years 
ago,  since  which  time  it  has  been  complete. 

On  examination,  the  entire  uterus  and  vagina  are  found  outside  of 
the  vulva.  Large  excoriations  upon  both  vagina  and  cervix.  Peri- 
naeum  greatly  distended.  Critical  study  of  the  case,  with  a  view  to 
operation,  made  it  clear  that  plastic  work  below  could  alone  not  be 
depended  upon  to  cure,  but  that  either  ventrofixation  or  total  extir- 
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pation  of  the  uterus  must  be  added.  The  latter  measure  was  decided 
upon,  chiefly  to  avoid  the  necessity  of  opening  the  abdomen  above 
the  pubis  in  the  excessively  stout  patient. 

Operation,  June  8,  1893,  at  the  home  of  the  patient,  under  ether, 
with  the  kind  assistance  of  Drs.  McMaster,  Leyendecker,  and  Sill. 
The  entire  uterus  was  removed  from  below,  together  with  large  lat- 
eral strips  of  the  enlarged  and  thick  vagina,  and  goodly  portions  of 
the  mucous  membrane  covering  the  perinaeum.  The  peritonaeum  was 
closed  by  a  running  Lembert  suture  of  catgut,  the  vaginal  defects 
were  obliterated  by  the  buried  suture  of  catgut  in  tiers  (Etagennaht), 
and  the  perinaeum  was  closed  by  sutures  of  silkworm  gut,  applied  in 
the  manner  described  by  Dr.  Edebohls  (American  Journal  of  Obstet- 
rics, October,  1890).  The  patient  took  ether  badly,  pulse  and  res- 
piration several  times  failing,  so  that  during  the  latter  half  of  the 
operation  no  anaesthetic  was  administered.  £he  made  a  good  recov- 
ery, however,  the  enjoyment  of  convalescence  being  dampened  only 
by  the  presence  of  a  number  of  burns  due  to  the  overzealous  applica- 
tion of  excessively  hot  water-bags  before  the  patient  rallied  from  the 
anaesthetic.    The  prolapsus  remains  cured  to  this  day. 

2.  Sarcoma  of  the  Uterus.    Cazlio-colpo-hysterectomy .  Recovery. 

A.  S.,  a  married  woman  aged  twenty-seven  years,  mother  of  four 
children.  She  had  a  miscarriage  in  July,  1892,  and  from  that  time  until 
she  came  under  the  care  of  Dr.  Edebohls,  eleven  months  later,  she 
suffered  from  constant  metrorrhagia,  being  free  from  the  flow  only  six 
weeks  during  all  that  time.  She  had  suffered  much  from  leucorrhcea, 
and  latterly,  when  straining,  had  noticed  something  protruding  from 
the  vulva. 

She  presented  a  cachectic  appearance,  and  there  was  marked 
pyrexia  during  three  days  of  observation  preceding  operation,  the 
temperature  reaching  as  high  as  105. 40  F.  On  examination,  a  globu- 
lar cauliflower  excrescence,  some  seven  to  eight  centimetres  in 
diameter,  was  found  occupying  and  distending  the  upper  segment  of 
the  vagina. 

The  tumor  originated  from  the  cervix,  and  on  microscopical  ex- 
amination, after  removal,  was  pronounced  by  Dr.  J.  W.  Brannan  to  be 
a  spindle-celled  sarcoma.  A  week  later,  June  27,  1893,  the  patient's 
general  condition  having  materially  improved  after  removal  of  the 
neoplasm,  the  entire  uterus  was  removed,  together  with  the  tubes  and 
ovaries,  in  one  piece,  by  vaginal  and  abdominal  hysterectomy. 

The  operation  was  easily  performed,  the  patient  made  an  unevent- 
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ful  recovery,  and  left  hospital  twenty-three  days  after  operation.  He 
had  not  been  able  to  learn  anything  of  her  since. 

3.  Carcinoma  of  Cervix  with  Myoma  of  Fundus  Uteri.  Vaginal 
Hysterectomy.  Recovery, 

B.  F.,  a  married  woman  aged  thirty-seven  years,  presented  herself 
with  a  history  of  atypical  uterine  haemorrhages  and  offensive  vaginal 
discharge  for  the  past  two  years.  A  sister  had  died  at  the  age  of  thirty- 
six  years  from  cancer  of  the  womb.  On  examination,  a  well-developed 
carcinoma  of  the  cervix,  extending  on  to  the  vaginal  roof  on  the  right 
side,  was  discovered. 

The  curious  feature  of  the  case,  and  one  which  he  desired  to  em- 
phasize, was  that  the  patient  had  become  very  stout,  and  looked 
healthier  than  ever  before  in  her  life  during  the  past  two  years  in 
which  her  cancer  had  developed.  Perhaps  a  fondness  for  alcohol, 
acquired  during  that  time,  may  aid  in  explaining  the  anomaly. 

The  uterus  and  part  of  the  vagina  were  removed  by  vaginal  hys- 
terectomy on  October  17,  1893,  the  operation  proving  unusually  diffi- 
cult on  account  of  the  stoutness  of  the  patient  and  the  impossibility 
of  drawing  the  uterus  down.  This  operation  ripened  in  him  a  resolu- 
tion in  future  to  remove  all  similar  uteri  from  above,  after  circum- 
scribing the  malignant  disease  from  below  by  the  proper  vaginal  in- 
cision. 

He  felt  sure  that  he  could  have  completed  the  operation  more 
quickly  and  easily  in  that  way  in  the  present  case.  The  patient 
made  an  uneventful  recovery  and  was  discharged  two  days  ago.  The 
specimen  showed  an  advanced  epithelioma  of  the  cervix  and  a  myo- 
ma, 2.5  centimetres  in  diameter,  of  the  fundus. 

4.  Carcinoma  of  the  Cervix  Uteri.    Ccelio-colpo-hysterectomy .  Recovery. 

The  patient,  a  married  woman  aged  forty-four  years,  was  referred 
to  him  by  Dr.  H.  Ruhl.  Her  left  breast  was  removed  for  carcinoma 
at  the  Cancer  Hospital  four  months  before  coming  under  the  observa- 
tion of  Dr.  Edebohls,  October  22,  1893.  The  breast  wound  was  well 
healed,  with  the  exception  of  a  small  superficial  excoriation  at  one 
point,  and  there  was  no  evidence  of  a  return  of  the  disease. 

On  examination  of  the  pelvic  organs,  the  uterus  was  found  of 
proper  size,  but  retroverted  and  fastened  by  adhesions  to  the  rectum. 

Three  or  four  distinct  malignant  nodules  could  be  palpated  in  the 
cervix.  On  October  23,  1893,  the  uterus  was  removed  in  one  piece 
with  the  tubes  and  ovaries  by  combined  abdominal  and  vaginal  hyster- 
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t'ctomy,  the  operation,  in  spite  of  adhesions,  consuming  but  little  more 
than  half  the  time  and  proving  much  more  easy  than  in  the  case  just 
detailed,  in  which  the  uterus  was  removed  per  vaginam.  The  patient 
is  to-day,  fifteen  days  after  operation,  ready  to  leave  bed. 

5.  Suppurating  Intraligamentous  Cystoma.  Abscess  of  Left  Ovary.  Dou- 
ble Pyosalpinx.  Ovariotomy  and  Ccelio-hysterectomy.  Rupture  and 
Suture  of  Large  Intestine.  Deatii. 

M.  M.,  a  married  woman  aged  thirty-nine  years,  was  seen  in  con- 
sultation with  Dr.  George  F.  Carey.  She  had  been  ill  with  very  dis- 
tressing pelvic  symptoms  for  three  years  past,  and  one  year  previous- 
ly had  been  advised  to  have  an  operation  for  a  tumor  mass  in  the 
pelvis.  On  examination,  a  large  tumor  mass,  in  which  uterus,  ovaries, 
and  tubes  were  imbedded  beyond  recognition,  was  found  filling  the 
pelvis  and  lower  part  of  abdomen.  The  tumor  mass  was  of  such  den- 
sity in  parts  that  the  diagnosis  of  fibromata  complicated  by  inflamma- 
tion of  the  appendages  and  of  the  pelvic  peritonaeum  was  hazarded. 
The  patient  was  exhausted  in  the  extreme  by  prolonged,  intense  suf- 
fering, by  inability  to  retain  food  upon  the  stomach,  and  by  loss  of 
sleep.  Her  days  were  numbered  unless  operation  could  bring  re- 
lief. 

Operation,  October  19,  1893.  After  curetting  the  uterus  and  dis- 
infecting both  it  and  the  vagina,  the  abdomen  was  opened  above  the 
pubis,  when  the  following  conditions  were  one  after  another  revealed  : 
Extensive  and  most  firmly  organized  adhesions  of  the  intestines  to 
each  other,  to  all  the  pelvic  viscera,  and  to  the  omentum  ;  a  moderate- 
sized  abscess  of  the  left  ovary;  two  good-sized  tubes  full  of  pus  ;  and 
an  intraligamentous  cystoma,  ten  centimetres  in  diameter,  the  con- 
tents of  which  had  undergone  purulent  changes.  The  cyst  was  enu- 
cleated and  removed  entire  without  rupture,  as  was  one  of  the  pus 
tubes.  The  second  pus  tube  and  the  ovarian  abscess  were,  however, 
torn  into  and  the  peritonaeum  defiled  with  pus,  which  was  at  once 
removed  by  irrigation. 

The  uterus  was  removed  mainly  to  secure  free  drainage  downward 
into  the  vagina,  the  necessity  of  which  became  apparent  soon  after 
opening  the  abdomen.  It  was  remuved  prior  to  removal  of  the 
appendages  and  of  the  cyst,  because  the  latter  structures  could  be 
reached  better  after  the  uterus  was  out  of  the  way,  and  because,  in 
washing  out  the  pelvic  cavity,  it  was  considered  desirable  to  have  a 
free  outflow  for  detritus  and  fluid  downward  through  the  vagina.  In 
separating  adhesions,  an  irregular  rent  had  been  torn  into  the  large 
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intestine.  This  was  closed  by  a  double  row  of  sutures — one  for  the 
mucosa  and  a  second  continuous  Lembert  suture  for  the  peritonaeum. 
Packing  the  pelvis  with  gauze,  the  end  of  which  led  down  into  the 
vagina,  drawing  two  rubber  drainage-tubes  through  from  the  lower 
angle  of  the  abdominal  wound  to  the  vagina,  and  closing  the  abdomen, 
completed  the  operation,  which  lasted  two  hours.  The  enfeebled 
patient  never  rallied  from  the  state  of  shock,  in  which  she  died  eleven 
hours  after  operation. 

6.  Ccelio-hysterectomy  for  Chronic  Metritis.  Recovery. 

F.  M.,  aged  forty-two  years,  married,  was  referred  to  him  by  her 
family  physician,  Dr.  Alexander  Strong,  in  July  of  this  year.  On  July 
17,  1893,  Dr.  Edebohls  operated  for  the  radical  cure  of  an  irreduci- 
ble umbilical  hernia,  the  hernial  contents  being  composed  of  omentum 
and  small  intestine.  Patient  bore  the  operation  well,  made  a  good 
recovery,  and  remains  cured  of  her  hernia  to  this  day.  She  suffered, 
however,  from  an  aggravated  chronic  metritis,  with  extensive  lacera- 
tion of  the  cervix.  The  uterus  was  large,  flabby,  retroverted,  and 
measured  ten  and  a  half  centimetres  in  depth  by  the  sound. 

On  August  8th  the  cervix  was  removed  by  amputation  close  to  the 
vaginal  vault,  and  the  uterus  was  thoroughly  curetted.  When  the 
operation  was  finished  the  length  of  the  uterus  was  found  to  have  de- 
creased about  four  centimetres,  the  sound  now  indicating  but  six  and 
a  half  centimetres  of  depth.  It  was  hoped  by  these  procedures — the 
curettage  and  the  amputation — to  favorably  influence  the  chronic 
metritis  and  to  start  a  healthy  involution  of  the  uteius. 

Instead  of  this,  atypical  uterine  haemorrhages  made  their  appear- 
ance, and  on  October  20th  the  uterus  was  found  to  have  again  greatly 
enlarged,  its  cavity  now  measuring  over  eleven  centimetres  in  depth. 
Under  these  conditions  total  extirpation  of  the  uterus  was  advised 
and  accepted  by  the  patient  and  her  physicians. 

On  October  24,  1893,  the  uterus  was  removed  via  the  abdomen. 
The  omentum,  small  and  large  intestines,  were  found  adherent  to  all 
the  surfaces  of  the  uterus,  to  the  annexa,  and  to  both  faces  of  the 
broad  ligaments.  The  adhesions  were  very  dense,  requiring  great 
care  in  their  separation,  a  full  hour  being  consumed  in  this  work  be- 
forj  the  uterus  was  sufficiently  free  to  proceed  with  its  extirpation. 
Some  specially  dense  adhesions  of  the  left  ovary  could  not  be  sepa- 
rated, and  a  portion  of  this  ovary  had  to  be  left  attached  to  the  bowel. 
The  removal  of  the  uterus  proved  difficult,  owing  to  firm  fixation  of 
the  cervix,  which  latter  had  to  be  removed  in  sections.    The  peri- 
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tonaeum  was  closed  across  the  floor  of  the  pelvis,  and  the  abdomen 
closed  without  irrigation  and  without  drainage. 

The  universal  adhesions  of  the  intestines  and  the  fixation  of  the 
cervix  rendered  the  operation  extremely  difficult  and  tedious,  the 
time  required  being  two  and  a  half  hours,  the  longest  time  he  had  ever 
spent  over  any  operation.  The  patient  suffered  from  fatty  degenera- 
tion of  the  heart,  which  was  a  source  of  great  anxiety  for  a  week  fol- 
lowing operation.  To-day,  two  weeks  after  operation,  she  is  safely 
convalescent. 

The  progress  of  the  case  under  observation,  as  related  above,  gave 
the  indication  for  the  operation  of  total  extirpation  of  the  uterus. 

7.  Calio-hysterectomy  for  Fibroma.  Recovery. 

Neither  the  history  of  this  patient,  a  married  woman  aged  forty 
years,  nor  the  specimen — one  of  multiple  fibromata  of  the  uterus,  one 
of  them  intraligamentous — presented  anything  of  special  interest. 

The  uterus  was  removed  on  October  31,  1893,  by  ccelio-hysterec- 
tomy  performed  after  the  method  described  by  Dr.  Edebohls  in  a 
paper  read  before  the  recent  Pan-American  Medical  Congress  {Amer- 
ican Journal  of  Obstetrics,  November,  1893),  as,  in  fact,  were  all  the 
other  uteri  removed  by  abdominal  hysterectomy,  with  one  exception, 
which  he  had  presented  this  evening.  This  one  exception  (Case  V) 
did  not  admit  of  typical  extirpation  of  the  uterus  after  his  method. 

He  desired  to  draw  attention  to  one  other  point  before  closing, 
which  was  that  he  had  about  reached  the  conclusion  that  in  all  cases, 
except  those  of  prolapsus,  in  which  extirpation  of  the  uterus  was 
called  for,  the  operation  was  best  done  from  above.  If  performed  for 
malignant  disease  of  the  cervix,  he  would  first  circumscribe  the  dis- 
ease by  an  appropriate  vaginal  incision,  then  open  the  abdomen  and 
remove  the  uterus  from  above.  If  for  non-malignr.:it  disease,  all  the 
work  should  be  done  from  above. 

The  futility  of  Spaying  Women  to  Arrest  the  Haemorrhages  accompany- 
ing Uterine  Fibroids. 

Dr.  Florian  Krug  presented  a  specimen  to  illustrate  this. 

Fibroid  Uterus  removed  by  Ccelio- hysterectomy  after  Castration  had 

failed  to  Relieve. 

The  object  of  showing  this  specimen  to-night  is  to  say  a  few  words 
about  the  futility  of  spaying  women  in  order  to  bring  about  the  arti- 
ficial menopause,  expecting  to  relieve  them  of  troublesome  fibroids. 
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The  patient,  aged  thirty-two  years,  has  been  married  six  years. 
Had  a  miscarriage  at  four  months  four  years  ago.  She  has  been  a 
sufferer  for  a  long  time,  excruciating  abdominal  pain  and  profuse 
menorrhagia  and  metrorrhagia  being  the  principal  features.  She  has 
consulted  a  number  of  prominent  gynaecologists  in  New  York  and 
Philadelphia,  but  has  always  been  told,  the  operation  being  too  hazard- 
ous, she  should  make  the  best  of  her  condition.  After  having  gone 
through  all  sorts  of  palliative  treatment  without  the  slightest  benefit, 
she  became  despondent,  and  went  to  Europe  in  the  summer  of  1892. 
There  she  was  told  that  her  tumor  could  not  be  successfully  removed 
on  account  of  the  attending  risk.  However,  if  she  would  consent  to 
have  her  ovaries  removed,  the  haemorrhages  would  cease,  the  tumor 
would  shrink,  and  she  would  have  no  more  trouble.  She  eagerly 
grasped  the  proposition,  and  castration  was  performed  by  a  well- 
known  gynaecologist  in  Bonn,  on  October  22,  1892. 

I  saw  the  patient  for  the  first  time  on  March  2,  1893,  shortly  after 
her  return  from  Europe.  She  was  anaemic  to  a  marked  degree.  The 
abdomen  showed  an  incision  from  the  symphysis  to  the  umbilicus. 
Entire  abdomen  extremely  tender  ;  bimanual  palpation  revealed  the 
presence  of  an  immovable  fibroid  uterus,  extending  to  an  inch  below 
the  umbilicus.    Profuse  sanguinolent  discharge. 

She  had  some  metrorrhagia  while  still  in  the  sanitarium  in  Bonn. 
On  the  steamer  a  severe  haemorrhage  set  in,  which  has  not  stopped 
since.  Rest,  ergot,  and  hydrastis  gave  a  little  relief.  The  pains, 
however,  were  so  severe  that  opiates  had  to  be  administered. 

She  went  to  Philadelphia  afterward,  and  came  back  to  me  four 
weeks  ago  in  a  wretched  condition. 

She  had  been  losing  blood  in  large  quantities  with  hardly  an  inter- 
mission ;  besides,  there  had  been  peritonitic  attacks.  She  was  almost 
exsanguinated,  and  the  skin  and  the  visible  mucous  membranes 
showed  a  waxen-pale  appearance.    Pulse  feeble  and  intermittent. 

Alter  a  week  of  preparatory  treatment,  I  performed  hysterectomy 
three  weeks  ago  to-day.  I  operated  in  the  manner  I  originally  advo- 
cated in  my  paper  on  Hysterectomy  read  before  this  society  two  years 
ago.  The  entire  uterus  was  removed,  the  operation  lasting  thirty-five 
minutes.  She  made  an  afebrile  and  absolutely  smooth  recovery,  and 
is  now  rapidly  gaining  in  strength. 

The  points  I  wish  to  emphasize  are  briefly  these  : 

1.  It  is  a  fallacy  to  believe  that  the  climacteric  age  will  arrest  the 
growth  of  fibroid  tumors  or  will  cause  the  haemorrhages  to  cease.  Of 
the  many  patients  with  fibroid  uterus  in  whom  I  found  the  indication 
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for  operative  interference,  from  sixty  to  sixty-five  per  cent,  were  be- 
yond the  age  at  which  you  would  normally  expect  the  menopause  to 
set  in. 

The  old  teaching — that  we  should  guide  our  patients  on  to  the  cli- 
macteric, and  that  they  will  then  be  well — seems  to  steal  its  way  into 
every  text-book  like  a  hereditary  disease.    It  should  be  eradicated. 

2.  While  Nature  can  not  accomplish  what  is  expected  from  her 
according  to  the  text-books,  the  artificial  menopause  brought  about 
by  castration  is  still  less  entitled  to  our  confidence.  I,  for  my  part, 
have  given  this  up  long  ago.  I  have  seen  a  good  many  cases  since, 
that  had  been  castrated  by  others,  where  the  symptoms  were  just  as 
bad  or  worse  than  before.  But  all  those  patients  were  so  thoroughly 
disappointed  at  the  previous  failure,  after  having  been  promised  re- 
lief, that  they  would  not  hear  of  a  second  and  rational  operation. 
This  is  the  only  case  in  my  practice  where  the  patient  had  nerve 
enough  to  submit  to  the  total  extirpation  afterward.    To  sum  up  : 

A  large  number  of  fibroids  give  rise  to  few  and  comparatively 
slight  symptoms.  They  may  never  require  surgical  interference. 
However,  if  we  find  that  operative  measures  are  necessary,  requiring 
the  opening  of  the  peritoneal  cavity,  we  ought  not  to  stop  short  of 
taking  out  everything.  With  the  modern  technique  of  total  extirpa- 
tion, aided  by  Trendelenburg's  posture,  our  results  are  as  good,  if 
not  better,  than  in  a  simple  castration.  In  this  way  we  can  guarantee 
to  our  patient  not  only  a  recovery  from  our  operation — nay,  but 
what  is  more  important  to  her,  a  cure  of  her  disease. 

Discussion. 

Dr.  A.  H.  Buckmaster  said  he  had  done  Hegar's  operation  in 
five  cases ;  three  of  them  were  known  to  have  been  relieved  ;  in  the 
other  cases  he  did  not  know  the  present  condition  of  the  patient. 
To-day,  however,  he  would  prefer  to  remove  the  tumor,  although  he 
thought  there  were  some  cases  where  even  Dr.  Krug  would  not  wish 
to  remove  the  uterus. 

Judging  from  the  appearance  of  the  specimen,  the  tumor  could 
have  been  removed  with  scissors  from  the  interior  of  the  uterus, 
which  would  have  been  much  simpler  than  hysterectomy.  He  finds 
by  taking  liberties  with  the  specimen  that  it  can  easily  be  separated 
from  the  uterine  wall.  He  does  not  say  this  as  a  reflection  on  Dr. 
K  rug's  diagnostic  acumen,  for  he  fully  recognizes  the  great  difficulty 
at  times  of  making  a  differential  diagnosis  between  submucous  and 
intramural  fibroids. 
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Dr.  W.  T.  Lusk  thought  Dr.  Krug's  statement  was  a  little  strong. 
He  was  not  at  all  sure  that  total  extirpation  of  the  uterus  was  the 
best  treatment,  and  that  in  any  considerable  percentage  of  fibroids 
Hegar's  operation  was  not  followed  by  arrest  of  the  growth  of  the 
tumor,  cessation  of  the  pains  and  haemorrhage,  he  could  not  believe, 
judging  from  his  own  experience,  which  he  did  nut  think  was  ex- 
ceptional. He  only  recalled  two  cases  in  which  the  result  had  been 
disappointing,  although  he  had  seen  many  after  the  climacteric.  In 
the  great  bulk  of  the  cases  the  tumors  diminish  and  cease  to  give 
rise  to  any  trouble.  He  had  performed  Hegar's  operation  on  quite  a 
number  of  cases  during  the  past  year  with  this  result.  It  is  there- 
fore no  more  than  right  that  we  should  give  this  operation  its  full  due. 

Dr.  A.  H.  Goelet  said  that,  in  his  opinion,  there  was  no  necessity 
for  the  removal  of  the  uterus,  for  any  uterine  cavity  which  can  be 
reached  as  this  one  could,  could  be  cured  of  the  haemorrhages  with- 
out operation  by  the  use  of  electricity.  If,  however,  it  is  decided  to 
perform  laparotomy  and  remove  the  ovaries,  then  the  uterus  should 
also  be  removed. 

Dr.  Joseph  Brettauer  said  that  it  seemed  very  easy  to  decide 
as  to  the  best  method  of  operating  after  examination  of  the  specimen, 
but  it  was  very  different  before  opening  the  uterus.  He  was  reminded 
of  a  case  which  came  to  him  last  June.  The  patient  had  been  treated 
by  electricity  and  curetting,  yet  the  haemorrhages  continued  to  be 
very  severe.  The  uterus  was  not  larger  than  the  one  just  presented. 
The  fibroid  at  the  time  of  the  operation  was  very  soft,  and  the 
capsule  was  supplied  with  numerous  large  blood-vessels.  An  attempt 
to  peel  out  the  fibroid  from  below  in  his  case  he  felt  sure  would  have 
jeopardized  the  patient's  life  by  exciting  profuse  haemorrhage.  He 
also  believed  that  when  the  abdomen  is  once  opened,  the  fibroid 
uterus  should  be  removed.  He  had  only  seen  one  case  in  which  the 
tumor  had  decreased  in  size  after  Hegar's  operation,  and  in  this  one 
he  was  not  sure  that  it  was  due  to  the  removal  of  the  ovaries  so  much 
as  to  an  incarceration  of  the  submucous  tumor  and  a  secondary 
necrosis,  for  it  came  away  in  pieces,  as  sometimes  occurs  without  any 
operative  interference. 

Hysterectomy  for  Fibro-myomatous  Tu??wr. 

Dr.  Andrew  F.  Currier  presented  a  specimen  of  myomatous 
uterus  with  large  myoma  developing  from  the  lower  posterior  segment 
of  the  corpus.  The  entire  organ,  with  the  ovaries  and  tubes,  was  re- 
moved by  abdominal  incision,  October  30,  1893. 
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Patient,  Swede,  thirty-five  years  of  age,  single,  cook,  well  nour- 
ished, and  in  good  general  condition.  Abdominal  walls  extremely 
fat.  First  seen  October  17th,  having  complained  for  some  weeks  of 
great  difficulty  in  passing  water.  This  difficulty  was  greatest  early 
in  the  morning,  and  had  resulted  in  complete  retention,  the  catheter 
being  required  to  relieve  her.  Her  menses  began  at  fifteen  ;  had  been 
regular  and  had  not  caused  any  particular  inconvenience.  A  tense 
tumor,  thought  to  be  fluctuating,  filled  the  pelvis  ;  the  uterus  was  greatly 
enlarged,  and  the  intestines  were  crowded  into  the  right  iliac  fossa.  A 
diagnosis  of  ovarian  tumor  filling  the  pelvis  was  made,  which  was 
found  to  be  incorrect  as  soon  as  the  abdomen  was  opened.  The  ab- 
dominal fat  was  so  thick  and  the  recti  muscles  so  rigid  that  it  was 
difficult,  even  with  the  Trendelenburg  posture,  to  get  at  the  broad 
ligament.  The  first  ligature  was  passed  through  the  ascending  colon, 
which  was  in  close  proximity  to  the  broad  ligament.  The  error  was 
quickly  discovered  and  the  intestinal  lesion  closed  with  Lembert 
suturing.  The  ovarian  arteries  being  tied,  the  peritonaeum  was 
stripped  away  from  the  anterior  aspect  of  the  uterus  and  an  attempt 
made  to  enucleate  the  tumor  which  filled  the  pelvis.  This  was  found 
impracticable,  and  the  tumor  was  finally  drawn  out  of  the  pelvis,  the 
peritonaeum  peeled  away  from  its  posterior  aspect,  uterine  vessels- laid 
bare  and  tied  separately,  and  the  entire  mass  removed.  Gauze  pack- 
ing was  introduced  into  the  vagina  and  the  pelvic  peritoneal  wound 
closed. 

The  patient  suffered  with  laryngitis  as  the  result  of  the  ether  an- 
aesthesia, aphonia  being  present  for  four  days,  otherwise  her  recovery 
was  uninterrupted. 

Discussion. 

Dr.  J.  E.  Janvrin  asked  what  he  meant  by  "ligating  the  uterine 
artery  in  continuity."    Is  not  this  what  is  always  done? 

Dr.  Currier  replied  that  sometimes  the  broad  ligament  and 
vessels  were  ligated  in  two  parts  ;  what  he  meant  was  that  the  artery 
and  vein  should  be  isolated  from  the  other  tissues  and  then  ligated 
separately. 

Dr.  W.  G.  Wylie  said  he  believed  that  this  method  of  ligating  the 
uterine  artery  was  first  practiced  by  Dr.  L.  A.  Stimson  in  Bellevue 
Hospital.  He  felt  that  Dr.  Stimson's  work  in  this  line  had  been  over- 
looked. In  his  own  practice  he  had  slightly  modified  this  excellent 
method  by  feeling  for  the  artery  and  tying  it  along  with  very  little 
tissue  by  passing  a  needle  and  ligature  around  it.  This  saves  time 
which  would  be  consumed  in  tedious  dissection. 
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Dr.  Polk  was  glad  to  hear  this  tribute  to  Dr.  Stimson,  because 
two  years  ago  he  tried  to  impress  the  society  with  the  value  of  this 
operator's  work.  This  surgeon  was  the  first  one  who  practiced  total 
extirpation  in  this  country,  and  this  ligation  of  the  vessels  by  isola- 
tion he  laid  special  stress  upon. 

Discussion. 

Removal  of  the  Uterus  in  Disease  of  the  Uterine  Appendages* 
(Continued  from  last  meeting.) 
(Paper  by  Dr.  Polk.) 

Dr.  W.  M.  Polk  opened  the  discussion.  He  said  that  he  had  the 
honor  of  calling  the  attention  of  the  society  to  the  question  under 
discussion  four  weeks  ago,  but,  unfortunately,  he  was  unable  to  be 
present  at  the  last  meeting,  and  for  this  reason  its  consideration  had 
been  again  postponed. 

Stated  briefly,  the  question  for  discussion  is  this  :  It  is  well  known 
that  there  are  certain  conditions  of  the  uterus  which  prevail  in  con- 
junction with  diseases  of  the  appendages,  and  which  are  best  met  by 
removal  of  the  whole  of  that  organ.  Cases  of  this  kind  have  been 
reported  from  time  to  time,  and  he  believed  were  fairly  well  accepted 
as  calling  for  the  extreme  measure  in  question.  There  is  another 
class  of  cases  of  tubal  disease  in  which  the  common  operation  of 
oophorectomy  or  salpingotomy  is  done;  these  are  the  cases  of  hydro- 
salpinx, pyosalpinx,  and  haematosalpinx,  where  simple  amputation  of 
the  tubes  and  ovaries  is  all  that  seems  to  be  required.  According  to 
his  observation,  there  is  a  tendency  for  the  operator  to  leave  a  portion 
of  the  tube,  which  subsequently  becomes  diseased,  and,  on  account  of 
this  tendency,  he  adopted  the  practice,  along  with  others,  of  excis- 
ing the  tube  right  into  the  uterine  cornu.  While  carrying  out  this 
plan,  it  occurred  to  him  to  remove  the  uterus  along  with  the  tubes 
when  it  was  necessary  to  remove  the  ovaries.  The  cases  in  which 
the  uterus  is  allowed  to  remain  too  frequently  have  after-symptoms, 
such  as  metrorrhagia  or  purulent  discharges  from  the  uterus,  and 
present  exaggerated  reflex  symptoms  which  are  far  in  excess  of  those 
found  in  patients  at  the  natural  menopause.  These  are  weighty  rea- 
sons against  retaining  the  uterus.  In  addition  to  these  observations, 
he  had  noted  that  in  cases  in  which  the  entire  uterus  had  been  re- 
moved, the  subsequent  course  had  been  attended  with  far  less  trouble 
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than  where  the  uterus  had  been  allowed  to  remain.  Again,  in  cases 
of  fibroid  disease  of  the  uterus,  where  the  entire  organ  has  been  re- 
moved, the  subsequent  course  has  been  better  than  in  those  cases  in 
which  the  uterus  has  been  permitted  to  remain  and  in  which  the 
tubes  were  removed. 

The  relation  of  the  uterus  to  the  pelvic  floor  was  incidentally 
alluded  to  in  the  paper  which  he  read.  He  took  the  ground  that  as 
good  a  pelvic  floor  could  be  made  in  the  absence  of  the  uterus  as  is 
presented  by  the  emasculated  uterus  which  remains  after  the  removal 
of  the  appendages.  Of  course,  it  goes  without  saying  that  every  case 
in  which  the  tubes  and  ovaries  are  to  be  removed  will  not  be  in  a 
condition  for  carrying  out  the  added  operation,  as  it  is  unquestion- 
ably a  more  severe  operation  than  simple  removal  of  the  tubes  and 
ovaries.  But  the  average  case  can  stand  this  added  operation,  and 
the  result,  he  claims,  was  far  better.  These  remarks  were  made  im- 
mediately after  the  reading  of  a  paper  on  conservative  surgery  by  Dr. 
C.  C.  Borrows,  which  paper  contained  a  full  statement  of  his  attitude 
in  that  matter. 

While  he  desired  to  eliminate  the  personal  question  as  far  as  pos- 
sible from  discussion,  he  felt  it  but  just  to  say  that  he  believed  the 
cases  in  which  he  himself  had  removed  the  appendages  were  far  fewer 
in  number  than  if  they  had  been  in  the  hands  of  the  average  operator, 
his  plan  of  procedure  being  well  known  to  the  society  as  one  which 
permits  the  retention  of  the  organ  in  very  many  instances  where  other 
operators  would  sacrifice  it.  Complete  destruction  of  the  ovary  by 
cystic  or  purulent  degeneration,  usually  the  latter,  justifies  the  re- 
moval of  the  appendages.  Beyond  this  he  recognized  few  conditions 
demanding  this  operation.  Even  in  many  cases  of  cystic  degenera- 
tion he  succeeded  by  resorting  to  resections  in  saving  the  menstrual 
function.   (See  his  several  papers  upon  this  subject.) 

Dr.  Charles  P.  Noble,  of  Philadelphia  (present  by  invitation), 
being  asked  to  participate  in  the  discussion,  said  that  the  subject  had 
been  presented  by  Dr.  Polk  in  his  well-recognized  strong  manner, 
making  good  use  of  all  the  points  which  could  be  brought  forward  in 
favor  of  the  treatment.  He  admits,  however,  that  in  a  certain  per- 
centage of  cases  it  would  be  clearly  inapplicable,  because  the  patient 
could  stand  no  more  than  is  absolutely  essential  to  rid  her  of  what  is 
threatening  her  life.  He  agreed  with  Dr.  Polk  entirely  that  there  is 
a  considerable  percentage  in  which  the  procedure  would  be  clearly 
inapplicable — viz.,  in  all  desperately  sick  women.  This  leaves  the 
ordinary  cases  in  which  the  patient's  condition  is  fairly  good. 
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He  had  looked  over  the  first  eighty  cases  in  which  he  had  removed 
the  ovaries  and  tubes,  and  he  was  surprised  to  find  how  few  of  them 
had  had  any  subsequent  trouble  from  the  uterus.  Only  three  out  of 
these  were  subsequently  curetted,  and  three  others  made  special  com- 
plaint of  pain  which  there  was  reason  to  believe  was  connected  with 
the  uterus  ;  in  other  words,  in  six  out  of  eighty  cases  there  was  reason 
to  believe  it  would  have  been  better  had  the  uterus  been  removed. 
This  seems  to  be  a  very  inconsiderable  percentage  ;  hence  he  thought 
it  would  be  wiser  to  wait  and  see  if  after-treatment  were  required, 
and,  if  so,  the  uterus  could  then  be  removed.  He  did  not  think  that 
the  cases  in  which  there  was  subsequent  trouble  referred  to  the  uterus 
would  amount  to  ten  per  cent,  of  all  the  cases,  provided  the  origi- 
nal operation  was  properly  performed.  The  cases  which  ordinarily 
do  badly  are  those  which  have  not  been  well  operated  upon,  and  this 
he  believed  to  be  the  secret  of  the  failure  to  cure  many  of  these  cases. 
The  trouble  is  usually  due  to  a  piece  of  the  diseased  tube  being  left  in 
at  the  time  of  the  operation.  He  had  such  results  in  some  of  his  earlier 
cases  before  he  knew  that  the  tube  could  be  excised  from  the  cornu 
of  the  uterus,  and  the  uterus  brought  together  with  sutures.  If  this 
be  done,  he  felt  sure  the  percentage  of  cases  giving  subsequent  trouble 
due  to  the  uterus  would  be  quite  small.  Even  these  cases  could  be 
treated  in  two  ways — curetting,  and  ligation  of  the  uterine  arteries  if 
necessary.  The  latter  procedure  is  a  very  useful  and  simple  measure 
for  any  sufficiently  severe  metrorrhagia.  It  can  be  readily  done 
through  the  vagina.  He  had  found  it  very  valuable,  and  it  was  now 
being  very  generally  adopted.  He  thought  it  would  even  take  the 
place  of  the  more  tedious  electrical  treatment  in  many  cases.  If  the 
uterus  were  large,  he  would  certainly  tie  the  uterine  arteries  at  the 
same  time  that  he  curetted  it. 

As  had  been  remarked  by  Dr.  Polk,  the  treatment  he  advocated  is 
simply  an  elaboration  of  the  French  method  of  treatment  from  the 
vagina.  Two  papers  had  been  recently  read  in  Philadelphia — one  by 
Baldy  and  the  other  by  Slocum — showing  that  this  plan  is  being 
favorably  received  by  operators  in  various  centers. 

The  whole  question  resolves  itself  into  the  relative  morality  of  the 
operation  as  practiced  now  and  of  the  proposed  operation.  As  the 
advocates  of  the  proposed  operation  admit  that  it  is  more  serious  than 
the  usual  one,  unless  they  can  show  that  it  can  be  done  with  a  mor- 
tality of  four  per  cent,  or  less,  it  would  not  appeal  to  him  as  a  favor- 
able measure  for  routine  employment. 

Dr.  George  M.  Edebohls  found  himself  unable  to  assent  in  its 
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entirety  to  the  broad  proposition  of  Dr.  Polk  to  remove  the  entire 
uterus  in  every  case  of  disease  of  the  uterine  appendages  in  which 
such  disease  called  for  removal  of  both  tubes  and  both  ovaries.  His 
objection  was  not  founded  upon  the  fact  that  he  considered  total  ex- 
tirpation of  the  uterus  in  such  cases  a  difficult  procedure,  or  one  add- 
ing much  to  the  gravity  and  danger  of  the  operation  ;  nor  was  it  based 
upon  theoretical  considerations  of  the  value  of  the  uterus  as  an  essen- 
tial factor  in  the  preservation  of  the  arch  supporting  the  pelvic  floor. 
He  had  undergone  much  the  same  evolution  as  a  gynaecological  sur- 
geon with  his  friends  Dr.  Polk  and  Dr.  Krug,  and  as  a  result  of  such 
evolution,  and  of  practical  experience,  he  had,  with  these  gentlemen, 
come  to  regard  total  extirpation  of  the  uterus  by  way  of  the  abdomen 
— ccelio-hysterectomy — as  about  as  safe  an  operation,  and  one  as  well 
borne  by  the  patient,  as  ovariotomy,  the  complications,  so  far  as  ad- 
hesions and  other  difficulties  are  concerned,  being  the  same,  case  for 
case.  He  wished  to  reiterate,  therefore,  that  it  was  not  the  difficulty 
of  the  operation  that  deterred  him  from  applying  it  universally  in  the 
class  of  cases  under  consideration  ;  on  the  contrary,  the  operation 
was  so  easy,  and  withal  so  congenial  to  his  own  surgical  proclivities, 
that  it  was  difficult  for  him  to  resist  the  temptation  to  apply  it  more 
frequently  than  he  did. 

He  had  had  opportunity  twice  to  make  post-mortem  study  of  the 
bodies  of  women  in  whom  the  entire  uterus  had  been  removed  some 
time  previously,  in  one  by  vaginal  and  in  the  other  by  abdominal 
hysterectomy.  He  had  in  both  instances  subjected  the  pelvic  floor  to 
critical  examination  and  tests  as  regards  its  strength,  and  felt  fully 
satisfied  that  the  absence  of  the  uterus  in  no  way  impaired  the  latter. 
This  was  only  corroborative  of  our  daily  experience  on  the  living 
woman.  He  had  as  yet  failed  to  find,  among  the  now  fairly  large 
number  of  patients  whose  uteri  he  had  for  various  reasons  removed, 
any  indications  of  a  weakness  of  the  pelvic  floor,  nor  did  he  recollect 
any  allusion  to  an  actual  occurrence  of  this  kind  in  the  literature  of 
the  subject. 

At  a  meeting  of  this  society  held  February  16,  1892,  Dr.  Polk  pre- 
sented specimens  from  a  case  of  pyosalpinx  and  suppurating  ovary  in 
which,  after  removing  the  diseased  appendages,  he  found  the  uterus 
had  received  so  much  injury  and  was  bleeding  so  freely  that  he  re- 
moved the  major  part  of  it,  leaving  a  stump  of  cervix  in  situ.  While 
listening  to  Dr.  Polk's  words  on  that  occasion  several  cases  of  his  own, 
in  which  he  had  performed  cceliotomy  for  suppurative  inflammations 
of  the  pelvic  organs,  came  to  mind,  some  of  which  he  thought  would 
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have  been  better  dealt  with  by  total  extirpation  of  the  uterus  instead 
of  simple  removal  of  the  diseased  appendages.  Two  weeks  later — on 
March  i,  1892 — Dr.  Edebohls  presented  to  the  society  the  specimens 
from  a  case  of  puerperal  pyosalpinx  and  intraperitoneal  abscess,  with 
chronic  pelvi-peritonitis,  which  he  had  successfully  treated  by  remov- 
ing from  above  the  entire  uterus,  together  with  the  diseased  tubes  and 
ovaries,  in  one  piece.  The  indication  in  his  case  was  the  inability  to 
distinguish,  with  the  abdomen  open,  where  the  uterus  ended  and  the 
annexa  began.  While  Dr.  Polk's  case  suggested  the  idea,  his  own 
was,  as  far  as  he  knew,  the  first  reported  case,  in  this  country  at  least, 
in  which  the  entire  uterus  had  been  removed  per  abdomen,  together 
with  the  diseased  annexa,  for  suppurative  disease  of  the  pelvic  organs, 
the  uterus  itself  not  being  materially  diseased. 

He  had  since  then  operated  in  the  same  way  upon  three  additional 
cases,  specimens  from  the  last  of  which  he  had  presented  in  the  earlier 
part  of  the  evening.  These  four  cases  had  constituted  the  most  seri- 
ous and  desperate  of  the  cases  of  intrapelvic  suppuration  he  had  en- 
countered during  the  past  twenty  months. 

While  thus  demonstrating  by  his  practice  his  acceptance,  within 
proper  limitations  of  indication,  of  the  principle  involved  in  the  dis- 
cussion, he  radically  dissented  from  the  sweeping  proposition  to  re- 
move the  uterus  in  all  cases  in  which  the  condition  of  the  tubes  and 
ovaries  called  for  the  removal  of  both  of  the  latter.  Dr.  Polk's  argu- 
ment, if  he  understood  it  correctly,  was  that  the  operation  of  removal 
of  the  entire  uterus  was  an  easy  one  ;  that  it  added  nothing  to  the 
risks  incurred  by  the  patient ;  that  the  uterus,  after  removal  of  the 
tubes  and  ovaries,  was  an  entirely  useless  organ,  still  liable,  however, 
to  disease.  Dr.  Edebohls  was  willing  to  allow  the  correctness  of  all 
these  claims  ;  more  than  that,  he  was  convinced  of  their  correctness. 
The  same  line  of  reasoning,  however,  applied,  for  instance,  to  the  • 
appendix  vermiformis,  would  call  for  removal  of  the  latter  whenever' 
and  for  whatever  purpose  the  abdomen  is  opened ;  the  appendix  is, 
so  far  as  we  know,  a  useless  organ,  often  dangerous  to  life  ;  its  removal 
is  easy  and  does  not  add  materially  to  the  dangers  of  the  operation, 
whatever  it  be,  for  which  the  abdomen  has  been  opened. 

Just  as  soon  as  we  reached  universal  acceptance  of  the  principle 
that 'the  healthy  appendix  vermiformis  must  be  removed  whenever  we 
open  the  abdomen  for  any  purpose,  just  so  soon  would  he  be  ready  to 
extend  the  principle  to  the  uterus,  and  to  accept  the  proposition  of 
Dr.  Polk  to  remove  it,  diseased  or  healthy,  whenever  we  must  sacrifice 
the  appendages.  When  that  time  arrived,  to  be  sure,  a  cceliotomy 
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for  the  removal  of  the  uterine  appendages  would  imply  a  rather  large 
contract ;  hysterectomy  and  ecphyadectomy  must  be  added  to  the 
bilateral  salpingo-oophorectomy.  Who  dare  say,  however,  that  such 
a  time  may  not  come,  and  that  Pean,  Segond,  Polk,  and  Krug  are  not 
merely  a  number  of  years  ahead  of  their  day  and  generation? 

For  the  present,  when  performing  bilateral  salpingo-oophorectomy, 
he  was  content  to  leave  the  uterus,  if  that  organ  were  found  healthy, 
or  only  so  slightly  diseased  that  curettage  would  suffice  to  restore  its 
health.  He  invariably  did  curettage  of  the  uterus  immediately  pre- 
ceding every  cceliotomy  for  diseased  appendages,  and,  where  the 
uterus  was  left  after  removal  of  the  tubes  and  ovaries,  generally  at- 
tached the  fundus  by  suture  to  the  abdominal  walls  when  closing  the 
latter.  Uteri  thus  treated  very,  very  rarely  gave  their  bearers  subse- 
quent trouble.  The  first  indication,  then,  for  him  to  remove  the 
uterus,  when  performing  bilateral  salpingo-oophorectomy,  was  fur- 
nished by  a  diseased  condition  of  the  uterus  itself,  such  diseased  con- 
dition not  admitting  of  removal  by  curettage  of  the  uterus. 

A  second  indication  was  illustrated  by  the  specimen  he  had  pre- 
sented to  the  society  twenty  months  ago  :  inability  to  distinguish  the 
boundary  line  between  uterus  and  annexa,  the  genitalia  interna  form- 
ing a  conglomerate  mass  impossible  of  resolution  into  its  component 
elements  ;  or,  in  attempting  such  resolution,  the  uterus  may  receive 
so  much  injury,  and  the  bleeding  be  so  profuse,  that  it  maybe  better, 
as  in  Dr.  Polk's  case  already  alluded  to,  to  remove  the  uterus  entirely. 

A  third  indication  may  be  found  in  the  necessity  of  absolutely  first- 
class  drainage  in  very  foul  pus  cases,  such  as  the  one  specimens  from 
which  he  had  presented  that  evening.  There  was  no  doubt  in  his 
mind  that  the  most  perfect  drainage  possible  in  such  cases  was  ob- 
tained by  removing  the  uterus  and  draining  the  pelvic  cavity  through 
the  vagina.  It  was  mainly,  if  not  altogether,  for  the  purpose  of  avail- 
ing themselves  of  this  nearly  ideal  drainage  downward  through  the 
vagina  that  P£an,  Second,  and  their  followers  advocated  and  prac- 
ticed vaginal  extirpation  of  the  uterus  by  morcclletnent  in  cases  of  the 
different  varieties  of  inflammation  of  the  female  pelvic  organs. 

Time  did  not  on  this  occasion  permit  of  his  entering  more  fully 
upon  a  comparison  of  the  merits  of  the  two  procedures — ccelio-hyster- 
ectomy  and  colpo-hysterectomy  by  morcellement — in  those  cases  of 
diseased  annexa  railing  for  removal  of  the  uterus.  That  subject 
would  on  some  future  occasion,  perhaps  not  distant,  again  come  be- 
fore the  society,  and  he  would  then  avail  himself  of  the  privilege  of 
discussing  it.    For  the  present  he  would    merely  state  that  when, 
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under  the  conditions  named,  the  uterus  required  removal,  he  would 
invariably  prefer  to  remove  it  from  above. 

Dr.  Andrew  F.  Currier  made  the  following  remarks  :  The 
proposition,  as  I  understand  it,  which  is  under  discussion  concerns 
the  propriety  of  removing  the  uterus  in  cases  in  which  it  has  been 
decided  to  remove  the  uterine  appendages  for  pyosalpinx,  or  other 
practically  incurable  disease  of  those  organs,  malignant  disease  being 
excluded  from  the  discussion.  The  subject  will  therefore  include 
pelvic  abscess,  the  severer  cases  of  interstitial  salpingitis,  tubal  gesta- 
tion, tubercular  disease  of  the  pelvic  organs,  etc.  It  introduces  a  new 
element  in  the  therapeutics  of  gonorrhoea  and  the  sequelae  of  labor  and 
abortion.  It  proposes  extreme  measures,  on  the  ground  that  removal 
of  the  appendages  alone  frequently  fails  to  result  in  cure,  a  subse- 
quent hysterectomy  being  required,  and  also  on  account  of  the  possi- 
bility of  development  of  malignant  disease  in  the  uterus.  It  is  also 
advocated  on  the  ground  of  the  relative  facility  with  which  the  opera- 
tion (hysterectomy)  can  be  performed,  this  operation  being  more 
readily  performed  in  some  cases  than  the  removal  of  the  appendages 
alone. 

The  question  should  be  studied  from  the  standpoint  of  its  advan- 
tages, and  also  its  disadvantages.  Those  cases  are  excluded  by  the 
nature  of  the  proposition  in  which  malignant  disease  would  necessi- 
tate hysterectomy,  also  those  cases  in  which  haemorrhage  is  so  annoy- 
ing that  the  same  operation  would  be  required,  and  even  those  cases 
in  which  disease  of  the  uterus  of  moderate  intensity  and  extent  has 
hitherto  found  the  profession  divided  as  to  the  best  means  of  treat- 
ment. In  a  word,  the  proposition  includes  those  cases  in  which, 
under  all  rubrics  heretofore  prevailing,  the  uterus  has  been  retained. 

At  the  outset  it  may  be  said  that  the  proposed  method  has  decided 
advantages — in  my  opinion,  at  least — over  the  Pean-Segond  operation, 
in  which  more  or  less  of  the  uterus  is  removed  by  the  vagina  morcelle- 
me/it,  for  the  relief  of  pelvic  abscess.  Abscess  of  the  pelvis  may  sig- 
nify so  distorted  and  unusual  conditions  of  all  the  pelvic  viscera,  as 
well  as  of  the  annexa,  that  it  would  seem  as  if  the  course  involving 
the  greater  risk  must  at  least  occasionally  be  chosen  when  the  vagina, 
with,  its  limitations  as  to  space  and  vision,  forms  the  avenue  of  ap- 
proach. If  good  drainage,  rapid  convalescence,  and  radical  results 
are  urged  in  its  favor,  we  must  also  admit  the  coexisting  dangers  of 
injury  to  the  ureters,  bowel,  or  bladder,  and  the  possibility  that  the 
same  result  might  be  obtained  by  puncture  or  incision  through  the 
pelvic  roof.    The  operation,  as  it  seems  to  me,  is  one  which  will 
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appeal  successfully  to  very  few  gynaecologists  who  are  accustomed 
to  abdominal  surgery,  notwithstanding  the  high  character  of  its 
sponsors. 

The  advantage  asserted,  that  hysterectomy  primarily  may  obviate 
the  dangers  and  discomforts  of  a  secondary  operation,  is  "  begging 
the  question,"  though  a  limited  number  of  cases  have  been  recorded 
in  which  relief  has  been  delayed  until  the  uterus  was  removed.  But 
why  may  we  not  also  look  at  the  question  conversely,  "other  end  to," 
and  consider  the  thousands  of  women  who  have  been  permanently 
relieved  when  the  offending  appendages  have  been  taken  away? 
The  same  line  of  reasoning  would  be  equally  applicable  to  the  pos- 
sible advantage  of  anticipating  malignant  disease  of  the  uterus  by  the 
removal  of  the  organ.  We  may  not  cross  a  bridge  until  we  come  to 
it ;  besides,  I  am  not  so  sure  that  one  with  a  tendency  to  the  develop- 
ment of  epithelial  cancer  would  be  entirely  relieved  of  that  tendency 
by  the  operation  proposed.  Recurrent  cancer  very  often  appears  in 
the  vaginal  scar,  or  contiguous  mucous  membrane  ;  might  it  not  also 
appear  after  early  hysterectomy,  with  its  accompanying  atrophy  and 
diminished  resisting  power  of  tissue  ? 

The  advantage,  ease  of  operation,  and  satisfactory  recovery  in  so 
large  a  percentage  of  cases  is,  I  confess,  a  seductive  one,  and  with 
such  a  record  as  is  shown  by  our  colleagues,  Dr.  Polk  and  Dr.  Krug, 
not  to  mention  the  beauty  and  brilliancy  of  their  operations,  that 
mind  must  be  unresponsive  indeed  which  does  not  leap,  with  theirs, 
to  the  conclusion  of  the  far-reaching  possibilities  of  this  procedure. 
In  my  own  limited  experience  the  complete  removal  of  the  uterus  by 
abdominal  incision,  with  division  of  the  broad  ligaments  and  liga- 
tion of  the  vessels  in  continuity,  has  seemed  ideal  work,  and  the  most 
perfect  contribution  to  the  technical  portion  of  abdominal  surgery. 
But  we  should  beware  lest  our  enthusiasm  for  any  surgical  measure 
tempt  us  away  from  the  plain  path  of  weighing  with  equal  scales  each 
case  in  which  life  is  intrusted  to  our  care. 

Positive  disadvantages  to  the  method  proposed  may  also  be  enu- 
merated. 

Who  among  us  has  not  listened  on  more  than  one  occasion  to  the 
eloquent  and  convincing  words  of  the  author  of  the  proposition  under 
discussion  on  the  necessity  of  conservatism  in  pelvic  surgery  ?  The 
principle  that  the  surgeon  should  remove  or  destroy  only  such  tissue, 
whether  in  the  pelvis  or  any  other  portion  of  the  body,  as  has  lost  its 
vitality,  or  in  the  surgeon's  judgment  is  quite  likely  to  lose  vitality,  is 
the  one  on  which  the  surgery  of  the  near  future  is  to  be  constructed. 
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On  this  principle  we  can  not  anticipate  disease,  for  then  there  would 
be  an  excuse  for  removing  the  uterus  from  every  woman  who  had 
passed  the  menopause.  That  exceptions  to  this  rule  may  arise  no 
one  will  doubt  ;  it  may  be  deemed  expedient  in  the  future  to  remove 
the  testicles  for  crime  or  attempted  crime,  or  to  remove  the  ovaries 
in  order  to  prevent  reproduction  where  reproduction  would  be  un- 
wholesome ;  but  the  rule  which  the  general  surgeon  long  ago  applied 
to  the  surgery  of  the  hand  will  find  its  adaptation  to  all  portions  of  the 
body  when  our  knowledge  of  pathology  coincides  with  our  attain- 
ments as  to  technical  skill  and  accuracy  of  anatomical  perception. 
The  proposition  which  has  been  advanced  violates  this  rule,  and 
therefore  presents  a  disadvantage  with  which  I  must  take  issue. 

Another  disadvantage — of  the  true  disadvantage  of  which,  how- 
ever, I  am  rather  doubtful — consists  in  the  sterilization  of  the  woman, 
the  premature  establishment  of  the  menopause,  the  gradual  disappear- 
ance of  sexual  desire,  etc.,  resulting  from  the  proposed  procedure.  I 
may  be  pronounced  heretical  for  believing  that  these  are  not  unmixed 
evils;  nay,  more,  that  they  may  be  positive  blessings  both  to  the  indi- 
vidual patient  and  to  her  environment. 

Whatever  of  evil  or  disadvantage  may  accrue  from  such  an  opera- 
tion, there  is  no  doubt  about  the  fact  of  sterilization  ;  and  Glaevecke's 
studies  several  years  ago  showed  that,  though  the  menopause  might 
not  result  after  castration,  it  never  failed  after  hysterectomy.  Ac- 
cording to  the  proposition  under  discussion,  this  operation  must 
often  be  demanded  in  young  women.  In  my  own  experience  I  have 
seen  a  large  number  of  young  prostitutes  with  pyosalpinx  which  I 
believed  incurable  except  by  the  removal  of  the  appendages.  Our 
colleague  has  said,  on  another  occasion,  that  the  precipitation  of  the 
menopause  in  the  young  was  undesirable  and  often  harmful,  as  it 
arrested  a  natural  function  at  a  time  when  the  loss  was  not  likely  to 
be  well  sustained.  While  this  statement  may  be  open  to  question, 
certainly,  if  the  analogy  in  the  domestic  animals  holds  good,  it  must 
operate  against  the  proposition  in  favor  of  hysterectomy. 

The  gradual  abolition  of  sexual  desire  as  the  years  follow  hyster- 
ectomy is  unfortunately  a  matter  which  we  are  obliged  to  consider, 
however  repugnant  it  may  be  to  our  finer  feelings.  I  would  not 
shrink  from  sterilizing  a  woman,  with  all  its  consequences,  if  her  situ- 
ation demanded  it,  though  I  knew  I  should  be  reproached  in  after 
years;  but  can  not  overlook  the  fact,  alas,  for  the  dross  in  human 
affection  !  that  this  must  stand  as  a  disadvantage  of  the  operation, 
and  should  cause  us  to  study  well  our  cases  before  operating  on  them. 
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A  disadvantage  may  also  result  from  the  indorsement  of  this  pro- 
cedure by  such  high  authority.  We  all  are  familiar  with  the  history 
of  the  Emmet  operation,  and  the  myriad  of  useless  attempts  at  its 
performance.  Also,  we  all  are  influenced  by  the  glamour  of  well-nigh 
perfect  statistics.  There  is  many  a  tyro  who  would  as  boldly  and  in- 
cautiously do  hysterectomy  to-day  as  his  prototype  did  trachelorrha- 
phy fifteen  years  ago.  Of  the  high  aims  of  our  colleague  in  advancing 
this5  proposition  who  can  doubt  ?  Of  the  soundness  of  the  proposition 
for  general  application  I  am  not  convinced.  I  think  it  a  step  back- 
ward. 

Dr.  Lusk  said  he  had  been  more  than  interested  in  the  efforts  of 
Dr.  Polk  to  save  organs,  and  had  felt,  perhaps,  more  strongly  than 
many  others  that  the  function  of  the  surgeon  is  to  preserve,  and  that 
the  man  who  saves  the  broken  leg  is  doing  a  higher  service  than  the 
one  who  amputates  it.  Undoubtedly  there  will  be  a  large  number  of 
cases,  especially  in  hospital  work,  where  we  must  confess  to  failure, 
and  where  operation  alone  is  effectual.  From  his  recollection  of  the 
cases  upon  which  he  had  operated,  he  felt,  with  Dr.  Noble,  that  the 
bulk  of  those  in  which  the  removal  of  the  ovaries  and  tubes  had  been 
thoroughly  done  had  given  satisfactory  results.  Owing  to  the  accessi- 
bility of  the  cavity  of  the  uterus,  we  are  enabled  to  deal  effectually 
with  diseased  conditions  which  may  be  left  there.  He  was  not  will- 
ing to  confess  yet  his  inability  to  successfully  manage  the  few  cases 
in  which  the  uterus  gives  trouble  afterward,  and  it  seemed  to  him, 
after  all,  that  to  the  woman  half  a  loaf  is  better  than  no  bread,  and 
that  it  is  something,  mentally  and  morally,  for  her  to  feel  that  the 
uterus  has  been  left.  He  did  not  feel  like  adopting  the  radical  meas- 
ure advocated  save  in  a  very  few  exceptional  cases.  He  hoped  that 
at  least  a  good  deal  of  thought  would  be  given  to  these  cases,  and 
that  it  would  be  remembered  that  the  specimen  which  one  of  the 
members  had  just  presented  was  from  a  woman  who  died  eleven  hours 
after  the  operation.  It  seemed  to  him  that  if  the  patient  had  been 
operated  upon  by  the  older  method  (of  leaving  the  uterus  in),  she 
would  certainly  have  lived  longer  than  eleven  hours,  and  possibly 
might  have  recovered. 

Dr.  Janvrin  said  he  only  wished  to  ajdd  a  few  words  to  what  he 
had  said  at  the  last  meeting.  Looking  over  his  statistics,  he  had 
found  only  two  cases  in  which  it  had  been  necessary  to  curette  after 
removal  of  diseased  tubes  and  ovaries.  Both  of  these  cases  had  been 
cured  by  one  thorough  curetting. 

The  case  reported  by  Dr.  Edebohls,  on  which  he  op'erated  a  year 
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ago  last  March,  was  really  the  counterpart  of  the  case  to  which  he  re- 
ferred himself  two  weeks  ago  to-night — one  in  which  the  appendages 
and  ovaries  could  not  be  removed  without  the  uterus  being  damaged 
to  such  an  extent  that  it  was  hazardous  to  leave  it  behind.  In  this 
class  of  cases  it  is  certainly  proper  to  remove  the  uterus.  He  was 
glad  that  the  discussion  thus  far  this  evening  fully  sustained  all  the 
points  he  had  advanced  at  the  last  meeting. 

Dr.  Krug  said  he  had  already  expressed  his  views  on  this  subject 
at  the  last  meeting.  They  had  not  been  changed  by  the  arguments 
brought  forth  by  the  opponents  of  the  procedure.  If  it  was  possible, 
his  belief  in  its  propriety  had  become  still  firmer. 

He  found  a  striking  analogy  between  the  case  he  had  related  to- 
night and  the  cases  of  pelvic  inflammation  that  should  be  subjected 
to  hysterectomy  as  advocated  by  Dr.  Polk  and  himself.  Nobody  had 
doubted  the  propriety  of  removing  that  fibroid  uterus  after  the  tubes 
and  ovaries  had  been  removed;  nobody  could  deny  that  it  would 
have  been  better  surgery  to  remove  that  uterus  at  the  time  of  the  first 
cceliotomy.  Now,  if  it  is  proper  to  remove  tubes,  ovaries,  and  uterus 
in  fibroid  disease,  why  not  do  the  same  in  inflammatory  disease  ? 
Why  should  we  leave  a  useless  but  by  no  means  harmless  organ 
behind?  To  his  mind,  it  was  merely  a  point  of  technique.  Any  one 
who  felt  that  after  tying  off  the  tubes  and  ovaries  it  would  take  him  a 
long  time  to  remove  the  uterus,  had  better  desist.  However,  if  one 
can  accomplish  the  removal  in  from  five  to  ten  minutes'  additional 
time,  he  should  do  so  by  all  means. 

Dr.  Edebohls  had  said  he  reported  the  first  case.  But  Dr.  Krug 
would  ask  him  if  he  premeditated  hysterectomy  for  pelvic  inflamma- 
tion in  that  case,  as  he  understood  that  during  the  operation  Dr. 
Edebohls  found  himself  compelled  to  extirpate  that  uterus  for  techni- 
cal reasons. 

Dr.  Edebohls  replied  that  the  idea  was  derived,  as  he  had  said, 
from  the  paper  of  Dr.  Polk,  and  when  he  proceeded  to  operate  upon 
this  patient  he  had  determined  to  remove  the  uterus  if  he  found 
present  one  of  the  indications  which  he  had  formulated  to  himself  as 
calling  for  such  a  measure  ;  and  he  had  accordingly  made  all  prepara- 
tions necessary  to  this  end.  He  had  removed  the  uterus,  not  to  fore- 
stall future  disturbances  on  the  part  of  that  organ,  but  mainly  because 
he  considered  his  patient's  chances  of  immediate  recovery  bettered 
by  that  course  ;  in  other  words,  that  he  considered  hysterectomy  as 
giving  her  a  better  chance  of  life  than  simple  salpingo-oophorectomy. 

Dr.  Malcolm  McLean  did  not  think  Dr.  Krug's  analogy  a  good 
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one,  inasmuch  as  Dr.  Polk  advocated  the  removal  of  the  healthy 
uterus  with  the  diseased  appendages,  and  not  the  removal  of  a  dis- 
eased uterus  with  healthy  appendages. 

Dr.  Krug  replied  that  the  analogy  holds  good  because  it  was  not 
a  question  of  removing  a  healthy  organ  in  the  presence  of  inflamma- 
tory disease.  He  had  never  found  a  healthy  uterus  when  there  had 
been  such  inflammatory  disease  in  the  tubes  and  ovaries  as  would 
warrant  bilateral  salpingo-oophorectomy. 

Dr.  W.  G.  Wylie  said  he  could  not  fully  agree  with  all  the  propo- 
sitions made  by  Dr.  Polk.  While  admitting  that  the  successes  in 
hysterectomy  and  other  abdominal  work  had  been  great,  one  should 
not  be  tempted  to  go  too  far.  He  did  not  open  the  abdomen,  for 
uterine  haemorrhage  or  for  neuralgic  pain,  and  only  in  a  few  instances 
had  he  done  so  for  reflex  symptoms.  He  had  therefore  grown  very 
conservative,  and  in  this  matter  under  discussion  he  would  say  with- 
out hesitation,  from  his  own  experience,  that  he  would  not  remove 
the  uterus  if  it  were  healthy. 

He  was  still  in  the  dark  on  some  points  as  to  the  effect  of  remov- 
ing the  tubes  and  ovaries,  especially  in  women  under  thirty.  From 
a  number  of  recent  cases  which  he  had  been  studying,  he  was  satisfied 
that  the  atrophy  and  degeneration,  which  extend  not  only  to  the 
uterus  but  to  the  vagina  and  the  vulva,  are  so  marked  that  in  many 
ways  the  life  of  the  patient  becomes  almost  intolerable.  He  had  seen 
two  cases  of  skin  disease  which  Dr.  A.  R.  Robinson  claimed  to  be  in- 
curable, and  which  he  said  had  been  produced  by  the  destruction  or 
removal  of  certain  nerves.  The  speaker  said  he  did  not  think  we 
were  yet  prepared  to  lay  down  such  extreme  rules  as  those  proposed 
by  Dr.  Polk.  Out  of  a  large  number  of  cases,  he  had  treated  quite  a 
large  number  for  subsequent  trouble  due  to  the  uterus.  In  quite  a 
proportion  of  these,  however,  there  seemed  to  be  some  trouble  out- 
side of  the  uterus,  such  as  ovarian  or  tubal  tissue  remaining,  which 
had  much  to  do  with  the  symptoms  presented. 

Dr.  Horace  Tracy  Hanks  said  the  subject  which  Dr.  Polk  had 
brought  before  the  society  was  one  of  great  moment,  and  we  must 
wait.  He  was  willing  to  sit  at  the  feet  of  Dr.  Polk  and  learn  more 
of  the  manner  of  differentiating  in  what  class  of  cases  we  would  be 
justified  in  resorting  to  this  radical  addition  to  our  operation.  He 
was  sure  that  good  would  come  out  of  this  discussion,  and  he  was 
equally  sure  that  certain  cases  could  and  certain  cases  should  be 
treated  in  the  manner  described  by  Dr.  Polk.  Many  a  case  of  puer- 
peral metritis  and  suppurating  puerperal  perimetritis  would  recover 
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better  were  there  free  drainage  made  through  the  vagina,  which 
would  follow  such  a  complete  hysterectomy.  He  was  not  prepared 
to  say  that  every  woman  from  whom  the  tubes  and  ovaries  had  been 
removed  should  also  have  the  uterus  removed,  for  often  a  woman  is 
cured  by  the  first  alone  ;  but  with  many  women,  if  a  good  operator  is 
doing  the  work,  it  would  be  far  better.  He  had  been  led  to  suppose 
that  in  many  of  his  operations,  which  had  not  been  followed  by  a 
complete  cure,  this  result  was  due  to  his  own  bungling  in  not  curet- 
ting the  endometrium  before  operating,  or  in  allowing  sepsis  to  infect 
the  ligature  of  the  pedicle  in  his  pyosalpinx  cases,  or  to  some  other 
preventable  cause.  We  must  not  forget,  in  adopting  this  method 
recommended  by  Dr.  Polk,  that  there  may  still  be  some  unpleasant 
after-symptoms  in  this  far  more  radical  treatment.  He  certainly 
would  be  willing  to  resort  to  this  method  since  listening  to  this  dis- 
cussion ;  and  he  hoped  that  soon  the  indications  would  be  quite  well 
understood  and  the  operation  be  a  not  uncommon  one. 

Dr.  Lusk  said  that  the  troubles  with  his  patients  had  been  chiefly 
due  to  the  taking  out  of  the  tubes  and  ovaries,  the  loss  of  the  genital 
sense,  and  the  atrophy  of  the  parts.  He  would  like  to  know  from 
Dr.  Polk  whether  the  removal  of  the  uterus  also  removes  these  diffi- 
culties which  follow  the  usual  operation. 

Dr.  Buckmaster  spoke  of  the  great  usefulness  of  hysterectomy 
when  thorough  drainage  was  desired,  and  referred  to  a  case  where  an 
ovarian  cyst  had  burrowed  under  the  broad  ligament.  Mikulicz 
drainage  was  used,  but  the  patient  died.  He  thought  she  would  have 
lived  if  the  uterus  had  been  taken  out  and  drainage  secured  through 
the  vagina.  He  believed  it  impossible  to  drain  the  abdominal  cavity 
by  a  glass  tube  or  the  Mikulicz  drain  as  usually  employed.  The 
only  possible  way  of  securing  proper  drainage  of  low-lying  cavities  in 
the  pelvis  is  through  the  vagina,  and  at  times  this  can  only  be  done 
by  removing  the  uterus.  This  phase  of  the  question  had  been  well 
worked  out  by  our  French  colleagues. 

Dr.  Polk,  in  closing  the  discussion,  said  he  was  indebted  to  the 
members  for  the  thorough  manner  in  which  the  subject  had  been 
discussed.  It  was  also  a  matter  of  congratulation  to  him  that  he 
should  have  been  able  to  present  a  subject  which  called  out  such 
comments  from  such  men. 

The  most  striking  critical  suggestion  had  been  presented  con- 
jointly by  Drs.  Xoble,  Janvrin,  and  Lusk,  with  reference  to  the  free- 
dom from  after-consequences  in  their  patients,  because  on  this  point 
largely  turns  the  question  as  to  the  necessity  for  the  procedure  which 
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he  had  proposed.  If  the  observations  of  these  gentlemen  are  not 
exceptional,  then  a  large  part  of  the  argument  in  favor  of  the  pro- 
cedure suggested  would  fall.  In  presenting  the  subject,  he  naturally- 
viewed  it  from  his  own  standpoint,  which  was  at  variance  with  that  of 
the  gentlemen  named,  and  more  like  that  of  Dr.  Wylie. 

His  experience  had  been  to  the  effect  that  very  many  of  these 
women  are  so  annoyed  with  the  symptoms  which  belong  to  this  arti- 
ficial menopause  that  he  viewed  his  cases  in  general  with  a  great  deal 
of  dissatisfaction,  and  in  analyzing  them  had  been  unable  to  convince 
himself  that  the  fault  was  altogether  in  the  operator.  It  occurred  to 
him  that  the  fault  lay  in  the  kind  of  tissue  which  of  necessity  re- 
mained (the  uterus)  ;  that  herein  lay  the  cause  of  the  haemorrhages, 
the  purulent  discharges,  and  the  reflex  nervous  symptoms  associ- 
ated with  these  conditions.  He  did  not  wish  at  this  time  to  dwell 
upon  the  differences  presented  by  individuals  in  their  reaction  to 
symptoms,  but  he  would  say  that  the  annoying  reflex  symptoms  oc- 
curred chiefly  among  neurotic  women.  In  dealing  with  the  uterine 
conditions  left  after  removal  of  the  appendages,  he  had  resorted  to  the 
most  thorough  curetting  and  packing  of  the  uterus,  but,  in  spite  of 
this,  had  failed  to  get  that  relief  which  it  seemed  to  him  the  procedure 
should  brir*g  forth.  This  he  attributed  to  the  obvious  fact  that  he 
was  dealing  with  a  tissue  entirely  different  from  that  which  presents 
itself  in  ordinary  cases  of  endometritis  with  the  ovaries  in  position 
and  the  vessels  in  full  sway  over  the  nutrition  of  the  structure  ;  but, 
on  the  contrary,  he  was  dealing  with  a  structure  which  was  undergoing 
enforced  atrophy,  hence  was  unable  to  respond  to  measures  which 
under  more  natural  conditions  would  succeed. 

With  regard  to  Dr.  Edebohls's  remarks  about  removing  the  appen- 
dix whenever  the  abdomen  is  opened  for  any  cause  (apart  from  the 
lack  of  logical  fitness  of  the  simile,  one  proposition  being  the  ex- 
tension of  an  operation  already  begun,  the  other  being  the  initiation 
of  a  separate  operation  in  a  different  field),  I  would  say  that  there  is 
no  reason  why,  when  the  abdomen  is  opened  in  convenient  relation  to 
the  appendix,  it  should  not  be  removed  ;  indeed,  within  the  past  week 
I  have  laid  this  down  as  a  principle  in  my  operations  at  the  hospital. 

Dr.  Currier's  remarks  were  based  upon  misconception,  for  he  stated 
his  surprise  that  one  who  took  strong  ground  against  the  production 
of  sterility  in  young  women  should  now  change  front  and  advocate 
this  measure.  Dr.  Polk  was  not  aware  that  he  did  so  in  this  paper, 
for  the  ovaries  in  all  cases  cited  by  him  are  doomed  by  all— radical  and 
conservative.   The  condition  which  he  says  is  to  be  avoided  has  already 
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been  practically  created,  and  therefore  the  additional  removal  of  the 
uterus  does  not  affect  it  in  the  slightest  degree.  Dr.  Polk's  conten- 
tion is  for  the  ovaries ;  it  is  upon  them  that  he  makes  his  fight,  not 
upon  the  emasculated  uterus.  Dr.  Currier  also  says  that  if  this  propo- 
sition be  accepted,  among  the  conditions  demanding  the  removal  of  . 
the  uterus  would  be  tubal  gestation.  In  reply,  Dr.  Polk  would  say 
that  tubal  gestation  does  not  usually  involve  both  ovaries  and  both 
tubes,  so  that  objection  falls  to  the  ground.  Dr.  Dudley's  strictures 
could  be  met  upon  the  same  grounds  as  have  been  Dr.  Currier's. 

The  salient  point  is  the  question  of  the  danger  of  the  procedure. 
It  is  undoubtedly  more  dangerous  than  simply  removing  the  ovaries 
and  tubes ;  but  does  it  necessarily  seriously  endanger  the  patient's  life  ? 
Can  not  the  technique  of  the  operation  be  so  improved  as  to  bring  it 
within  the  domain  of  safe  surgical  procedures  ?  We  remember  with 
what  pride  those  of  us  who  served  our  apprenticeship  in  the  eailydays 
of  spaying  would  exhibit  the  ovaries  here  as  evidence  of  the  skill  we 
had  attained  in  the  practice  of  that  operation.  He  would  like  to  know 
if  in  those  early  days  the  mortality  was  any  less  than  can  be  presented 
in  connection  with  this  procedure  by  fair  operators.  Dr.  Edebohls  had 
stated  this  matter  most  fairly.  As  a  mere  procedure,  hysterectomy, 
whether  suprapubic  or  vaginal,  has  a  rate  of  mortality  which  is  no 
more  than  that  which  has  been  suggested  by  one  of  the  gentlemen  as 
necessary  to  establish  it  as  a  proper  surgical  procedure — namely,  four 
per  cent. 

It  must  not  be  lost  sight  of  that  this  procedure  which  he  advocated 
aims  at  completeness  in  a  surgical  operation.  When  the  tubes  as  a 
whole  have  been  removed,  a  part  of  the  uterus  has  thus  already  been 
taken  away — a  portion  which  in  the  process  of  development  was  dif- 
ferentiated from  the  body  of  the  uterus  for  specific  purposes ;  it  is  a 
part  of  the  uterus,  and  so  far  as  much  of  the  function  of  that  organ  is 
concerned  it  is  the  uterus.  You  are  therefore  doing  an  incomplete 
operation  when  you  remove  only  theitubes,  the  ovaries  being  already 
doomed  and  prepared  for  sacrifice. 

Daily  experience  shows  that  the  uterus  is  not  essential  to  the  in- 
tegrity of  the  pelvic  floor,  notwithstanding  that  Dr.  Janvrin  has  shown 
that  it  is  a  part  of  the  original  creation  of  the  individual.  Moreover, 
it  must  be  remembered,  too,  that  we  have  already  interfered  with  its 
supports  and  nutrition  and  rendered  it  a  useless  organ  by  the  removal 
of  the  appendages.  It  is  not  only  this,  but  Dr.  Polk  thought  it  also 
becomes,  in  consequence  of  its  emasculation,  an  organ  capable  of 
acting  in  a  disadvantageous  way  by  interfering  with  the  pelvic  floor, 
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for  it  becomes  an  inert  wedge  in  a  structure  already  weakened  by  in- 
terference with  its  circulation.  We  know  it  is  a  fact  that  prolapse  is 
not  an  infrequent  occurrence  in  young  women  who  have  been  de- 
prived of  their  appendages. 

It  had  been  very  properly  said  by  Dr.  Lusk  that  women  value  the 
uterus.  So  they  do  ;  but  they  value  their  ovaries  also,  yet,  although  we 
coolly  talk  to  them  about  taking  out  the  ovaries,  we  shrink  from  speak- 
ing to  them  about  removing  the  uterus,  whose  very  life  is  gone  when 
the  ovary  departs.  The  ovary  is  essential  to  the  integrity  of  the 
woman,  and  the  moment  you  consent  to  remove  that  organ,  that  very 
moment  you  have  emasculated  every  structure  over  which  the  ovary 
presides.  Let  us  face  this  and  not  shirk  the  idea.  You  may  say  that 
you  do  not  care  to  take  out  the  uterus,  but  you  had  better  do  it  if  it 
can  be  done  without  hazarding  the  patient's  life,  for  reasons  already 
given. 

In  the  light  of  this  discussion,  let  us  finally  place  the  two  ideas  in 
close  antagonism. 

The  one  which  now  dominates  the  profession  is  not  unfairly  stated 
as  follows  : 

A.  Should  the  appendages  give  annoyance,  suffering,  or  be  a  source 
of  danger,  remove  them  promptly,  stopping  there. 

B.  Should  the  appendages  give  annoyance,  suffering,  or  be  a  source 
of  danger,  exhaust  every  rational  resource  of  medicine  or  surgery  to 
save  them,  but  failing  of  this  purpose,  remove  them,  and  along  with 
them  the  uterus,  making  thus  a  clean  sweep,  because  the  patient  with- 
out her  ovaries  is  much  better  without  the  "  emasculated  "  uterus. 


Stated  Meeting,  November  21,  1893. 

Charles  Jewett,  M.  D.,  President. 

Reports  of  Cases  and  Specimens. 

PREGNANCY  AFTER  VENTRAL  FIXATION  OF  THE 

UTERUS. 

Dr.  G.  M.  Edebohls  presented  a  patient  with 

A  Vcntrofixated  Uterus-  Pregnant  in  the  Seventh  Month, 
whose  history  and  present  condition  presented  points  of  interest. 

M.  K.,  aged  thirty-five  years,  married,  was  sent  to  him  by  Dr.  D.  J. 
McDonald,  May  16,  1892.  She  was  the  mother  of  three  children  and 
had  one  miscarriage  at  the  seventh  month,  three  months  before  coming 
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under  his  observation.  Following  the  miscarriage  she  bled  profusely 
for  three  weeks  and  has  since  had  repeated  uterine  haemorrhages. 

Coccygodynia,  dyspnoea,  and  dyspeptic  symptons,  such  as  pain 
after  eating,  bad  taste  in  mouth,  eructations,  and  obstinate  constipa- 
tion, from  which  she  had  suffered  for  several  years  past,  had,  since 
her  miscarriage,  all  increased  in  severity. 

On  examination,  the  left  annexa  uteri  were  found  normal  ;  right 
tube  normal  ;  right  ovary  somewhat  large.  Uterus  slightly  large,  re- 
troverted  in  second  degree,  but  easily  replaceable  in  normal  antever- 
sion  by  bimanual  manipulation.  Cervix  lacerated,  hypertrophied. 
Perinseum  lacerated  in  second  degree  ;  slight  prolapse  of  anterior  and 
posterior  vaginal  walls.  Right  kidney  movable  to  the  extent  of  ten 
centimetres  in  a  downward  direction  ;  urine  normal.  Mitral  regur- 
gitation, as  denoted  by  a  loud,  blowing  bruit  with  the  first  sound  of 
heart  at  apex. 

On  May  17,  1892,  Dr.  Edebohls  performed  upon  her  the  following 
series  of  operations  : 

1.  Curettage  of  uterus. 

2.  Amputation  of  the  cervix  uteri,  after  the  method  of  Simon  and 
Marckwald. 

3.  Shortening  of  round  ligaments.  The  left  ligament  was  first 
found  and  drawn  out  ten  centimetres.  The  right  ligament  was  next 
found  and  drawn  out  some  seven  centimetres,  when,  without  undue 
traction,  it  suddenly  gave  way  within  the  abdomen,  and  he  held  in  his 
hand  a  round  ligament  fifteen  to  sixteen  centimetres  long  with  one 
end  free  and  the  other  attached  at  the  pubis.  Its  length  indicated 
that  it  had  given  way  at  its  origin  from  the  uterus.  Both  inguinal 
wounds  were  closed  and  the  abdomen  opened  by  an  incision  in  the 
median  line. 

4.  Ovariotomy.  On  examination  of  the  uterus,  the  right  round 
ligament  was  found  to  have  been  pulled  out  of  it,  a  small  hole  de- 
noting the  site  of  its  former  insertion.  The  cause  of  the  accident  was 
found  in  a  small  adherent  ovarian  cystoma,  some  five  centimetres  in 
diameter,  the  fixation  of  which  to  the  posterior  pelvic  wall  had  op- 
posed the  traction  made  upon  the  round  ligament  in  the  attempt  to 
draw  out  the  latter.  The  cyst,  right  ovary,  and  tube  were  tied  off -and 
removed,  the  healthy  annexa  upon  the  left  side  being  allowed  to  re- 
main. 

5.  Ventrofixation  of  the  uterus.  The  retroverted  uterus  was 
brought  forward  and  the  fundus  was  attached  to  the  anterior  abdomi- 
nal wall,  in  closing  the  latter,  by  three  permanent  buried  sutures  of 
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silkworm  gut  Two  additional  buried  silkworm  sutures  sufficed  to 
close  the  remainder  of  the  wound.  Time  required  for  these  various 
operative  procedures,  seventy  minutes. 

\n  acute  catarrhal  pneumonia,  beginning  on  the  third  and  ending 
on  the  tenth  day  after  operation,  and  which  involved  the  greater  part 
of  the  ri-ht  lung,  complicated  convalescence.  The  three  abdominal 
wounds  and  the  cervix  all  healed  by  first  intention  and  the  patient 
left  hospital  exactly  four  weeks  after  operation. 

The  symptoms  due  to  the  movable  right  kidney,  and  the  coccy- 
godynia,  however,  persisted  and  the  patient  re-entered  hospital  m 

November,  1892. 

On  November  18,  1892,  Dr.  Edebohls  performed  upon  her— 

6  Nephrorrhaphy  for  fixation  of  the  right  kindey,  and— 

7  Perineorrhaphy,  after  the  method  described  by  him  m  the 
American  Journal  of  Obstetrics,  October,  1890,  both  operations  being 
performed  at  the  same  sitting. 

Both  wounds  again  healed  by  primary  union,  and  the  patient  left 
hospital  four  weeks  later.  Since  then  she  has  suffered  only  from  the 
dyspnoea  due  to  the  cardiac  lesion  and  from  coccygodynia. 

In  Jane,  1893,  patient  again  came  to  him  for  the  purpose  of  hav- 
ing her  coccvx  removed,  which  he  had  promised  to  do  for  her,  if 
other  treatment  of  the  coccygodynia  proved  of  no  avail.  The  fact 
however,  that  the  patient,  who  had  always  been  very  regular,  had 
gone  a  week  beyond  a  due  period,  and  other  symptoms,  led  him  to 
suspect  pregnancy  and  to  postpone  active  measures. 

His  suspicion  proved  well  founded  and  the  patient  is  now  m  the 
seventh  month  of  pregnancy,  her  last  menstruation  having  occurred 
May  16  1893.  The  course  of  this  pregnancy  thus  far  has  been 
smoother  than  that  of  her  four  previous  ones,  absolutely  no  symptoms 
having  occurred  to  disturb  her,  and  the  foetal  movements  are  very 
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On  examination,  the  right  kidney  is  found  securely  anchored  at 
the  site  of  the  lumbar  scar.  The  remnant  of  the  cervix  .s  very  high 
in  the  vagina.  The  uterus  is  enlarged  to  a  size  corresponding  to  the 
seventh  month  of  pregnancy.  •  t 

The  only  abnormity  about  the  uterus  is  a  decided  thickening  of 
the  portion  attached  to  the  anterior  abdominal  wall  by  the  three 
buried  silkworm  sutures.  This,  together  with  a  decided  tilting  for- 
ward  of  the  fundus  and  a  corresponding  undue  dilatation  of  the  pos- 
terior segment,  correspond  to  observations  made  m  s.m.lar  cases, 
under  like  circumstances,  by  other  observers. 
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He  was  inclined  to  believe  that  the  unusually  marked  thickening 
of  the  uterine  wall,  at  the  site  of  its  attachments  to  the  abdominal 
wall,  had  something  to  do  with  the  fact  that  the  fundus  was  secured 
by  three  buried  silkworm  sutures,  quite  a  large  uterine  surface  being 
thus  attached.  He  considered  one  such  buried  suture,  properly  ap- 
plied, quite  sufficient  to  insure  permanent  anteversion  of  the  uterus, 
and  would  in  future,  in  performing  ventrofixation  of  the  uterus,  when 
the  possibility  of  a  future  pregnancy  was  not  excluded,  limit  himself 
to  one  suture  for  attaching  the  fundus.  In  case  of  a  subsequent  preg- 
nancy, he  would  then  expect  a  uterine  development  more  nearly 
approximating  the  normal  than  in  the  patient  exhibited  this  evening. 

The  first  point  of  interest,  then,  in  connection  with  the  case,  was 
the  fact  that  such  an  unusual  number  of  operations  had  been  per- 
formed, all  with  the  happiest  results,  upon  a  patient  suffering  with  or- 
ganic lesion  of  the  heart. 

A  second  point,  the  tearing  of  the  round  ligaments  out  of  the 
uterus,  he  would  refer  to  again  after  the  presentation  of  his  second 
patient,  in  whom  the  same  accident  occurred. 

A  third,  though  perhaps  minor,  point  of  interest  centered  upon 
the  occurrence  and  smooth  progress  of  pregnancy  in  a  uterus  whose 
cervix  was  all  but  entirely  removed  by  amputation,  whose  fundus  was 
ventrofixated,  and  whose  right  tube  and  ovary  had  been  ablated. 

He  would  respectfully  request  the  president  to  appoint  three  or 
four  of  the  fellows,  who  might  be  interested,  to  examine  the  patient 
and  to  report  upon  her  condition,  especially  that  of  the  uterus. 

Dr.  G.  M.  Edebohls  next  related  the  history  of  a 

Case  of  Ventrofixation  of  the  Uterus  now  Pregnant  at  Term. 

He  had  hoped  to  be  able  to  show  the  patient  to  the  society  this 
evening,  but  she  expected  her  confinement  momentarily  and  was 
afraid  to  leave  her  home. 

A.  B.,  a  married  woman  of  twenty-five  years,  mother  of  two  chil- 
dren, came  under  his  care  January  2,  1893. 

Her  symptoms  dated  from  her  last  confinement,  in  August,  1891, 
and,  though  varied,  presented  no  point  of  special  interest. 

Examination  showed  normal  appendages ;  uterus  normal  in  size, 
retroverted  in  second  degree  ;  cervix  slightly  lacerated,  soft  ;  a  large 
cystocele  ;  laceration  of  perineum  in  second  degree. 

On  January  3,  1893,  Dr.  Edebohls  performed  upon  her  the  follow- 
ing series  of  operations  : 

1.  Curettage  of  Uterus. — The  sharp  curette,  on  its  first  introduc- 
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t«»,  passed  without  appreciable  resistance  through  the  soft  posterior 
wall  of  the  corpus  uteri  and  entered  the  free  peritoneal  cavity.  The 
Ic  dent  was  at  once  recognized  and  the  curette  gently  withdraw^ 
Confident  of  his  asepsis  and  conscious  that  no  injury  had  been  done 
by  the  instrument  within  the  peritoneal  cavity,  he  finished  the  curet 
tage  treating  the  perforated  posterior  wall  of  the  uterus  with  special 
gentleness  and  consideration,  and  proceeded  to  do— 
g        Anterior  Colporrhaphy ..-Elliptical  denudation.    Closure  by  the 

buried  running  catgut  suture.  nrPVious 
3.  Colpo-perineorrhaphy,  after  the  same  method  as  m  the  previous 


case. 


4.  Shortening  of  Round  Ligaments.-^  ligament :  first =  found  «d 
drawn  out  Right  ligament  found,  drawn  out,  and  pulled  out  of 
uterus  without  undue  traction.  He  immediately  opened  the  abdomen 
in  the  median  line  and  performed— 

Ventrofixation  of  the  uterus,  the  fundus  being  attached  to  the 
anterior  abdominal  wall  by  two  buried  sutures  of  silkworm  gut. 

Uneventful  convalescence.    Primary  union  of  all  wounds.  Left 
hospital  four  weeks  after  operation. 

Pregnancy  occurred  almost  immediately,  the  patient  menstruating 
but  once  after  operation,  on  March  a  189*  ^  ^ 

He  did  not  see  her  again  until  she  was  exacuv  *uu 
vanced  in  pregnancy.  He  then  found  the  same  condition  of  the  uterus, 
hough  less  marked  which  existed  in  the  first  patient,  the  uterine  wall 
being  thickened  at  the  site  of  its  attachment  to  the  abdominal  wall 
and  the  enlargement  of  the  womb  being  mainly  at  the  expense  of  the 

P0SSe0visIted  her  yesterday  and  found  that  the  pregnancy  had  gone 
on  undist  bed  to'near  the  end  of  the  ninth  month  She  was ^  cons- 
iderably larger  than  with  her  former  children,  and  had  suffere  - 
nortionately  from  more  pronounced  pressure  symptoms.  Fceta  move 
men  s  were  very  active,  and  the  uterus  was  symmetrically  distended, 
Teach  ng  o  ten  centimetres  above  the  umbilicus.  There  was  no  thick- 
ening of  tenderness  of  the  uterus  behind  the  cicatrix  of  the  abdominal 
wound  or  elsewhere.  He  would  endeavor  to  keep  J"**^ 
t.ents,  and  hoped  to  be  able  to  present  both  of  them  to  the  society 

aftCHe  would  not  expatiate  upon  the  perforation  of  the  uterine :  wall 
withthe  curette  further  than  to  say  that  both  the  fact  and  he  site  o 

Iradon  were  demonstrated  at  the  celiotomy 
the  uterus,  and  that  the  ease  of  perforate,  as  well  as  the  facility 
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with  which  the  round  ligament  was  pulled  out  of  the  uterus,  were  ex- 
plained by  the  far-advanced  state  of  fatty  degeneration  in  which  he 
found  the  latter  organ.  As  in  the  former  case,  he  found  a  hole  in  the 
right  cornu  of  the  uterus  to  mark  the  site  of  origin  of  the  -departed 
round  ligament.  He  regretted  that  in  both  this  and  the  previous  case 
he  did  not  pass  the  round  ligament  back  into  the  abdominal  cavity 
through  the  internal  ring  and  unite  it  by  suture  to  the  uterus  at  the 
point  where  it  had  been  torn  out.  Should  a  similar  accident  again 
occur  to  him,  he  would  adopt  this  procedure. 

Altogether  the  accident  of  drawing  the  round  ligament  out  of  the 
uterus  had  occurred  to  him  with  three  of  the  one  hundred  and  thirty- 
six  round  ligaments  (sixty-eight  cases)  which  he  had  shortened. 
Twice  it  was  due  to  advanced  fatty  degeneration  of  both  round  liga- 
ments and  uterus.  In  the  third  case,  that  of  the  patient  presented 
this  evening,  an  error  in  diagnosis — failure  to  recognize  posterior  fixa- 
tion of  a  cystic  ovary — was  responsible  for  the  accident.  In  each  of 
the  three  cases  the  inguinal  wounds  were  immediately  closed,  the 
abdomen  was  opened  in  the  median  line,  and  the  fundus  uteri  attached 
by  suture  to  the  anterior  abdominal  wall. 

Dr.  A.  H.  Buckmaster,  one  of  those  asked  to  examine  this 
patient,  reported  that  the  uterus  was  more  or  less  fixed,  and  there 
was  evidence  of  considerable  thickening  in  the  anterior  wall.  The 
operation  scar  was  quite  small,  and  the  patient  seemed  to  be  in  good 
condition. 

Dr.  Pryor  said  he  had  also  examined  the  patient.  He  had  in- 
quired of  the  patient  as  to  her  symptoms,  and  there  seemed  to  be 
none  which  could  be  traced  to  the  operation.  He  thought  the  ab- 
dominal scar  was  adherent  to  the  uterus,  but  Dr.  Edebohls  had  assured 
him  that  the  uterus  was  fixed  from  the  very  top  of  the  fundus  to  the 
abdominal  parietes.  From  the  fact  that  pregnancy  had  progressed  so 
far  without  interruption,  he  would  imagine  that  the  sutures  had  torn 
out.  Certainly,  the  patient's  condition  was  excellent.  There  had 
been  a  very  small  incision,  there  was  no  appearance  of  ventral  hernia, 
the  sutures  could  be  felt  buried  under  the  skin,  and  he  thought  prob- 
ably there  was  a  band  of  adhesions  running  from  the  scar  in  the  ab- 
domen to  the  old  site  of  the  sutures  in  the  fundus. 

Dr.  A.  F.  Currier  said  he  had  had  one  case  in  which  ventral 
fixation  was  done,  in  which  the  patient  became  pregnant  and  went 
on  to  term,  and  was  delivered  of  a  fine  healthy  child.  In  that  case 
silver  sutures  were  used,  and  they  were  removed  about  the  second 
week  after  operation.  He  thought,  in  cases  in  which  there  was  a  pos- 
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sibilityo£  su.se.uent  ^ 
in  leaving  the  sutures  at  a .bed J*^"^^  without  expelling 
would  not  stand  the  rrntatton  o f  sue   a  cond  ^  ^ 

the  contained  foetus,  and  as  a  mat     o   eu  torn  ^ 
be  much  better  to  ^^"^"^  the  uterus  seemed  to  be 

-  w-ut  any  observa- 

ble  disadvantage  from  such  att achment.  ^  q{ 

D,  Kuuc  said  he  had  bs tened  w.th  much  ^  ^ 
Dr.  Edebohls's  case,  for  it  afforded  Alexande^  operation, 

of  hysterorrhaphy  as  opposed  to  the  so  ca 
He  had  given  up  Alexander  s  operate  over  fiv    y  J 
had  no  reason  to  regret  such  actum.    The  p       ^  ^  ^ 
the  round  ligaments  seemed  to  promise  abdominal  cavity 

duced,  at  a  time  when  we  -ere  loath  *  °pen  ^  be 

.  except  for  a  neoplasm  or  ovanan  d««  .  Y  ^  8  ^  prQced. 
done  extraperitoneal^  seemed  then  tc ,  D P  himseU 
L  which  involved  opening  *e  ^f^^  without  open- 
^en  guilty  of  advocating  ventra  fisa Uon  of  thet  ^  ^ 

—  f^uT  a  sSe  operation,  he  felt  it  would  be 

better  for  him  to  ^andon  surgery  altogeAe 

Dr.  Edebohls  has  told  us  that  m  do.nfc  ^  ^ 

operation  the  founo  on  the  right 

domen  on  account  of  tins  ace iden       y  ^  fuUy  ^ 

side.  This  only  served  as  add, Uonal  proo  he 
wtat  we  are  dealing  w.th  ^^tSTthe  abdomen  at  the  out- 
fought it  would  have  been  P^^Jhy.  Hysterorrhaphy  can 
set,  remove  the  cyst,  and  pe r  o rm  iy  u         l  7^  rf  ^ 

be  done  ~*^£t£Z*  would  furnish  definite  information 
ligaments,  and  at  the  same  ti  existed  troublc 

a?  to  the  condition  of  the  same  time,  and  certdnly 

t^^^y™^ 10  d0  m  ought  not 

any  greater  than  from  kind  of  non-absorbab.e 
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who  was  liable  to  become  pregnant.  In  complete  procidentia,  with 
the  patient  beyond  the  menopause,  or  in  a  woman  whose  appendages 
have  been  removed  for  disease,  sutures  of  non-absorbable  material 
might  be  allowed  to  remain  permanently.  But  in  all  cases  where  the 
possibility  of  future  pregnancy  existed,  the  stitches  should  be  removed 
after  operation,  when  union  between  the  anterior  abdominal  wall  and 
the  uterus  was  assured.  By  scarifying  the  anterior  surface  of  the 
uterus,  one  could  be  sure  of  getting  good  plastic  exudation,  and  hence 
of  good  union  between  the  anterior  surface  of  the  uterus  and  the 
parietes.  Then,  if  pregnancy  occurs,  as  it  had  done  in  three  of  his 
cases  which  he  had  been  able  to  follow,  the  adhesions  would  readily 
stretch  without  being  an  obstacle  to  the  normal  progress  of  preg- 
nancy, and  there  was  no  stitch  to  be  torn  out  then,  as  the  uterus 
naturally  increased  in  size. 

Dr.  Dudley  suggested  that,  as  the  paper  of  the  evening  was  to  be 
on  Alexander's  operation,  the  present  discussion  should  not  be  further 
prolonged. 

Vaginal  Hysterectomy  for  Carcinoma  confined  to  the  Fundus  of  the 

Uterus. 

Dr.  A.  H.  Buckmaster  reported  such  a  case. 

Mrs.  D.,  forty-seven  years  of  age,  came  to  him  last  June  for  severe 
uterine  haemorrhages. 

He  curetted  the  uterus,  and  Dr.  Freeborn  pronounced  the  scrap- 
ings to  be  from  a  cancerous  growth.  In  the  latter  part  of  June  he 
removed  the  uterus  through  the  vagina  and  found  the  new  growth  to 
arise  from  the  right  side  of  the  uterus  between  the  orifice  of  the 
Fallopian  tube  and  the  os  internum.  The  uterus  was  sent  to  Dr. 
Freeborn,  who  confirmed  his  previous  report. 

A  Large  Ovarian  Tumor. 

Dr.  Malcolm  McLean  presented  such  a  tumor,  which  was  re- 
ferred to  the  pathologist  for  examination. 

Mrs.  P.,  aged  thirty-seven  years ;  married  twenty  years  ;  undeci- 
mipara  ;  last  child  born  in  March,  1892.  Has  enjoyed  good  health 
usually  ;  weighs  about  a  hundred  and  thirty  pounds. 

While  still  nursing  her  child,  in  February  last  (1893),  she  began 
menstruating  rather  profusely.  At  this  time  she  discovered  a  "  feeling 
of  soreness"  in  the  right  hypogastric  region,  and  also  a  swelling  or 
lt  lump  "  as  large  as  her  fist.  Within  three  weeks  thereafter — that  is, 
in  March — she  had  a  very  severe  flowing,  which  caused  her  so  much 
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discomfort  and  alarm  that  she  applied  to  a  dispensary  for  treatment. 
She  was  advised  by  the  attending  physician  to  have  the  "  womb 
scraped  thoroughly,"  etc.  Owing  to  the  illness  of  her  child,  she 
neglected  herself  until  the  first  of  July,  when  she  was  examined  by 
Dr.  Charles  A.  Clinton,  who  advised  her  to  go  into  hospital  and  have 
an  operation  performed  for  her  relief.  Through  the  distrust  arising 
from  the  conflicting  opinions  of  friends,  she  was  induced  to  delay  any 
further  treatment  until  the  present  month,  when  she  applied  at  the 
clinic  of  St.  Andrew's  Infirmary  for  Women. 

On  examination,  the  uterus  seemed  to  be  empty,  and  lying  ob- 
liquely displaced  to  the  left  side  of  the  pelvic  brim. 

The  abdomen  was  distended  to  the  dimensions  of  pregnancy  at 
full  term  by  a  round  tumor,  which  was  perfectly  regular  in  outline. 
The  resonant  zone  was  distinct  above  and  in  the  right  flank  only. 

Fluctuation  could  only  be  detected  in  the  left  hypogastric  region. 
Through  the  rest  of  the  tumor  the  wave  was  indistinct  and  rather  elastic. 
In  other  respects  the  tumor  had  all  the  characteristics  of  an  ovarian  cyst. 

Diagnosis  of  ovarian  tumor  with  semisolid  contents  was  made. 

Operation  was  performed  on  Saturday,  November  18,  1893. 

On  opening  the  abdomen,  the  tumor  appeared  as  an  ordinary 
ovarian  cyst,  reaching  from  the  pubis  to  the  ensiform  cartilage. 
Adhesions  were  found  generally  over  the  anterior  and  lateral  surfaces 
of  the  tumor.  Having  separated  these  adhesions,  a  trocar  was  thrust 
into  the  tumor  at  a  point  which  appeared  to  contain  fluid,  but  only 
blood  escaped.  An  incision  into  the  tumor  was  then  made,  and  it 
being  proved  that  the  contents  of  the  tumor  were  solid  or  semisolid, 
it  was  decided  to  enlarge  the  abdominal  incision  sufficiently  to  re- 
move the  tumor  entire.  The  incision  was  accordingly  extended  to 
two  and  a  half  inches  above  the  umbilicus,  thus  making  the  full 
extent  of  the  incision  about  seven  inches. 

The  tumor  was  turned  out  of  the  abdomen  and  the  pedicle  ligated 
with  silk,  division  being  made  by  means  of  the  thermo-cautery. 

The  patient  is  doing  perfectly  well  at  this  time  (fourth  day). 

The  right  Fallopian  tube  was  removed  with  the  tumor. 

The  left  tube  and  ovary,  with  the  uterus,  were  found  normal,  and 
were  left  undisturbed. 

New  Growth  i?i  Breast  following    Traumatism  in  patient  who  had 
Cervix  amputated  twelve  years  before  for  Carcinoma. 

Dr.  P.  F.  Chambers  presented  a  growth  (which  was  referred  to 
the  pathologist)  which  had  developed  after  traumatism  in  the  breast 
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of  a  patient  in  whom  the  cervix  uteri  had  been  removed  twelve  years 
previously  for  epithelioma. 

Mrs.  M.,  aged  sixty-six  years,  operated  upon  by  Dr.  Thomas  twelve 
years  ago  for  epithelioma  of  the  cervix.  The  cervix  was  removed,  high 
amputation,  and  the  cautery  then  applied  over  the  entire  surface. 
She  has  been  under  my  observation  since,  and  up  to  date  has  had  no 
return  of  any  trouble  in  the  pelvis.  Six  months  ago  the  steel  of  her 
stays  broke  and  made  a  sore  under  the  left  breast.  When  I  saw  her, 
three  weeks  ago,  there  was  a  lump  about  the  size  of  a  hen's  egg  in  the 
lower  part  of  the  left  breast.  I  advised  an  operation,  which  she  con- 
sented to,  and  the  next  day  all  of  the  diseased  portion  was  removed. 
The  breast  was  very  large,  and,  with  exception  of  the  portion  removed, 
was  perfectly  healthy.  I  did  not  remove  the  entire  breast,  nor  did  I 
go  into  the  axilla,  as  there  seemed  to  be  no  extension  of  the  disease. 
She  was  in  my  office  to-day,  and  it  was  difficult  to  see  that  anything 
had  been  removed,  as  the  scar  came  under  the  breast,  and  the  breast 
itself  was  not  diminished  in  size. 

.  Ovariotomy  for  Epilepsy. 

The  second  case  is  that  of  a  woman,  aged  twenty-four  years,  mar- 
ried five  years  ago  ;  had  one  child  four  years  ago,  who  died  soon  after 
its  birth.  She  was  then  deserted  by  her  husband.  About  the  time 
of  her  trouble  she  began  to  have  epilepsy,  which  has  not  yielded  to 
treatment.  The  attacks  were  more  frequent  and  severe  at  each  men- 
strual period  ;  otherwise  she  gave  no  history  of  ovarian  trouble,  nor 
could  I  detect  any  upon  examination.  But  as  she  and  her  family  all 
begged  to  have  the  ovaries  removed  as  a  last  resort,  I  finally  con- 
sented to  remove  them,  at  the  same  time  promising  nothing  absolutely 
in  the  way  of  relief.  She  has  made  an  uneventful  recovery,  and,  from 
the  condition  of  the  ovaries,  I  think  will  be  entirely  relieved.  The 
ovaries  I  will  leave  with  the  pathologist  for  his  opinion. 

Dr.  Buckmaster  asked  that  a  report  of  the  further  progress  of 
this  latter  case  be  submitted  to  the  society,  as  he  felt  morally  sure 
that  the  epilepsy  would  return.  Six  months'  experience  in  a  clinic 
for  nervous  diseases  had  convinced  him  that  almost  any  operation 
from  circumcision  to  a  fall  from  a  second-story  window  would  tem- 
porarily relieve  epilepsy. 

Dr.  Chambers  replied  that  he  had  promised  the  family  nothing, 
and  had  only  done  the  operation  at  their  earnest  solicitation. 
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A  New  Trocar  Forceps  for  evacuating  Pelvic  Abscesses. 

Dr.  Clement  Cleveland  exhibited  the  instrument,  and  said  that 
ordinarily  Dr.  Bache  Emmet's  well-known  instrument  answered  every 
purpose,  but  where  there  was  much  induration  and  thickening  it  was 
sometimes  difficult  to  use.  The  general  form  of  that  instrument  had 
been  retained,  except  that  he  had  changed  the  angle  between  the 
handle  and  blades.  A  long,  hollow  needle  is  clamped  in  the  jaws  of 
the  instrument,  and  serves  not  only  for  perforating  through  the  vagina 
into  the  abscess,  but  also  as  a  guide  for  the  trocar.  The  rubber 
drainage-tube  is  then  inserted  with  the  aid  of  a  special  instrument. 

Dr.  Bache  Emmet  said  that  this  instrument  was  a  vast  improve- 
ment on  his  own,  as  it  was  not  only  more  easily  introduced,  but  also 
allowed  of  confirming  the  diagnosis  at  the  same  time.  The  original 
purpose  of  his  instrument  was  to  facilitate  the  carrying  of  the  drain- 
age-tube into  position,  as  experience  had  shown  that  during  the  with- 
drawal of  one  instrument  and  the  introduction  of  another,  trouble- 
some haemorrhage  sometimes  occurred.  He  thought,  however,  that 
with  this  new  instrument  there  would  be  difficulty  in  introducing  the 
rubber  tube,  even  though  the  jaws  of  the  instrument  were  widely 
spread.    It  is  very  easy  to  make  a  false  passage  in  this  way. 

Dr.  Pryor  asked  Dr.  Cleveland  if  he  would  subject  pyosalpinx 
as  well  as  pelvic  abscess  to  this  procedure  ;  in  other  words,  did  he 
tap  pyosalpinx  as  well  as  ordinary  broad  ligament  abscess  ? 

Dr.  Cleveland  said  that  he  did  where  the  patient  refused  lapa- 
rotomy. He  referred  to  a  case  which  he  had  treated  in  this  way,  using 
Bache  Emmet's  instrument ;  she  recovered,  and  the  other  tube  was 
not  affected,  as  is  often  the  case. 

Dr.  Bache  Emmet  said  his  instrument  was  not  devised  for  the 
treatment  of  pyosalpinx  or  of  any  abscess  which  could  be  removed 
from  above.  In  two  cases  where  it  was  not  known  whether  the 
abscess  was  of  the  broad  ligament  or  of  the  tubes,  the  abdomen  had 
to  be  closed  and  the  abscess  punctured  from  below.  Both  cases 
drained  perfectly  for  several  months,  and  ultimately  complete  obliter- 
ation of  the  sac  took  place. 

Dr.  H.  T.  Hanks  said  he  believed  that  in  a  short  time  this  instru- 
ment, or  some  modification  of  it,  would  be  the  only  one  which  would 
be  used  in  tapping  pelvic  abscesses.  By  pelvic  abscesses  he  did  not 
mean  loose  or  floating  pyosalpinx.  He  had  used  Bache  Emmet's 
instrument  in  a  large  number  of  cases,  and  the  greater  his  experience 
with  it,  the  more  valuable  he  considered  it  ;  hence  any  useful  modi- 
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fication  would  be  very  valuable  to  him.  He  believed  that  many  cases 
could  be  emptied  through  the  vagina  with  this  instrument  with  far 
more  safety  than  they  could  be  operated  upon  from  above.  He  had 
used  this  instrument  with  much  success  in  several  cases  of  abscesses 
of  the  ovary  where  the  ovary  had  rolled  under  the  broad  ligament, 
and  in  suppurating  parovarian  cysts 'and  tubes  which  were  held  down 
with  exudates,  where  the  base  of  the  pus-sac  was  low  down  under  the 
broad  ligament  ;  and  when  drainage  was  made  into  the  vagina.  He 
punctured  from  above  into  the  vagina  with  this  instrument. 

Dr.  W.  Evelyn  Porter  suggested  as  an  additional  attachment 
to  the  instrument  a  metallic  tube,  preferably  of  silver,  which  could 
be  inserted  much  more  readily  than  rubber  tubing,  and  which  would 
overcome  the  difficulty  experienced  in  introducing  a  rubber  tube. 

Dr.  Bache  Emmet  said  that  in  the  original  instrument  the  drain- 
age-tube, inclosed  in  the  blades,  was  carried  in  at  the  same  time  the 
puncture  was  made ;  hence  there  was  no  plunging  in  the  dark  with 
the  rubber  tube.  Dr.  Cleveland's  instrument  necessitated  the  carry- 
ing in  of  the  tube  subsequently. 

Dr.  Cleveland  said  that  he  had  only  used  this  new  instrument 
in  one  case,  where  the  condition  was  similar  to  that  which  had  first 
led  him  to  make  this  modification.  He  opened  the  abdomen  and 
found  such  firm  adhesions  that  he  decided  to  puncture  through  the 
vagina.  The  abdominal  sutures  were  inserted,  but  he  did  not  close 
the  wound  at  once.  His  assistant  put  his  finger  in  the  abdomen 
against  the  walls  as  a  guide,  to  prevent  the  needle  from  puncturing 
through  into  the  peritoneal  cavity.  He  had  had  no  difficulty  at  all  in 
passing  in  the  double  drainage-tube,  and  he  did  not  think  there  was 
likely  to  ever  be  any  trouble  in  introducing  it. 

"  Alexander  $  Operation. 
Dr  Arthur  Bird  read  a  paper  with  the  above  title. 

"Anterior  Vaginal  Fixation  of  the  Uterus." 
Dr.  H.  X.  Vineberg  read  a  paper  with  the  above  title. 

Discussion. 

Dr.  Edebohls  said  he  wished  to  discuss  chiefly  the  paper  of  Dr. 
Bird,  as  with  reference  to  the  subject  brought  before  the  society  by 
Dr.  Vineberg  he  had  had  no  personal  experience.  He  had  expected 
to  hear  a  detailed  account  of  and  the  conclusions  derived  from  the 
author's  own  practical  experience  with  Alexander's  operation,  but  in 
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this  he  was  disappointed.  Again,  when  the  writer  said  the  title 
should  have  been  rather  the  Disadvantages  of  the  Operation,  he  hoped 
to  hear  a  consideration  of  these  disadvantages  in  detail,  but  again  he 
had  been  disappointed,  for  the  author  had  only  spoken  in  general 
terms.  The  reader  of  the  paper  saw  nothing  but  disappointment  and 
disadvantages  in  Alexander's  operation.  This,  the  speaker  said,  was 
exactly  his  own  turn  of  mind  when  he  first  began  to  do  the  operation, 
and  after  his  fifth  case,  full  of  disappointment,  he  abandoned  the  op- 
eration for  about  six  months.  During  this  interim  there  was  no 
course  left  except  to  attach  the  fundus  of  the  retroverted  uterus  to 
the  anterior  abdominal  wall — the  measure  advocated  here  to-night 
by  Dr.  Krug  in  those  cases  in  which  he  would  shorten  the  round  liga- 
ments. He  felt,  however,  at  that  time,  that  cceliotomy  simply  for  the 
purpose  of  attaching  the  uterus  to  the  abdominal  wall  was,  to  say  the 
least,  not  a  very  desirable  procedure,  and  that  by  fixing  the  uterus  by 
adhesions  within  the  peritoneal  cavity  we  had  established  an  unde- 
sirable abnormity.  To  show  that  he  had  no  prejudice  against  ventral 
fixation,  under  proper  indications,  he  would  say  that  he  had  performed 
this  operation  quite  as  often  as  the  operation  of  shortening  the  round 
ligaments. 

He  understood  the  author  of  the  paper  to  state  that  shortening  of 
the  round  ligaments  does  not  restore  the  uterus  to  its  normal  position. 
Admitting  the  statement  to  be  true  for  the  sake  of  argument,  if  we 
are  to  wait  for  an  operation  which  will  restore  the  uterus  to  its  abso- 
lutely exact  normal  position,  if  there  is  such  a  thing,  we  shall  have  to 
allow  our  patients  to  wait  and  suffer  until  that  period  arrives  when 
we  shall  secure  such  perfect  results.  He  considered  that  among  the 
operations  devised  for  the  cure  of  retroversion,  the  one  which  most 
nearly  restores  the  uterus  to  its  normal  position  and  most  nearly 
allows  of  its  normal  mobility  is  this  very  operation,  called  Alexander's 
operation.  It  does  not  fix  the  uterus  by  means  of  peritoneal  adhesions, 
or  make  a  bend  in  the  uterus,  or  fasten  it  down  to  the  vagina.  The 
reader  stated  that  it  did  not  produce  good  anatomical  results,  but 
this  was  entirely  opposed  to  his  own  experience,  for  out  of  some  sixty 
odd  cases  which  had  been  operated  upon  by  him,  by  his  own  method 
of  shortening  the  round  ligaments  during  the  past  four  years,  in  not 
one  had  the  uterus,  to  his  knowledge,  gone  back  to  retroversion.  If 
the  operation  is  properly  performed  we  may  expec'.  perfect  anatomical 
results.  The  therapeutical  result  will  depend  entirely  upon  the  clear- 
ness of  the  indication  under  which  the  operation  is  performed.  The 
absolute  indications,  he  thought,  were,  (i)  a  freely  movable  retro- 
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verted  uterus,  and  (2)  perfectly  normal  tubes  and  ovaries  ;  they  must 
not  be  increased  in  size,  or  the  seat  of  any  pathological  change  recog- 
nizable by  careful  bimanual  examination.  He  had  not  recognized  a 
small  ovarian  cyst,  adherent  posteriorly,  which  caused  the  accident  he 
had  demonstrated  in  the  patient  he  presented  this  evening  ;  this  was 
his  own  fault,  however,  and  only  showed  that  we  must  not  be  negli- 
gent in  our  diagnosis.  When  he  had  observed  these  indications 
^and  they  had  been  present  in  nearly  every  one  of  his  cases — he  had 
obtained  very  satisfactory  therapeutical  results,  at  least  if  he  could 
believe  his  patients.  If  the  uterus  becomes  again  retroverted,  it  is 
because  the  operation  has  not  been  properly  performed.  The  author 
had  cited  a  case  in  which  relapse  occurred  in  a  patient  operated  upon 
last  April.  The  speaker  thought  he  knew  of  and  had  seen  this  par- 
ticular case,  and,  if  so,  it  was  one  in  which  the  operator  himself  told 
him  he  had  not  succeeded  in  restoring  the  uterus  to  a  position  of 
anteversion  at  the  time  of  the  operation,  and  that  the  operation  was 
therefore  not  successful. 

He  would  admit  that  hernia  may  occur  after  Alexander's  opera- 
tion ;  he  had  had  two  such  cases  in  his  own  experience.  One  of 
these  occurred  in  a  young  woman  who  became  pregnant  two  or  three 
weeks  after  she  left  the  hospital,  and  when  seen  by  him  several  months 
later,  had  a  well-marked  hernia  on  one  side.  In  the  other  case  he 
operated  for.  the  cure  of  retroversion  of  the  uterus  and  of  double 
inguinal  hernia,  and  in  that  case  the  hernia  was  reproduced  on  one 
side.  But  since  he  had  adopted  the  method  of  closing  the  inguinal 
canal  and  uniting  the  ligament  in  it  with  buried  silkworm-gut  suture, 
he  no  longer  feared  hernias  after  Alexander's  operation. 

The  real  disadvantages  of  the  operation  for  shortening  the  round 
ligaments  are  that  it  is  one  not  congenial  to  every  surgical  mind  ;  it 
requires  a  certain  methodical  cast  of  mind  for  one  to  feel  at  home  in 
an  operation  which  is  based  entirely  on  finer  anatomical  dissection, 
and  to  carry  out  this  operation  successively  on  both  sides.  The  fail- 
ures are  always  due  to  want  of  pursuing  a  certain  method  carefully 
and  systematically,  and  because  not  every  one  has  learned  how  to 
find  or  how  to  shorten  the  round  ligament.  He  wished  to  introduce 
a  counter- plea  to  the  author's  statement,  and  say  he  knew  of  no 
operation  in  gynaecology  more  beneficent,  if  properly  performed  in 
properly  selected  cases. 

Dr.  J.  Duncan  Emmet  thought  Dr.  Bird's  paper  was  worthy  of 
considerable  commendation.  Unlike  the  last  speaker,  he  thought 
the  real  disadvantages  of  Alexander's  operation  were  those  which  be- 
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,11  to  all  forms  of  fixation  of  the  uterus  by  the  fundus, 
long  as  well  to  all  forms  o  anatormcally  and  physio- 

Such  operations  in  his  opinion  above-that  is,  by  the 

logically  incorrect.  The  uterus  is  sw  ^ 
broad  ligaments  from  ^^J*^  fixation  and  in 
the  top  of  the  fundus,  as  becomes  h  cas m  ve  ^  ^ 

Alexander's  operation.  Such  opertt ions  are  & 
Baker-Brown  operation  on  the  stalled  .P™^  ina  and 

mass  of  sUin  and  ^^^f^SS^  or  fiexion 
uterus  from  below.    He  did  not  Dene  rondltions  deserving  of 

they  depend  is  removed.  He ^had never  ^ 

had  seen  it  performed  on  a  number  cases 

in  following  die  results  of  these  operations  and  he  had  n  ,  y 

a  case  in  Wfiich  any  anterior  attachment  of  th *  ™  P^ 

was  called  for,  nor  had  he  ever  seen    case  o f  profcp  ^  ^ 

slon  which  could  not  be  cure      ,      =-  jt  t0 

vagina,  which  could  lessen  the  weig  relieving  the  drag  on 

its  proper  position  and  plane  i n  t he  pelv*  by  ehe  g 

the  blood-vessels  which  earned  the  blood * an  ^ 

The  only  possible  case  m  which  he  could  im  g  ^ 

uterus  up  in  th,  — I^S^SSJ*  keep  a  movable 

the  posterior  wall  of  he  uterus  operation  which  forci- 

orga„  back  m  the  hollow  of  the  —       £  p         enough  t0  rise 

bly  held  the  uterus  forward  until  *ehbro     g  ^ 

out  of  the  pelvis ^«2S££2£  a  pears  for  a  time  to  be 

son,  he  believed,  that  Alexanae      i  ^  neryes 

dition.  .  •    ,  ■    _nMt.  oniv  on  the  Alexander 

DMZ;Z  ^X^:Z^U,  ana  had  only 
operation.    He  had  taKcn  up         i  operated  upon  about 

bl  en  doing  it  within  the  last  few  year,  J^J^  t0  him 
thirty  cases,  and  his  results  had  been  . rcffi W  The 


The  New  York  Obstetrical  Society. 


Ql 


such  a  thing  as  a  normal  position  for  the  uterus.  He  felt,  with  Dr. 
Edebohls,  that  the  indications  must  be  very  clearly  mapped  out  be- 
fore attempting  to  do  the  operation,  and  that  the  annexa  should  be 
perfectly  normal.  Of  course  there  are  cases  where  adhesions  have  been 
found  and  separated,  and  then  Alexander's  operation  performed  with 
good  results  following.  Edebohls's  operation  is  really  not  Alexander's 
operation,  but  his  own.  The  speaker  preferred  to  do  the  Alexander 
operation,  feeling  that  the  slitting  up  of  the  inguinal  canal  and  the  in- 
sertion of  buried  sutures  was  unnecessary,  as  he  obtained  perfectly 
firm  holding  of  the  ligaments  by  the  old  method  of  suturing  the  round 
ligament  in  the  canal.  He  had,  of  course,  had  failures  in  the  operation, 
but  in  these  cases  he  felt  that  he  was  to  blame.  They  were  his  early 
cases.  If  pus  appears  in  one  or  both  incisions,  there  is  likely  to  be  a 
failure  of  the  operation,  and  subsequent  hernia.  Another  cause  of 
failure  or  of  the  occurrence  of  hernia  is  the  unsurgical  way  in  which 
some  operators  insert  the  sutures.  The  operator  should  be  very  care- 
ful to  knot  the  suture  under  the  fascia,  not  above  it.  Latterly  he  had 
adopted  the  following  method  of  suturing  :  One  inch  to  an  inch 
and  a  quarter  is  long  enough  for  the  incision  except  in  very  fat  sub- 
jects. Cutting  down  on  the  inguinal  canal,  he  feels  for  the  least  re- 
sisting point,  which  marks  the  external  ring  ;  then,  pressing  down  with 
the  thumb  and  forefinger  on  either  side  of  the  ring,  he  cuts  through 
the  intercolumnar  cellular  membrane,  and  a  little  bulging  cushion  of 
fat  appears.  If  this  cushion  of  fat  is  grasped  with  forceps,  one  is 
almost  sure  to  have  the  ligament  in  its  grasp.  The  ligament  is  then 
drawn  out  and  sutured  with  silkworm  gut.  Instead  of  cutting  off  the 
ligament  after  introducing  the  sutures,  he  passes  a  Hagedorn  needle 
with  carrying  thread  underneath  the  fascia,  at  the  lower  angle  of  the 
wound,  and  out  on  the  mons,  three  fourths  of  an  inch  below  the  in- 
cision. The  end  of  the  ligament  is  placed  in  the  loop  of  the  carrying 
thread  and  pulled  through  and  sutured  and  cut  off.  It  is  of  course 
very  necessary  to  draw  the  ligament  out  about  four  inches  in  order  to 
be  sure  that  the  uterus  is  sufficiently  anteverted  to  remain  in  position. 
He  was  afraid  of  the  buried  suture  of  silkworm  gut ;  he  had  had 
trouble  from  it.  If  he  had  to  use  a  buried  suture,  it  would  be  one  of 
kangaroo  tendon.  He  favored  Dr.  Edebohls's  method  of  drainage — 
viz.,  introducing  short  pieces  of  silkworm  gut,  allowing  them  to  re- 
main for  twenty-four  hours,  and  then  removing  them.  In  this  respect 
he  differed  somewhat  with  Dr.  Edebohls,  who  leaves  them  in  a  week. 

It  takes  nearly  two  months  for  union  to  be  sufficiently  strong  to 
hold  the  uterus  in  position  ;  hence  he  commonly  directed  the  patient 
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to  wear  a  pessary  for  three  months.  He  had  had,  however,  some 
cases  in  which  no  pessary  had  been  used,  and  yet  the  results  had 
been  good.  He  believed  that  most  ligaments  were  strong  enough 
to  hold  the  uterus  to  which  they  are  attached  ;  he  had  had  very 
good  results  even  with  very  small  ligaments.  He  believed  in  the 
old  operation  where  the  sutures  were  left  in  temporarily,  but  they 
are  often  taken  out  too  early.  He  considered  it  a  very  important 
point  that  they  should  be  left  in  three  or  four  weeks,  a  custom  he  be- 
lieved practiced  by  himself  alone,  as  far  as  he  knew.  Then,  after  re- 
moval of  the  sutures,  there  is  a  canal  left  which  is  gradually  filled 
with  fibrous  tissue,  which  holds  the  ligaments  as  firmly  as  the  sutures. 
Since  using  a  wet  dressing  of  bichloride  he  had  never  found  pus  in 
the  wound. 

He  had  recently  seen  a  number  of  patients  upon  whom  he  had 
operated  eight  to  twelve  months  before.  The  uterus  was  found  in 
proper  position  and  all  the  symptoms  had  been  relieved.  In  the  few 
cases  in  which  the  symptoms  had  not  been  relieved  he  felt  there  must 
have  been  some  adhesion  or  disease  of  the  ovary  undiscovered.  He 
was  satisfied  that  Alexander's  operation  was  a  good  operation,  and 
one  which  would  continue  to  live. 

Dr.  H.  L.  Collver  said  that  the  results  of  Alexander's  operation 
depended  entirely  on  the  operator — that  is,  upon  the  proper  selection 
of  the  caseF  and  the  proper  performance  of  the  operation.  He  had 
seen  some  failures,  and  also  symptoms  produced  which  were  not  pres- 
ent before  the  operation — such,  for  example,  as  frequent  micturition 
dependent  upon  the  ligaments  being  drawn  out  too  much.  Again, 
where  the  ligaments  were  in  a  state  of  fatty  degeneration,  they  had 
sometimes  ruptured.  Ordinarily,  where  the  uterus  had  been  once 
placed  in  a  normal  position,  not  an  exaggerated  one,  the^e  cases  had 
been  relieved  of  all  their  symptoms.  He  had  yet  to  see  any  cases  in 
which  pregnancy  had  subsequently  occurred.  From  what  he  had  seen 
of  the  operation,  he  would  not  condemn  it,  but  would  advise  caution 
in  doing  it. 

Regarding  fixation  of  the  uterus,  he  said  he  had  seen  one  case  in 
which  it  had  done  harm.  The  patient  had  a  double  laceration  of  the 
cervix  and  a  complete  laceration  of  the  perinaeum.  Ventral  fixation 
was  performed  without  repairing  these  lacerations.  She  conceived 
and  went  to  about  the  sixth  month,  and  then  aborted.  He  had  noted 
in  this  case  that  as  the  uterus  enlarged  there  was  a  sensation  of 
burning  and  dragging,  and  that  finally  the  cervix  was  almost  visible 
at  the  vulva,  and  it  was  at  about  this  time  that  she  miscarried. 
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Regarding  the  new  operation  proposed  by  Dr.  Vineberg,  he  felt 
that  if  it  were  performed  with  judgment  it  would  be  a  successful  pro- 
cedure, but  if  handled  as  Alexander's  operation  had  been,  and  the 
flexure  increased,  the  symptoms  would  be  as  annoying  as  if  no  opera- 
tion had  been  performed.  There  also  seemed  to  be  greater  danger  of 
injuring  the  ureters  than  the  writer  seemed  to  think.  He  thought  that 
stitching  the  uterus  to  the  anterior  vaginal  wall  would  produce  such 
an  exaggerated  version  or  flexion  as  to  give  rise  to  very  annoying 
micturition.  He  had  had,  however,  no  personal  experience  with  the 
operation. 

Dr.  Francis  Foerster  said  he  had  had  occasion,  during  his  re- 
cent service  in  the  German  Hospital,  to  operate  on  three  cases  by  the 
combined  Mackenrodt  and  Winter  methods.  There  was  retroversion 
with  a  perfectly  movable  uterus,  and  the  choice  was  between  Alex- 
ander's operation  and  this  new  operation.  It  was.  of  course,  too  soon 
yet  to  speak  of  the  ultimate  result,  but  the  primary  one  was  very  good. 
He  thought  Dr.  Vineberg  had  put  the  operation  in  such  a  light  that  it 
might  be  looked  upon  as  a  very  easy  operation.  While  the  operation 
itself  is  not  difficult  it  involves  a  certain  amount  of  danger.  To  do  it 
properly  one  must  work  one's  way  up  to  the  vesico-uterine  space,  and 
then,  on  reaching  the  peritoneal  fold,  gradually  push  this  back  and 
denude  the  anterior  surface  near  to  the  fundus  uteri.  This  fold  of 
peritonaeum  is  easily  ruptured.  A  heavy  sound  must  then  be  intro- 
duced and  the  retroverted  uterus  brought  into  extreme  anteflexion. 
Here  again  accident  may  occur,  as  force  has  to  be  used  to  bring  the 
uterus  into  the  field  of  operation.  In  one  instance  he  had  used  a 
strong  steel  bougie — number  eight — in  the  uterus,  and  it  had  perforated 
through  the  fatty  uterine  wall.  In  this  case,  contrary  to  his  usual 
custom,  the  uterus  had  not  been  previously  curetted.  He  was  there- 
fore forced  to  open  the  abdomen  to  determine  the  extent  of  the  dam- 
age. Fortunately,  there  were  no  ill  consequences.  In  another  case, 
occurring  in  a  nullipara,  he  found  much  trouble  in  reaching  anywhere 
near  the  fundus.  He  would  never  claim  that  he  reached  the  fundus  ; 
he  reached  somewhere  above  the  internal  os.  He  did  not  think  the 
operation  should  be  done  in  cases  of  prolapse,  for  the  anterior  wall  is 
very  lax  and  soft,  and  hence  does  not  offer  a  good  basis  for  the  opera- 
tion. ' 

Dr.  Krug  said  he  had  already  expressed  his  views  on  the  com- 
parative value  of  Alexander's  operation  and  hysterorrhaphy,  but  he 
would  like  to  refer  to  a  point  not  yet  mentioned.  Some  cases  are  re- 
ported to  have  been  benefited  by  Alexander's  operation,  but  curettage 
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was  also  done.  He  did  not  wish  to  bring  up  the  question  of  whether 
retroversion  is  a  disease  or  a  symptom  ;  still  some  women  having 
marked  retroversion  will  go  on  unmolested,  will  bear  children,  and 
the  existence  of  the  condition  is  not  even  suspected  until  an  examina- 
tion is  made  accidentally  for  some  other  reason.  Again,  many  have 
retroversion  with  symptoms  which  he  thought  were  not  directly  due 
to  the  retroversion,  but  to  the  fact  that  there  is  an  endometritis  and 
a  lack  of  drainage  from  the  uterus.  Those  cases  seemed  to  have  been 
cured  by  Alexander's  operation.  This,  however,  was  simply  due  to 
the  fact  that  curettage  had  been  done  at  the  same  time,  and  that 
proper  drainage  from  the  uterus  had  been  established.  He  would 
always  try  dilatation  and  curettage  first,  and  in  cases  where  he  had 
not  succeeded  by  this  means  he  had  opened  the  abdomen,  and  found 
abundant  cause  for  doing  so.  In  one  striking  instance  the  appendix 
vermiformis  was  found  running  across  the  fundus  of  the  uterus  and 
firmly  adherent  to  it,  so  that  distention  of  the  bowel  or  movement  of 
the  uterus  caused  great  pain.  Reiterating,  most  of  these  cases  can  be 
relieved  by  mere  curettage  and  drainage  ;  other  cases  not  so  relieved 
should  not  be  subjected  to  Alexander's  operation,  but  the  abdomen 
should  be  opened  and  the  exact  condition  ascertained.  Opening  the 
abdomen  and  hysterorrhaphy  are  not  dangerous  ;  they  cure  the  disease, 
not  merely  a  symptom. 

Dr.  Buckmaster  thought  Dr.  Krug  had  only  partially  stated  the 
subject  when  he  said  that  the  symptoms  did  not  arise  from  the  mere 
backward  displacement,  but  from  some  outside  cause.  He  believed 
that  any  form  of  fixation  of  the  uterus  was  objectionable,  because  the 
uterus  is  normally  a  movable  organ.  He  had  succeeded  in  absolutely 
relieving  the  symptoms  of  backward  displacement  in  cases  where  there 
was  a  freely  movable  uterus  by  the  "  shelf  operation  "  of  Dr.  Emmet, 
which  will  throw  the  uterus  forward  and  not  only  hold  it  there,  and 
will  in  addition  raise  the  uterus.  Theoretically  it  would  seem  that 
the  uterus  would  be  elevated  by  shortening  the  round  ligaments,  but 
as  a  matter  of  fact  Alexander's  operation  depressed  the  uterus.  He 
believed  this  operation  of  Dr.  Emmet  furnished  the  indication  which 
Dr.  Edebohls  had  referred  to — viz.,  to  provide  a  means  for  bringing 
the  uterus  forward  and  holding  it  in  the  proper  plane  without  open- 
ing the  abdomen.  If  the  abdomen  were  opened,  he  would  rather 
perform  Pryor's  operation  of  stitching  the  uterus  to  the  bladder,  as 
this  fixes  it  to  a  movable  organ. 

Dr.  A.  Palmer  Dudley  said  he  wished  to  defend  the  reader  of 
the  paper,  for  he  thought  Dr.  Edebohls's  criticism  was  rather  severe. 
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He  did  not  think  Dr.  Bird  intended  to  convey  the  idea  that  Alexan- 
der's operation  was  a  failure,  or  that  he  would  not  do  it  in  proper 
cases,  but  that  there  were  disadvantages  attending  it.  These  disad- 
vantages were  :  (i)  a  liability  to  hernia,  which  we  know  occurs  ;  (2) 
the  uterus  is  not  restored  to  its  proper  plane  ;  and  (3)  the  liability  of 
the  ligaments  to  give  way.  It  would  require  an  extended  description 
of  the  anatomy  of  the  pelvis  to  maintain  the  second  point;  neverthe- 
less, it  was  true  that  at  the  same  time  that  the  uterus  is  drawn  forward 
it  is  depressed  in  the  pelvis.  He  had  at  present  under  his  care  a  rela- 
tive who  emphasized  all  these  points.  Last  winter  she  was  operated 
upon  by  Edebohls's  operation  of  slitting  up  the  canal,  because  he 
thought  there  was  less  danger  of  tearing  the  ligaments.  The  uterus 
was  perfectly  movable  and  there  was  no  disease  of  the  annexa.  He 
drew  out  four  inches  of  the  ligament  on  each  side  ;  the  uterus  was 
curetted  and  the  perinaeum  was  closed  up,  and  she  was  kept  under 
constant  observation,  yet  at  the  present  time  the  uterus  is  just  as  low 
as  before  the  operation,  and  her  pains  are  just  as  bad  as  before.  She 
had  only  been  relieved  of  one  condition — haemorrhage.  He  would 
not  condemn  the  operation,  but  he  considered  it  absolutely  necessary 
that  the  ovaries  and  tubes  should  be  normal.  Failure  is  often  due  to 
applying  more  traction  to  the  ligament  than  it  will  bear.  No  uterus 
can  rest  long  retroverted  in  the  pelvis  without  pathological  changes 
in  the  broad  ligament,  resulting  in  contraction  and  immobility,  and 
this  resistance  must  be  overcome  in  making  traction  on  the  round  liga- 
ments ;  hence  there  are  dangers  which  are  beyond  our  ability  to  diag- 
nosticate at  the  time  of  the  operation. 

Dr.  Bird  said  he  only  wished  to  say,  in  closing  the  discussion,  that 
he  had  been  misinformed  in  regard  to  the  case  which  he  quoted  as 
having  relapsed  since  last  April.    The  operation  was  not  a  success. 

Dr.  Vineberg,  in  closing,  said  that  Dr.  Forster  had  evidently 
formed  a  misconception  of  the  technique,  as  it  was  not  necessary  to 
cut  through  the  peritonaeum.  This  was  gently  pushed  back  as  far  as 
possible.  The  chief  point  was  to  get  the  bladder  well  out  of  harm's 
way  and  the  peritonaeum  would  take  care  of  itself.  He  thought  Dr. 
Forster  magnified  the  difficulties  of  the  operation,  particularly  so  as 
this  was  before  a  body  of  specialists  which  numbered  some  of  the 
ablest  operators  in  this  country  or  in  any  other. 

In  reply  to  Dr.  Collyer  he  stated  that  it  was  impossible  to  injure 
the  bladder  in  passing  the  uterine  sutures,  if  the  precaution  were  taken 
to  antevert  the  fundus  so  that  it  presented  at  the  vaginal  incision. 
And  as  for  injuring  the  ureters  in  this  operation,  one"  might  as  well 
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talk  of  injuring  the  kidneys.  He  had  already  stated  in  his  paper  that 
it  was  too  soon  to  judge  of  the  ultimate  results,  but  that  he  would 
report  on  this  point  later. 


GYNECOLOGY  IN  SCOTLAND. 
By  J.  D.  Bissell,  M.  D. 

Abstract  of  a  paper  e?ititled 

THE  ETIOLOGY  OF  ECTOPIC  GESTATION* 

By  J.  C.  Webster,  M.  I).,  F.  R.  C.  P.  E. 

Until  recently  the  occurrence  of  tubal  gestation  has  been  attrib- 
uted to  the  following  conditions  : 

1.  Those  mechanically  interfering  with  the  passage  of  the  ovum  to 
the  uterus — e.g.,  tumors  pressing  upon  the  Fallopian  tube,  or  filling 
up  the  tube  lumen,  etc. 

2.  Those  interfering  with  the  peristaltic  action  of  the  tube — e.  g., 
thickening  of  its  walls  by  inflammation. 

3.  Those  destroying  the  action  of  the  cilia  of  the  lining  cells  of 
the  mucosa — e.  g.,  endosalpingitis. 

A  careful  analysis  of  these  various  conditions  leads  to  the  conclu- 
sion that  the  views  current  in  regard  to  the  subject  are  hazy  and  in- 
definite, their  acceptance  involving  numerous  contradictions  as  well 
as  certain  assumptions  based  entirely  upon  speculation.  It  is  true 
that  the  above-tabulated  conditions  have  been  founded  upon  observa- 
tion, and  to  associate  them  in  some  way  with  the  occurrence  of  the 
tubal  pregnancy  is  natural,  but  to  establish  them  as  the  ultimate  or 
essential  factors  in  its  causation  is  anything  but  logical. 

The  first  question  to  be  considered  in  discussing  the  subject  is, 
where  the  spermatozoa  fertilize  the  ovum.  It  is  generally  believed 
that  their  meeting  place  is  normally  the  Fallopian  tube.  Lawson 
Tait  with  others  believe  that  it  is  the  uterine  cavity.  Facts  derived 
from  the  study  of  extra-uterine  human  pregnancy  make  it  probably 
true  that  the  spermatozoa  are  capable  of  working  their  way  into  both 
uterus  and  tubes,  fertilizing  the  ovum  wherever  they  chance  to 
meet  it. 


*  Read  before  the  Obstetrical  Society  of  Edinburgh,  June  29,  1S93. 
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Another  question  to  be  considered  is  the  following  :  Is  there  any 
ground  for  supposing  that  a  fertilized  ovum  can  develop  in  the  nor- 
mal mucosa  of  the  Fallopian  tube  ?  In  the  lowest  animals  there  is  no 
marked  distinction  found  between  the  oviduct  and  the  uterus  ;  in  the 
higher  forms  each  lateral  tube  becomes  differentiated  into  an  upper 
oviduct  portion  and  a  lower  uterine  portion  ;  and  in  the  very  highest 
forms  the  lower  portions  blend  into  a  single  uterus.  In  these  highest 
mammals  the  oviducts  or  Fallopian  tubes  retain  only  the  power  of 
carrying  the  ovum  from  the  ovary  to  the  uterus,  and  the  uterus  alone 
is  able  normally  to  furnish  the  place  of  development.  In  the  repro- 
ductive process  the  tubal  mucosa  is  passive,  that  of  the  uterus  active  ; 
the  one  undergoes  no  important  changes,  the  other  becomes  trans- 
formed into  the  decidual  tissue. 

The  assumption  that  the  ovum  can  develop  in  the  tube  as  well  as 
in  the  uterus,  because  of  the  resemblance  between  their  mucous 
membranes,  is  entirely  unwarranted,  since  structural  similarities  do 
not  necessarily  imply  physiological  harmonies.  Moreover,  all  recent 
work  goes  to  show  that  the  lining  epithelium  of  the  mucosa,  both  in 
tubal  and  uterine  gestation,  plays  an  entirely  negative  part  as  regards 
the  development  of  the  ovum. 

The  assumption  that  the  development  of  the  ovum  will  only  occur 
when  the  epithelium  of  the  tubal  mucosa  has  been  destroyed  by  in- 
flammation is  refuted  by  the  fact  that  cases  of  tubal  pregnancy  are 
found  where  no  diseased  condition  exists  in  the  mucosa. 

Bland  Sutton,  with  others,  hold  that  the  human  ovum  can  graft 
itself  only  on  a  connective  tissue  from  which  the  covering  epithelium 
has  been  removed  ;  and  Lawson  Tait  holds  especially  that  this  condi- 
tion is  brought  about  in  normal  uterine  pregnane)  by  menstruation, 
and  in  tubal  pregnancy  by  endosalpingitis. 

All  the  latest  embryological  investigations  give  support  to  the 
view  that  the  attachment  and  early  development  of  the  ovum  take 
place  entirely  in  relation  to  the  subepithelial  connective  tissue  of  the 
mucosa,  and  that  the  epithelium  plays  but  a  passive  and  unimportant 
part  in  both  tubal  and  uterine  pregnancy. 

It  is  difficult  to  believe,  however,  that  menstruation  is  the  process 
essential  to  the  removal  of  the  epithelium  and  the  consequent  laying 
bare  of  the  connective  tissue,  because — 

1.  Pregnancy  may  occur  in  a  girl  before  the  onset  of  menstru- 
ation. 

2.  It  may  occur  late  during  the  period  of  lactation,  when  there  is 
no  menstruation,  and  after  the  mucosa  has  been  completely  renewed. 
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3.  It  may  take  place  at  the  menopause  during  a  period  of  amen- 
orrhoea. 

4.  It  may  occur  in  periods  of  amenorrhcea  associated  with  dis- 
eased conditions — e.  g.,  anaemia,  phthisis. 

5.  In  the  great  majority  of  mammals  menstruation  does  not  take 
place. 

The  absorptive  power  of  the  trophoblast,  or  outer  layers  of  the 
fcetal  epiblast,  is  a  most  important  factor  in  bringing  about  the  re- 
moval of  the  epithelium  ;  it  is  also  partly  accomplished  by  the  rapid 
changes  in  the  connective  tissue  of  the  mucosa  leading  to  the  forma- 
tion of  the  decidua  vera  and  causing  the  covering  epithelium  to  be 
stretched  and  broken  up. 

It  is  held  that  in  cases  of  single  tubal  pregnancy,  while  the  uterine 
mucosa  undergoes  marked  decidual  change,  the  non-pregnant  tube  of 
the  other  side  remains  practically  unaltered ;  but  recent  observations 
upon  a  large  number  of  tubal  gestations  have  shown  that  there  are 
marked  differences  in  the  extent  to  which  a  decidua  vera  is  formed, 
and  that  the  tube  of  the  other  side  may  also  be  similarly  affected. 
The  decidual  formation  is  evidently  due  to  the  influence  of  the  ferti- 
lized ovum  in  the  genital  tract,  and  this  influence  can  act  at  a  distance, 
direct  contact  not  being  necessary. 

These  facts,  taken  along  with  those  relating  to  the  evolution  of 
the  uterus  and  the  Fallopian  tube,  suggest  a  hypothesis  which  lends 
itself  to  a  satisfactory  explanation  of  all  the  well-recognized  forms  of 
ectopic  gestation. 

Because  of  these  occasional  changes  in  the  Fallopian  tube,  condi- 
tions are  brought  about  capable  of  establishing  with  a  fertilized  ovum 
that  relationship  which  is  essential  to  its  development.  If,  then,  the 
deduction  be  established  that  it  is  possible  for  a  fertilized  ovum  to. 
grow  only  in  relation  to  that  part  of  the  genital  tract,  whether  tubal  or 
uterine,  in  which  the  genetic  reaction  occurs,  the  explanation  is  evi- 
dent why  in  the  human  female  a  pregnancy  may  occur  sometimes  in  a 
part  of  the  genital  tract  outside  the  uterine  cavity.  When  the  above- 
mentioned  conditions  exist  in  any  case,  several  factors  determine 
whether  a  fertilized  ovum  shall  develop  in  the  tube  or  uterus.  The 
place  of  fertilization  of  the  ovum  is  important.  Ectopic  gestation 
probably  only  occurs  when  this  takes  place  in  the  tube  above  the  part 
of  the  mucosa  showing  the  decidual  reaction.  When  it  occurs  in  the 
uterus  the  gestation  will  only  take  place  there.  Fertilization  may  oc- 
cur in  that  tube  which  does  not  show  the  decidual  reaction  ;  it  may 
occur  in  the  tube  showing  the  reaction,  but  at  a  point  lower  down. 
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It  is  possible,  however,  that  it  may  occur  above  the  reacting  part,  and 
yet  be  carried  down  past  it  to  the  uterine  cavity,  if  no  condition  exist 
which  interferes  with  the  free  continuity  of  the  tubal  lumen,  such  as 
inflammation,  tumors,  etc.  Given  the  fertilization  of  the  ovum  high 
in  the  tube,  the  obstruction  to  its  free  passage  to  the  uterus  after  this 
takes  place,  along  with  the  occurrence  of  the  necessary  decidual  reaction 
in  the  mucosa,  with  which  the  ovum  comes  in  contact,  and  we  have  a 
satisfactory  explanation  of  the  pregnancy  which  develops. 

The  adoption  of  these  views,  which  imply  that  the  ovum  can  only 
begin  its  development  on  a  tissue  capable  of  a  special  genetic  re- 
action, makes  it  difficult  to  believe  in  the  possibility  of  the  occurrence  of 
a  primary  abdominal  pregnancy. 

As  regards  the  ovary  there  is  more  difficulty.  We  have  no  reason 
to  believe  that  the  Graafian  follicles  can  respond  to  the  genetic  influ- 
ence, and  there  is  no  proof  that  a  pregnancy  has  ever  started  in  them. 
Primary  development  of  the  ovum  in  the  ovarian  sac  is  as  improbable 
as  in  relation  to  any  other  part  of  the  peritoneal  cavity.  The  sup- 
posed cases  of  ovarian  pregnancy  probably  occur  in  the  outer  end  of 
the  tube  which  becomes  intimately  connected  with  the  ovary,  or  in 
the  ovarian  fimbria,  representing  the  extreme  outer  end  of  the  tube. 


TRANSACTIONS  OF  THE  OBSTETRICAL  SOCIETY 
OF  LONDON. 

June  7,  1893. 

Dr.  G.  Ernest  Herman,  President,  in  the  Chair. 

FCETUS  IN  PERITONEAL  CAVITY;  QUESTION  OF 
ABDOMINAL  GESTATION;  WITH  A  SUMMARY  OF 
REPORTED  CASES  OF  PRIMARY  ABDOMINAL  AND 
OVARIAN  PREGNANCY. 

By  Alban  Doran,  F.  R.  C.  S.,  for  Arthur  A.  Beale,  M.  B.,  C. 
Dr.  Beale  supplies  the  following  notes  : 

"  On  January  18,  1893,  I  was  called  to  see  Mrs.  O.,  aged  about 
thirty-eight  years.  I  found  her  suffering  from  severe  pains  in  the 
lower  part  of  the  abdomen,  with  no  rise  of  temperature.  She  was  in- 
temperate, and  of  highly  excitable  disposition.    She  had  borne  no 
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children  for  ten  years.  About  five  years  ago  her  life  was  endangered 
by  a  serious  flooding.  Since  then  she  suspected  nothing  like  preg- 
nancy. A  woman  who  knew  her  well  could  vouch  for  her  having  been 
regular  for  a  period  of  over  nine  months.  The  flow  was  free  and  ir- 
regular, often  extending  over  the  greater  part  of  the  interval.  The 
patient  had  lived  apart  from  her  husband  for  many  months  previous 
to  her  decease,  and  she  seems  to  have  been  of  irregular  habits  for 
years.  There  was  a  tradition  of  an  abdominal  operation  some  years 
ago.  Dr.  Hague,  who  then  attended  her,  declared  that  he  had  no 
remembrance  of  any  such  operation. 

"  Next  day  she  felt  slightly  relieved,  though  still  in  pain.  The 
bowels  were  opened  by  injections.  In  the  night  she  became  worse, 
collapse  set  in,  the  abdomen  became  distended,  and  she  died. 

"At  the  necropsy  the  great  omentum  was  found  covered  with  a 
thick  layer  of  old  organized  lymph.  There  were  other  signs  of  old- 
standing  peritonitis.  The  peritoneal  cavity  contained  a  grumous 
material. 

"  There  were  two  perforations  through  the  posterior  wall  of  the 
stomach,  and  one  through  the  wall  of  the  duodenum,  of  an  ulcerous 
nature.  The  kidneys  were  small,  granular,  and  nodulated.  The  heart 
was  flabby,  with  ante-mortem  clots  within  the  cavity  of  both  ventri- 
cles. The  valves  were  thickened  and  calcareous,  the  right  chambers 
gorged  with  blood.  The  right  lung  was  greatly  congested  at  the  base. 
The  left  lung  showed  well-marked  passive  congestion  ;  it  sank  in 
water. 

"  In  the  pelvic  region,  imbedded  in  adhesions,  was  a  fcetus  an 
inch  in  length.  There  was  no  sign  of  any  abscess  or  free  pus,  though 
the  constituents  of  the  grumous  material,  free  in  the  peritoneal  cavi- 
ty, were  not  evident." 

Dr.  Beale  adds,  in  respect  to  the  position  of  the  fcetus  :  "  May  8,  ' 
1893. — I  elicited  a  rather  important  fact  to-day  from  the  mortuary 
keeper,  who  performed  the  post-mortem.  He  remembered  distinctly 
that  the  skeleton  fcetus  was  adherent  to  the  left  ovary,  and  that  there 
was  something  like  a  membrane  investing  it.  How  far  his  impressions 
were  to  be  depended  on  you  must  judge,  but  I  may  say  that  he  has 
had  vast  experience  in  the  way  of  post-mortems,  and  is  especially 
interested  in  pelvic  cases." 

I  examined  the  pelvic  viscera  with  Dr.  Beale  at  the  Royal  College 
of  Surgeons  on  May  3d. 

The  uterus  and  cervix  measured  3.25  inches  in  length.  The  cer- 
vix was  short  and  thick  ;  it  was  elliptical,  with  large  follicles.  The 
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uterine  wall  was  over  half  an  inch  thick.  A  flocculent  dull-red  sub- 
stance lined  the  uterine  cavity  ;  on  microscopic  examination,  it  pre- 
sented the  appearances  seen  in  chronic  endometritis. 

The  appendages  were  covered  with  bands  of  organized  lymph. 
One  thin,  very  tough  band,  four  inches  long,  ran  between  the  anterior 
layer  of  the  right  broad  ligament  to  the  surface  of  the  left  ovary, 
crossing  the  right  tube  and  the  back  of  the  uterus. 

The  right  Fallopian  tube  bore  a  long,  well-formed  accessory  fim- 
bria, with  a  small  pyriform  cyst,  attached  half  an  inch  above  the 
ostium.  There  was  no  accessory  ostium  in  the  folds  of  the  fimbria. 
The  normal  ostium  was  quite  unobstructed.  There  was  no  trace 
of  a  gestation  sac  in  the  course  of  the  tube. 

The  right  ovary  was  thick,  and  measured  an  inch  in  long  diameter. 
From  its  surface  protruded  a  recent  corpus  luteum,  with  a  small  stel- 
late rupture.  Its  cavity  contained  dark  recent  clot.  In  the  interior 
of  the  ovary  were  several  older  corpora  lutea.  There  was  no  evi- 
dence of  a  gestation  sac  in  this  ovary. 

The  left  tube  was  obstructed  and  dilated,  and  bore  no  gestation 
sac.  A  broad  perimetric  band  held  it  down  to  the  ovary,  passing 
behind  the  posterior  layer  of  the  broad  ligament.  The  adhesions  out- 
side the  left  ovary,  in  which  it  appears  the  foetus  was  imbedded,  lay 
against  the  obstructed  end  of  the  tube. 

The  left  ovary,  an  inch  in  long  diameter,  was  almost  spherical. 
It  'was  imbedded  in  adhesions,  which  held  it  downward.  A  great 
part  of  its  interior  was  occupied  by  a  large  corpus  luteum,  half  an 
inch  long,  of  about  the  second  month  of  pregnancy.  There  were 
also  two  smaller  well-developed  corpora  lutea,  so  the  functions  of  the 
ovary  must  have  been  very  active.  Below  and  beneath  the  large 
corpus  luteum  was  an  elliptical  cavity,  two  fifths  of  an  inch  in  long 
diameter,  containing  a  fleshy  body  enveloped  in  thin  membrane,  and 
attached  to  its  inner  wall  by  a  short  pedicle.  There  was  no  breach 
on  the  surface  of  the  ovary  over  this  elliptical  cavity  or  elsewhere. 
A  piece  of  the  fleshy  body,  which  was  hollow  and  contained  fluid 
blood,  was  removed  for  microscopic  examination.  It  proved  to  be 
old,  almost  decolorized  clot,  and  no  trace  of  chorion  could  be  de- 
tected; in  fact,  it  was  a  follicle,  into  which  haemorrhage  had  occurred. 
There  was  no  sign  of  a  gestation  sac  in  this  ovary. 

The  foetus,  an  inch  in  length  and  mummified,  was  incomplete, 
consisting  of  the  cranium,  ribs,  scapulae,  and  left  humerus,  with 
portions  of  viscera  hanging  from  below  the  thorax.  The  foetus  was 
apparently  buried  in  the  membrane,  which  still  hung  from  the  left 
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ovary.  That  membrane,  however,  bore  no  substance  like  the  wall 
of  a  gestation  sac.  It  was  thin,  flocculent,  and  semi-transparent, 
like  the  membrane  on  other  parts  of  the  appendages.  The  left 
mesosalpinx  was  entire,  bearing  no  evidence  that  a  tubal  sac  had 
ruptured  into  it  ;  the  right  mesosalpinx  was  also  normal.  Hence 
the  case  is  not  an  example  of  secondary  broad-ligament  gestation, 
as  in  Dr.  Aust  Lawrence  and  Mr.  Morton's  case.*  In  that  form 
of  ectopic  pregnancy  a  breach  in  the  continuity  of  the  tube  must 
exist. 

The  precise  cause  of  the  death  of  the  patient  remains  obscure.  It 
could  not  have  been  due  to  rupture  of  a  fcetal  sac,  as  there  was  no 
such  sac,  and  no  effusion  of  blood  or  pus.  The  foetus  lay  imbedded 
in  the  products  of  very  old-standing  disease.  Most  probably  some 
excess  or  exposure  set  up  subacute  peritonitis  in  a  peritonaeum  long 
subject  to  chronic  inflammatory  changes.  The  kidneys  and  thoracic 
viscera  being  unhealthy,  the  patient  sank,  and  after  death  post- 
mortem digestion  occurred  in  the  stomach  and  duodenum,  so  that 
the  contents  of  the  stomach  were  poured  out  into  the  peritoneal 
cavity.  Dr.  Arthur  Beale  and  Mr.  Targett  are  both  inclined  to 
believe  that  the  perforations  may  be  thus  explained.  On  the 
other  hand,  it  is  just  possible  that  primary  ulceration  of  the'  walls 
of  the  stomach  occurred.  Unfortunately,  the  stomach  was  not  pre- 
served. 

The  cause  of  death,  then,  is  a  matter  which  the  general  pathologist 
must,  if  possible,  decide.  The  case  is  of  interest  to  this  society,  be- 
cause it  suggests  questions  of  high  importance  in  relation  to  ectopic 
gestation.  Is  this  specimen  an  example  of  primary  abdominal  preg- 
nancy, or  did  the  foetus  originally  develop  in  the  tube  close  to  the 
ostium,  and  become  detached,f  adhering  afterward  to  the  peri- 
tonaeum ? 

It  is  not  for  me  to  assume  that  there  is  no  such  thing  as  primary 
abdominal  or  ovarian  pregnancy.  I  can  not,  however,  feel  satisfied 
with  the  evidence  hitherto  brought  forward  in  favor  of  the  existence 
of  these  forms  of  ectopic  gestation.  I  will  briefly  summarize  the 
cases  recorded  by  the  most  authoritative  writers,  and  other  cases 
reported  by  men  not  so  well  known,  who  clearly  deserve  considera- 

*  Bristol  Medico-chirurgical  Journal,  March,  1893.  A  Case  of  Extra-uterine 
Gestation. 

f  Bandl  (Die  Krankheiten  der  Tuben,  einschlies.dich  der  extrauterine  Schwan- 
gerschaft,  Billroth  und  Luecke's  Deutsche  Chirurgie,  1886,  p.  51)  was  one  of  the 
first  to  advance  this  theory. 
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tion  on  account  of  the  care  with  which  they  have  prepared  their 
evidence. 

1.  Dr.  Andrew  Currier  distinctly  states  that  his  case  was  not 
primarily  tubal.  "  A  dissection  of  the  tube  and  circumtubal  tissue 
showed  no  evidence  of  rupture  or  abnormity  of  structure  which  could 
have  suggested  such  an  hypothesis." 

The  patient  was  twenty-seven  years  old ;  at  the  necropsy  a  foetus 
of  about  the  fifth  month  was  found  in  a  cyst  "  which  included  in  its 
wall  the  right  broad  ligament,  tube,  and  probably  the  ovary,  though 
no  trace  of  the  original  structure  of  the  latter  could  be  found.  The 
tube  was  dissected  out  entirely,  showed  no  evidence  of  rupture  at 
any  point,  and  was  only  of  sufficient  caliber  to  admit  the  passage  of  a 
fine  probe.  .  .  .  The  left  tube  and  the  ovary  were  normal."  The 
cyst  lay,  it  appears,  immediately  under  the  parietes  ;  it  was,  in  Dr. 
Currier's  opinion,  "principally  a  development  of  the  broad  ligament, 
and  did  not  appear  to  have  any  proper  lining  membrane."  But  the 
relatives  of  the  patient  would  not  allow  the  parts  to  be  removed  for 
thorough  dissection.  The  relation  of  the  sac  to  the  broad  ligament 
remains  obscure.  The  foetus,  too,  was  of  the  fifth  month.  It  might 
have  slipped  from  the  ostium  very  early  in  pregnancy.  What  the 
pathologist  demands,  in  order  to  prove  primary  abdominal  gestation, 
is  a  specimen  where  a  very  early  foetus  lies  ensconced  in  a  sac  quite 
free  from  the  tube.and  far  from  its  ostium. 

2.  In  Dr.  Enos  Bigelow's  case  the  patient,  aged  thirty-three  years, 
died  of  septic  peritonitis,  unoperated  upon.  A  foetus,  sixteen  inches 
long,  lay  free  in  the  abdominal  cavity.  "  The  right  tube  was  thickened, 
distended  with  dark  fluid,  and  involved  in  old  adhesion.  No  rupture 
of  either  tube  was  discovered."  The  placenta  was  attached  to  the 
parietal  peritonaeum  on  the  right  side  from  four  inches  above  the 
iliac  crest  to  the  pelvic  cavity.  There  were  three  gallons  of  chocolate- 
colored  fluid  in  the  abdominal  cavity.  As  in  Case  i,  the  foetus  was 
large.    The  right  tube  was  in  a  suspicious  condition. 

3.  Dr.  Gouillaud,  of  Lyons,  reports  a  case  as  "  abdominale,"  and 
it  has  been  indexed  as  such.  The  pregnancy  had  lasted  a  year  and 
the  foetus  was  fourteen  inches  in  length.  It  was  successfully  re- 
moved, and  Dr.  Gouillaud  wisely  refrained  from  disturbing  adhe- 
sions outside  the  sac.  "  L'on  n'a  pas  fait  de  recherches  pour  pre- 
ciser  la  variete  de  la  grossesse  extra-uterine."  There  is,  then,  no 
evidence  that  the  gestation  was  abdominal.  The  heading  of  Dr. 
Gouillaud's  paper  includes  the  term,  but  it  is  dangerous  to  go  by 
headings. 
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4.  Chandelux's  case  was  very  similar.  The  pregnancy  had  lasted 
fourteen  months,  and  a  large  foetus  was  successfully  removed.  In 
attempts,  afterward  given  up,  to  separate  the  cyst  from  universal  ad- 
hesions, the  right  tube  and  its  fimbriated  extremity  were  seen  run- 
ning up  the  inner  portion  of  the  cyst,  and  the  left  tube  was  also  seen. 
The  precise  relations  of  the  tubes  to  the  sac  remain  obscure. 

5.  Dr.  Walker,  of  Soleure,  reported  two  cases,  often  quoted. 

"  The  first  case,"  he  writes,  "  was  a  typical  example  of  abdominal 
pregnancy.  The  tube  and  ovary  on  both  sides,  though  contiguous 
to  the  fcetal  sac,  were  not  fused  to  it.  The  sac  had  developed  in  the 
deepest  part  of  the  retro-uterine  pouch,  and  had  only  come  in  contact 
with  those  structures  after  further  growth.  Therefore  tubal  and 
ovarian  pregnancy  may  safely  be  excluded." 

Let  us  examine  the  report  of  this  case.  An  eight  months'  child 
was  delivered  from  the  uterus,  a  tumor,  of  the  size  of  a  fcetal  head, 
remaining  behind.  On  the  next  day  abdominal  section  was  per- 
formed and  a  second  foetus  *  was  found,  lying  free  in  the  abdominal 
cavity  toward  the  left  iliac  fossa.  The  patient  died  of  haemorrhage 
ten  minutes  after  the  operation. 

The  sac  lay  on  the  posterior  layer  of  the  left  broad  ligament. 
The  left  tube  had  sunk  deeply  into  Douglas's  pouch,  its  abdominal 
end  turning  inward.  It  was  fixed  in  this  position  by  adhesions,  and 
formed  the  boundary  of  a  pouch,  open  above,  into>vhich  the  tips  of 
two  fingers  could  be  introduced,  and  the  left  ovary  could  be  felt  at 
the  bcttom  of  the  pouch  ;  but  the  relations  of  the  ostium  are  not  de- 
scribed, nor  is  it  even  stated  whether  it  was  open.  There  is  no  evi- 
dence that  the  ovum  might  not  have  slipped  out  of  the  ostium  at  an 
early  stage  ;  such  an  event  seems  to  me  highly  probable.  Dr.  Lusk 
observes  of  this  case  :  "  The  correctness  of  the  author's  deductions 
has  not,  however,  passed  unchallenged,  most  of  the  recent  reviewers 
regarding  the  history  as  indicating  a  tubal  origin." 

6.  Dobbert's  case  is  very  similar  to  Case  5.  The  patient  was 
twenty-six  years  old.  The  last  period  was  on  April  20,  1888,  uterine 
haemorrhage  occurred  in  June,  pain  with  haemorrhage  in  August.  The 
uterus  was  found  to  be  enlarged  ;  a  mass  filled  up  the  rest  of  the  pel- 
vis. It  reached  to  two  fingers'  breadth  below  the  umbilicus.  Decidua 
was  discharged  on  September  8th,  pus  escaped  from  the  rectum  on 


*  The  pregnancy  is  given  as  at  the  eighth  month  ;  but  Dr.  Walker  states  that  in 
size  and  development  the  extra-uterine  foetus  corresponded  to  the  thirtieth  to  thirty- 
third  week,  the  intra-uterine  to  the  eighteenth  to  twentieth  week. 
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October  29th,  and  the  patient  died  on  November  3d.  There  was  adher- 
ent intestine,  and  a  completely  macerated  skeleton  of  a  five  months' 
foetus  lay  in  a  large  cavity  full  of  pus  and  bounded  by  adherent  in- 
testine, there  being  no  true  sac  wall.  The  right  tube  was  hypertro- 
phied,  pervious,  and  undamaged,  the  ovary  hypertrophied.  The  slit- 
like ostium  abdominale  of  the  tube,  covered  with  pus,  measured  five 
millimetres  in  diameter  and  opened  directly  into  the  cavity  (und 
miindet  unmittelbar  in  die  Hdhle).  A  sound  could  be  passed  through 
the  entire  tubal  canal  and  showed  no  solution  of  continuity.  The  left 
tube  was  kinked  by  old  adhesions,  atrophied,  and  obstructed.  Dob- 
bert  rightly  argues  that  the  five  months'  gestation  could  not  have  oc- 
curred inside  the  tube  or  tubal  sac,  but  this  does  not  prove  that  it  did 
not  begin  in  the  tube.  The  opening  of  the  ostium  into  the  cavity  is 
extremely  suggestive,  and  I  believe  that  it  proves  that  the  abdominal 
gestation.was  secondary.  Dobbert  speaks  of  the  connection  of  the 
ostium  with  the  sac  as  secondary  and  due  to  inflammation,  but  in- 
flammation closes  the  ostium  and  could  not  make  it  open  into  a 
cavity. 

7.  Walker  admits  that  his  second  case  was  doubtful.  The  preg- 
nancy had  reached  the  eighth  month,  the  pelvic  viscera  had  become 
matted  together  and  altered  by  disease.  The  abdominal  end  of  the 
tube  and  its  fimbriae,  as  well  as  the  ovary,  could  not  be  traced,  He 
thinks  that  either  of  these  structures  might  have  been  the  original  seat 
of  the  abnormal  pregnancy.  He  bases  his  arguments  on  the  micro- 
scopic appearances  of  the  serous  coat  of  the  sac.  He  says  that  they 
were  the  same  as  he  observed  in  his  first  case  (No.  5  in  these  notes). 
But  Zedel,  in  a  monograph  published  this  year,  finds  that  the  same 
changes  are  to  be  found  in  the  serous  coat  of  an  ordinary  tubal-gesta- 
tion  sac.  There  are  hypertrophy  and  hyperplasia  of  the  endothelium, 
and  very  distinct  hypertrophy  of  the  subserous  connective  tissue, 
which  is  found  to  contain  cavities  full  of  blood.  Some  of  these  cav- 
ities are,  he  states,  involutions  of  the  endothelium,  while  others  repre- 
sent infolding  of  a  piece  of  peritonaeum.  In  secondary  abdominal 
gestation  it  is  easy  to  understand  how  these  changes  may  occur  in  the 
peritonaeum  modified  by  contact  of  the  foetal  membranes.  Walker's 
case  is  admirably  recorded,  but  it  is  impossible  for  him  to  prove* his 
point  in  a  case  where  pregnancy  is  so  far  advanced. 

8.  Mr.  Sidney  Harvey's  case  of  "  Ruptured  Abdominal  Gestation 
Cyst "  proved,  on  examination  by  a  committee  of  this  society,  to  be 
an  interstitial  or  tubo-uterine  gestation.  Let  it  be  remembered  that 
few  if  any  of  the  other  cases  had  the  advantage  of  such  a  committee. 
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9.  Schlegtendal's  case  is  very  remarkable.  The  patient,  aged 
twenty-six,  was  admitted  into  a  home  about  six  months  after  her  first 
confinement,  from  the  effects  of  which  she  had  never  thoroughly  re- 
covered. Six  days  later  she  was  seized  with  violent  abdominal  pain, 
when  sitting  upright  in  bed,  and  became  very  anaemic  ;  the  pain  was 
intense.  A  tumor  formed  in  the  left  hypogastrium.  The  patient  died 
in  a  few  hours.  At  the  post-mortem  the  right  appendages  were  found 
normal  ;  the  uterus  was  slightly  enlarged.  A  remarkable  extensive 
subserous  extravasation  of  blood  was  discovered,  reaching  from  close 
to  the  diaphragm,  downward  over  the  left  side  of  the  abdomen  to 
Douglas's  pouch  and  the  cellular  tissue  around  the  sacrum.  The 
mesentery  and,  it  appears,  the  serous  coat  of  the  intestines  were  in- 
filtrated with  blood.  "  The  ovary  was  imbedded  in  a  deep  pit  of 
blue-black  doughy  tissue,  while  the  tubal  wall  was  tensely  swollen, 
and  with  it  the  whole  of  the  fimbriae.  The  lumen  of  the  tubex  however, 
remained  clear.  The  peritoneal  investment  had  ruptured  at  one  point," 
and  there  was,  in  consequence,  a  pint  of  blood  free  in  the  peritoneal 
cavity.  It  is  not  clear  whether  "  peritoneal  investment  "  ("  Peritoneal- 
iiberztig ")  refers  to  the  serous  covering  of  the  extravasation,  or  to 
that  part  of  the  covering  which  was  reflected  over  the  tube.  The  ex- 
travasation is  ascribed  to  the  rupture  of  a  vessel  behind  the  peri- 
tonaeum at  a  point  near  the  spleen,  where  lay  a  sac  "of  the  size  of  a 
man's  fist,"  containing  a  small  foetus  about  six  inches  in  length  and  of 
about  the  third  month  of  pregnancy.  The  sac  was  within  the  peri- 
toneal cavity,  and  the  subserous  tissue  behind  the  area  of  the  peri- 
tonaeum to  which  it  adhered  was  extremely  vascular  and  a  large  ves- 
sel had  ruptured. 

Hence  the  subserous  haemorrhage  around  the  tube  originated,  ac- 
cording to  Dr.  Schlegtendal's  report,  not  down  in  the  broad  ligament, 
but  high  up  in  the  abdomen  behind  the  peritonaeum.  The  history  of 
a  swelling  developing  in  the  left  hypogastrium  during  the  acute  symp- 
toms seems  to  indicate  that  the  haemorrhage  began  below.  The  pre- 
vious clinical  history  is  somewhat  imperfect,  though  the  report  of  the 
necropsy  is  very  clear.  Dr.  Lusk  and  others  have  thrown  doubts  on 
the  author's  interpretation  of  this  case.  I  do  not  see  why  it  might  not 
have  originally  been  a  "  tubo-ovarian  "  gestation  which  had  become 
detached  from  its  original  seat  early  in  pregnancy. 

These  nine  cases  are  all  fairly  reported,  yet  all  must  seem,  in  the 
opinion  of  those  who  have  some  experience  in  the  pathology  of  the 
female  organs,  to  be  doubtful.  Indeed,  Gouillaud  and  Chandelux's 
cases  are  simply  headed  li  abdominal,"  nor  is  it  distinctly  implied,  in 
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the  majority,  that  the  abdominal  gestation  was  primary.  Many  other 
cases  reported  as  such  are  simply  tubal  pregnancies.* 

Dr.  Lusk  attaches  little  credit  to  cases  of  "abdominal  pregnancy  " 
where  the  tubes  are  reported  as  intact  and  not  in  communication  with 
the  sac.  In  cases  where  the  tubes  are  reported  as  intact,  but  in  which 
there  exists  a  direct  communication  between  the  tube  on  the  affected 
side  and  the  cavity  of  the  sac,  he  believes  that,  as  Mr.  Bland  Sutton 
and  myself  have  often  assumed,  the  ovum  first  developed  in  the  os- 
tium (see  Cases  5  and  6).  Dr.  Lusk  explains  Treub's  case  in  this 
way. 

This  theory  that  the  fimbriae  may  retract  from  an  ovum  developed 
in  the  ostium  is  supported  by  the  high  authority  of  Professor  Braun, 
of  Vienna,  who  observes  that  when  the  ovum  develops  in  the  outer 
part  of  the  tube,  the  membranes  may  project  freely  from  the  ostium 
and  contract  adhesions  to  the  surrounding  structures.  I  may  here 
turn  attention  to  Fig.  192,  page  366,  in  the  third  edition  of  Dr. 
Martin's  (Berlin)  Pathologie  und  Therapie  der  Frauenkrankheiten .  It 
represents  a  u  tubo-abdominal  pregnancy  "  under  his  own  observa- 
tion. It  is  easy  to  understand  how  the  embryo,  with  its  umbilical 
vesicle  and  the  greater  part  of  the  membranes  almost  entirely  outside 
the  ostium,  could  become  detached  from  the  tube  and  attached  to 
peritonaeum.  Dr.  Arthur  Johnstone's  (Cincinnati,  Ohio)  opinion  in 
favor  of  abdominal  pregnancy  on  the  score  that  the  peritonaeum  is  a 
lymph  sac,  and  therefore  fitted  to  receive  an  ovum,  just  as  the  tube, 
bared  of  its  cilia  by  disease,  offers  a  surface  for  harboring  and  foster- 
ing an  ovum,  is  very  theoretical,  though  it  deserves  consideration. 

As  to  the  manner  in  which  the  ovum  is  transferred  from  the  ovary 
to  the  tube,  it  must  be  observed  that  Karl  Heil,  of  Darmstadt,  gives 
reasons  why  we  should  not  trust  in  any  of  the  theories  which  explain 
it.  The  u  Fimbrienstrom  "  is  very  doubtful.  Personally  I  believe 
that  the  ovum  simply  drops  into  the  ampulla  of  the  tube,  for  His  and 
Kolliker's  theory  on  the  normal  position  of  the  ovary,  which  I  have 
repeatedly  verified  in  the  course  of  abdominal  section,  shows  how 
readily  this  may  be  effected. 

*  The  eleven  original  cases  in  Dr.  Hoick's  thesis  on  Abdominal  Graviditat 
form -a  most  instructive  record  of  bold,  justifiable  operative  intervention  in  ectopic 
gestation,  but  there  is  no  evidence  that  in  one  single  case  was  the  abdominal  preg- 
nancy primary.  In  seven  the  fcetus  was  fully  developed,  in  one  it  was  alive  at  the 
sixth  month,  in  two  the  fcetus  was  macerated,  and  in  one  only  was  it  so  young  as  the 
fourth  month.  In  no  case  are  the  relations  of  the  Fallopian  tube  to  the  foetal  sac 
described. 
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It  is  necessary  here  to  say  a  few  words  on  primary  "  ovarian  ges- 
tation." The  evidence  is  perhaps  less  questionable  than  that  brought 
forward  in  support  of  primary  abdominal  pregnancy. 

1.  Sanger's  case  is  important  owing  to  the  reputation  of  the  re- 
porter, which  gives  a  kind  of  sanction  to  the  belief  in  primary  ovarian 
gestation;  unfortunately,  even  the  very  title  of  Professor  Sanger's 
paper  must  make  strong  believers  hesitate,  for  it  reads  "  Ovario-^- 
dominal  Pregnancy,  Litho-kelyphopaedion  *  Abdominale.  Placenta  in 
a  completely  closed  sac  in  the  Left  Ovary  and  Ligamentum  Latum." 
There  was  a  lithopaedion  of  about  seven  months'  development.  The 
tube  ran  over  the  cyst  and  was  lost  on  its  surface.  On  careful  scru- 
tiny the  end  was  found  obstructed,  the  fimbriae  spread  over  the  wall 
of  the  sac.  The  layers  of  the  mesosalpinx  were  opened  up,  as  in  a 
broad-ligament  cyst.  Chorionic  villi  from  the  cyst  wall  seem  to  have 
invaded  the  contiguous  tubal  wall,  and  not  a  trace  of  ovarian  tissue 
was  found. 

The  pregnancy  was  in  too  late  a  stage  to  allow  of  proof  that  it  was 
primarily  ovarian,  while  the  position  of  the  fimbriae  goes  far  toward 
proving  that  the  gestation  was  "  tubo-ovarian."  In  other  words,  it 
probably  originated  in  the  ostium. 

2.  Dr.  Herzfeld  records  a  case  of  primary  ovarian  pregnancy  co- 
existing with  normal  uterine  gestation.  There  was  a  successful  opera- 
tion performed.  Successful  operations  are  rarely  compatible  with  a 
thorough  anatomical  examination  of  the  affected  parts.  The  foetus 
was  1 9.  i  inches  long— another  case  of  late  ectopic  gestation,  when  re- 
lations are  confused.  The  sac  had,  no  doubt,  all  the  relations  of  an 
ovarian  cyst.  The  tube,  enlarged  as  in  ovarian  cystic  disease,  was 
free,  the  fimbriae  normal,  and  the  mesosalpinx  perfect.  Dr.  Herzfeld 
admits  that  not  a  trace  of  ovarian  tissue  was  found  in  the  solid  tissue 
forming  the  sac.  It  rather  resembled  plain  fibrous  tissue  attached  to 
the  peritonaeum.  Neither  Herzfeld  nor  Sanger  deserve  implicit  be- 
lief in  their  doctrine  that  the  presence  of  a  trace  of  ovarian  tissue  in 
the  sac  is  not  necessary  to  prove  that  the  gestation  is  ovarian. 

3.  Patenko's  case  is  one  of  the  most  authentic,  and  it  is  best  sum- 
marized in  Dr.  Lusk's  review  of  the  subject  of  ovarian  gestation. 
"  The  right  ovary  was  of  the  size  of  a  hen's  egg,  and  contained  a  cyst 
filled  with  serum.  In  it  he  found  a  body  of  a  yellow  color  of  the  size 
of  a  hazel-nut,  which  contained  cylindrical  and  flat  bones."  They 


*  Gynaecology  is  indebted  to  Kiichenmeistcr  for  this  specimen  of  barbaric  nomen- 
clature.   It  implies  that  the  peritoneal  sac  is  involved  in  the  calcification. 
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were  identified  as  foetal,  and  not  mere  dermoid-cyst  growths.  "The 
presence  of  corpora  lutea  and  follicles  in  the  walls  of  the  envelope 
prove  that  the  body  was  an  ovary.  The  tube  on  the  corresponding 
side  was  nowhere  adherent  to  the  sac.  The  abdominal  extremity 
was  closed  and  there  were  no  traces  of  fimbriae."  I  have  carefully 
studied  Patenko's  original  account.  The  patient  was  a  widow,  aged 
fifty-four,  who  died  after  amputation  of  the  foot  for  caries  ;  no  fur- 
ther history  could  be  obtained.  The  foetal  cyst  was  in  the  right  ovary ; 
the  right  ovarian  ligament  was  an  inch  and  a  half  long.  Judging 
from  the  drawing  in  the  original  paper,  I  can  not  help  suspecting  that 
a  tubo-ovarian  cyst  once  existed,  the  calcified  foetus  being  cut  off  in 
the  ovarian  part  of  the  cyst  in  course  of  time.  This  would  account 
for  the  follicles  in  the  sac  wall  which  is  turned  toward  the  abdominal 
end  of  the  tube.  Dr.  Johnstone,  of  Cincinnati,  in  reference  to  a  simi- 
lar case  (Dr.  Ashby's),  believes  that  when  the  end  of  the  tube  adheres 
to  the  ovary,  that  organ  may  come  to  form  the  outside  of  the  cyst 
which  at  first  received  blood  from  the  fimbriae.  The  ovum  might 
sink  into  a  crypt  on  the  surface  of  the  ovary  and  become  covered  in 
by  ovarian  tissue.  This  possible  change  has  to  be  taken  into  account  ; 
it  might  explain  Patenko's  case,  which,  I  must  admit,  is  strong  evi- 
dence in  favor  of  primary  ovarian  pregnancy. 

4.  Walter  of  Dorpat's  case  is  remarkable  in  that  the  evidence  was 
challenged  by  Mr.  Lawson  Tait.  "  Walter's  specimen,"  said  that 
surgeon,  u  is  still  in  the  Dorpat  Museum,  and  I  would  suggest  a  care- 
ful investigation  of  it."  *  This  investigation  has  since  been  made  by 
Professor  Runge,  and  it  is  said  Dr.  Walter's  opinion  is  confirmed. 
But  the  sac  had  ruptured  at  the  fifth  month,  the  foetus  escaping  into 
the  abdominal  cavity.  Hence  there  are  sources  of  fallacy  already  in- 
dicated in  the  relation  of  cases  of  abdominal  pregnancy. 

5.  Leopold  of  Leipsic's  case  certainly  would  seem  to  be  primary 
ovarian  pregnancy,  as  far  as  we  can  judge  from  anatomical  relations. 
But  the  foetus  was  a  lithopaedion,  carried  for  thirty-five  years,  and 
the  sac  wall  was  calcified,  so  that  not  a  trace  of  ovarian  tissue  could 
be  found.  The  right  ovary,  however,  was  missing,  the  ovarian  liga- 
ment ran  into  the  sac,  and  the  tube  was  distinct,  the  ostium  and  fim- 
briae normal.  The  left  appendages  were  healthy.  The  skeptic  may 
think  of  Dr.  Johnstone  of  Cincinnati's  explanation  of  Dr.  Ashby's 
case,  but  evidence  in  favor  of  Professor  Leopold's  opinion  is  strong. 


*  Diseases  of  Women  and  Abdominal  Surgery,  vol.  i,  1889,  p.  447.  The  author 
disposes  satisfactorily  of  several  more  dubious  cases. 
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Paltauf s  case  is  sometimes  included  under  Ovarian  Pregnancy, 
but  some  anomaly  was  present — in  fact,  two  tubo-ovarian  cysts  com- 
municated, gestation  occurred  in  the  left  cyst,  and  the  ovaries  were 
flattened  on  the  surface  of  the  cysts. 

Winckel,  in  his  well-known  text-book  on  midwifery,  relates  that 
"a  woman  may  conceive  through  a  fistula  in  the  vaginal  fornix  after 
supravaginal  amputation  of  the  uterus,  the  ovaries  being  left  behind 
(Kceberle)."*  This  quotation,  I  find,  refers  to  a  case  where  the  evi- 
dence is  second-hand.  It  was  originally  reported  by  Keller,  who 
writes :  "  This  case  of  pregnancy  occurred  in  a  lady  on  whom  M. 
Kceberle  had  operated  for  a  fibroid  tumor  of  the  uterus.  All  the 
body  and  part  of  the  neck  of  the  uterus  had  been  amputated,  but  the 
appendages  had  to  be  left,  as  their  removal  might  have  compromised 
the  success  of  the  operation.  The  patient  recovered  completely,  but 
it  appears  that  a  fistulous  tract  remained  in  the  cicatrix  on  the  cervix, 
and  fertilization  occurred  through  this  orifice.  The  lady  was  sub- 
ject to  extra-uterine  pregnancy  two  years  after  the  operation  and  died 
in  consequence.  M.  Kceberle,  moreover,  was  not  informed  of  this 
pregnancy.  He  learned  at  the  same  time  of  the  death  of  the  pa- 
tient and  of  the  strange  cause  of  her  decease." 

The  seat  of  the  fcetal  sac  remains  a  mystery.  Apparently  there 
was  no  necropsy,  the  case  occurring  in  a  private  patient.  This  is 
much  to  be  regretted,  especially  when  the  services  of  such  able  ob- 
servers as  MM.  Kceberle  and  Keller  might  have  been  obtained. 

At  the  present  moment  a  series  of  papers  on  ectopic  pregnancy 
(Ueber  ectopische  Schwangerschaft,  Berliner  klin.  Wochejischrift, 
1893,  No.  22  et  seg.)y  by  Dr.  August  Martin,  are  in  course  of  publica- 
tion. Dr.  Martin  believes  that  abdominal  pregnancy  is  often  the  re- 
sult of  detachment  of  the  ovum  from  the  fimbriae,  especially  from  the 
ovarian  fimbria.  Ovarian  pregnancy  may  often,  he  thinks,  be  ex- 
plained in  the  same  way,  but  he  is  inclined  to  admit  a  primary  form.f 

Thus  out  of  the  best  reported  cases,  often  quoted  as  instances  of 
primary  abdominal  pregnancy,  two  (Nos.  3  and  4)  are  not  specially 
declared  to  be  so  in  the  original  report,  one  (No.  8)  proved  to  be  in- 
terstitial or  tubo-uterine,  in  one  (No.  6)  the  tube  opened  into  the  fcetal 


*  Page  271.  This  passage  is  entirely  omitted  in  the  second  edition  of  the  Lehr- 
buch  der  Geburtshiilfe  (1893),  p.  266. 

\  See  also  the  same  authority's  important  communication  read  before  the  Obstet- 
rical Society  of  Berlin  in  May,  1893  {Centralblatt  f.  Gynak.,  No.  22,  1893,  p.  512). 
He  speaks  of  five  cases  of  pregnancy  in  tubo-ovarian  cysts  ;  in  four  the  ovum  lay  in 
the  tube,  in  one  it  apparently  lay  in  the  ovary. 
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sac,  one  (No.  7)  was  reported  as  doubtful,  while  in  four  (Nos.  1,  2,  5, 
and  9,  as  well  as  3,  4,  6,  and  7)  pregnancy  had  passed  the  third  month, 
when  the  original  relations  of  the  sac  had  become  confused. 

Out  of  the  five  best  reported  cases  of  "primary  ovarian  pregnancy," 
in  one  (Xo.  3),  the  most  authentic,  there  was  suspicion  of  a  tubo- 
ovarian  cyst ;  in  the  remainder  pregnancy  was  more  or  less  advanced, 
so  there  is  the  same  source  of  fallacy  as  is  above  noted  in  the  ab- 
dominal "  series.  In  fact,  lithopaedion  occurs  twice  in  five  cases !  In 
one  of  these  the  fimbriae  spread  over  the  sac,  a  suspicious  circumstance, 
as  in  Xo.  6  in  the  first  series. 

In  the  specimen  exhibited  to-night  the  proximity  of  the  foetus  to 
the  closed  end  of  the  tube  is  a  very  suspicious  circumstance.  There 
was  no  evidence  of  ovarian  gestation;  the  body  in  the  cavity  inside 
the  left  ovary  was  simply  a  clot  and  the  wall  of  the  cavity  was  ovarian 
tissue,  an  eighth  of  an  inch  thick,  without  any  cicatrix  or  other  sign 
of  rupture. 

The  foetus  probably  died  in  the  ostium,  and  was  shed  into  the 
adjacent  peritonaeum,  which  did  not  develop  any  suitable  nidus  to 
receive  it.  The  tube  afterward  closed,  and  all  trace  of  the  membranes 
was  lost.  The  abnormal  pregnancy  probably  occurred  many  years 
before  the  patient's  death. 

When  some  observer  can  demonstrate  to  us  a  specimen  where  a 
foetus  as  mrnute  as  that  which  I  now  exhibit,  but  recent  and  entire,  is 
to  be  seen  lodged  in  a  true  gestation  sac  inside  the  ovary  or  on  the 
peritonaeum  away  from  the  tube,  then  we  shall  begin  to  believe  in 
primary  ovarian  and  abdominal  gestation. 

Dr.  M.  Handfield-Jones  reported  a  case  of  fibro-myoma  of  the 
broad  ligament. 

This  specimen  was  removed  from  a  patient  aged  fifty-one  years. 
The  menopause  had  taken  place  three  years  previously.  For  the  last 
six  months  great  increase  had  been  noted  in  the  size  of  the  tumor, 
and  ascicic  fluid  had  formed  rapidly.  At  the  operation  eight  pints  of 
the  latter  were  evacuated  before  the  tumor  was  removed.  The  patient 
had  made  an  easy  and  perfect  recovery.  It  was  unusual  to  find  such 
a  rapid  outpouring  of  ascitic  fluid  in  connection  with  a  simple  fibro- 
myOma. 

Dr.  Amand  Routh  reported  a  case  of  phosphatic  calculus  and 
bodkin  fiucleus. 

Weight,  five  ounces.  Nucleus,  bodkin.  Removed  by  vaginal 
cystotomy. 
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Woman,  aged  forty-eight  years,  had  passed  bodkin  when  twenty- 
three  years  of  age.  Ill-health  last  few  years  with  frequent  painful 
micturition.  Last  six  months  rigors,  constant  pelvic  pain,  and  emacia- 
tion. Bladder  found  distended  by  rough  calculus,  size  and  shape  of 
hen's  egg.  Much  chronic  cystitis  present,  and  marked  induration  at 
base  of  bladder  and  anterior  parametric  space. 

Vaginal  cystotomy  performed,  stone  crushed  through  the  opening, 
and  bladder  irrigated  through  urethra.  Phosphatic  incrustation 
picked  off  base  of  bladder,  leading  to  free  haemorrhage.  Wound  left 
patent  for  drainage. 

Sharp  inflammatory  reaction  on  third  day,  probably  septic,  tem- 
perature rising  to  105  °,  but  she  recovered  under  salol  and  iron,  and 
the  wound  had  now  quite  healed. 


THE  LONGINGS  OF  PREGNANT  WOMEN. 
By  Arthur  Giles,  M.  D.,  B.  Sc.  Lond.,  M.  R.  C.  P. 

(Received  January  31,  1893.) 
{Abstract.) 

"  Longings  "  fall  into  two  ancient  divisions  according  as  the  ob- 
jects longed  for  are — (1)  Natural  and  healthy  ;  (2)  unnatural  or  un- 
healthy. 

The  former  class  is  here  alone  considered,  the  data  being  based 
on  particulars  of  300  cases. 

The  popular  view  of  longings  is  stated,  and  the  principal  foods 
longed  for  are  tabulated,  to  ascertain  the  relation  between  sickness 
and  longings  in  general,  and  various  classes  of  foods  in  particular. 

Three  explanations  of  the  cause  of  longings  : 

1.  That  they  are  due  to  a  desire  for  something  to  check  the  feel- 
ing of  nausea.    This  applies  especially  to  sour  things. 

2.  That  they  are  the  expression  of  an  instinctive  want  for  some 
class  of  food  in  the  altered  condition  of  pregnancy. 

3.  The  author  thinks  that  in  many  cases  they  are  due  to  a  kind  of 
auto-suggestion  prompted  by  a  popular  tradition,  and  gives  evidence 
in  support  of  this  view. 

It  was  shown  by  a  table  that  the  frequency  of  longings  markedly 
decreases  as  parity  increases. 
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The  subject  is  important  from  the  point  of  view  of  the  feeding  of 
infants. 

The  particular  thing  longed  for  varies  in  different  cases.  I  have 
drawn  up  the  following  list  to  show  the  relative  frequency  of  various 
cravings. 

a.  Fruit,  in  79  instances,  distributed  as  follows  : 

Apples,  34;  oranges,  13;  grapes,  4;  lemons,  4;  strawberries,  4  ; 
cherries,  4  ;  gooseberries,  3  ;  plums,  3  ;  figs,  2  ;  nuts,  1  ;  pears,  1  ; 
pineapple,  1. 

b.  Vegetables,  in  1 2  cases,  viz. : 

Tomatoes,  6  ;  green  peas,  2  ;  cucumber,  1  ;  mushrooms,  1  ;  Brus- 
sels sprouts,  1  ;  beetroot,  1. 

c.  Meat  and  fish,  etc.,  26,  viz.: 

Pork,  5  ;  rabbit,  4  ;  goose,  1  ;  oysters,  5  ;  mussels,  1  ;  salmon,  1  ; 
eels,  1  ;  sardines,  1  ;  crab,  1  ;  other  fish,  6. 

d.  Miscellaneous,  15,  viz.  : 

Pickles,  2  ;  sour  things,  3  ;  sweets  and  cakes,  2  ;  eggs,  1  ;  curry,  1  ; 
mince  pies,  1  ;  cheese,  1  ;  starch,  1  ;  rice,  1  ;  beer,  2  (both  cases  being 
usually  total  abstainers). 

Apples,  it  will  be  observed,  are  a  favorite  object  of  craving,  several 
women  remarking,  "  I  could  have  lived  on  them,"  "  I  was  eating  apples 
all  day,"  "I  used  to  sit  up  in  bed  eating  apples."  Sometimes  they 
turned  against  something,  as  sweets  in  one  case,  and  fish,  eggs,  and  tea 
in  another.  On  the  contrary,  some  took  a  fancy  to  an  article  previ- 
ously disliked. 

In  the  above  list  several  longings  of  one  patient  are  frequently 
specified. 

It  will  be  observed  that  sour  or  acid  things  form  the  great  major- 
ity of  cravings  This  fact  was  already  well  known,  and  gave  rise  to 
the  suggestion  that  patients  longed  for  such  things  in  order  to  check 
a  feeling  of  sickness  or  nausea.  But  that  this  is  not  always  the  case 
is  shown  by  several  considerations. 

1.  Of  300  cases,  100  were  quite  free  from  sickness,  and  of  this 
number,  33  had  longings ;  200  cases  suffered  at  some  time  from  sick- 
ness, and  of  these,  66  had  longings,  giving  exactly  the  same  percent- 
age—namely, 33. 

2.  The  period  of  sickness  frequently  bore  no  relation  to  the  time 
when  there  were  cravings  ;  in  such  cases  the  patient  often  had  crav- 
ings when  the  sickness  had  ceased. 

3.  Twenty-three  per  cent,  of  women  free  from  sickness  longed  for 
sour  things  ;  and  only  seventeen  per  cent,  of  women  were  troubled 
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with  sickness.  On  the  other  hand,  longings  for  rich  and  indigestible 
things  were  more  common  among  those  who  were  sick. 

Another  view  is  that,  at  least  in  a  certain  number  of  cases,  the 
longing  is  an  expression  of  a  natural  instinct,  the  body  standing  in 
need  of  that  particular  food.  This  may  quite  well  be;  but  instincts 
are  not  sufficiently  understood  physiologically  for  the  question  to  be 
susceptible  of  proof. 

A  third  explanation  is  that,  especially  among  women  of  the  work- 
ing class,  it  is  a  time-honored  tradition  that  it  is  the  proper  thing  for 
a  pregnant  woman  to  have  longings  ;  and  that  consequently  women 
may  come  to  feel  cravings  by  a  process  of  auto-suggestion,  especially 
in  their  first  pregnancy,  when  circumstances  are  new  and  strange  and 
there  is  a  general  sense  of  dread  of  something  impending. 

I  believe  that  this  explanation  holds  in  a  certain  number,  perhaps 
even  in  the  majority  of  cases.  For  the  impression  conveyed  to  me 
by  the  patients  from  whom  I  obtained  these  particulars  was  certainly 
that  in  many  cases  the  subject  of  longings  was  a  matter  of  hearsay 
before  it  was  a  matter  of  experience ;  and  that  among  the  women 
themselves  longings  were  regarded  by  some  as  the  outcome  of  a  rather 
foolish  credulity. 

This  view  receives  support  from  several  considerations  : 

1.  The  better-educated  among  the  women  had  longings  much  less 
frequently  than  the  others. 

2.  Among  primiparae,  longings  occur  in  twenty  per  cent,  more 
cases  among  married  than  among  single  women. 

3.  Among  married  women,  longings  occur  just  twice  as  often  dur- 
ing the  first  pregnancy  as  in  the  second,  third,  or  fourth  ;  while  there 
is  a  steady  diminution  of  frequency  of  longings  as  parity  increases, 
till  among  women  with  ten  or  more  children  longings  are  quite  excep- 
tional.   I  only  found  one  in  thirteen  of  such  cases. 

And  so,  while  a  certain  number  of  cases  of  longings  are  probably 
rightly  explained  on  physiological  grounds,  I  think  that  a  certain 
other  number  are  more  properly  regarded  as  due  to  a  superstitious 
tradition.  As  far  as  concerns  the  mother's  longings  merely,  the  popu- 
lar idea  is  no  doubt  harmless  enough.  But  in  view  of  the  ignorance 
that  prevails  as  to  the  feeding  of  infants,  and  the  already  too  great 
infant  mortality,  it  becomes  important  that  a  belief,  which  allows  of 
infants  a  few  days  old  being  fed  on  pork,  fish,  lobsters,  and  even 
more  unnatural  things,  should  be  discouraged. 
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ITEMS  OF  INTEREST  AND  ABSTRACTS. 

[We  quote  the  following  pages  from  the  annual  address  of  Professor 
Reginald  H.  Fitz,  read  before  the  Medical  and  Chirurgical  Faculty  of 
the  State  of  Maryland,  on  the  subject  of  Intraperitoneal  Haemorrhage, 
It  is  profitable  to  the  pelvic  and  abdominal  surgeon  to  hear  an  expres- 
sion of  opinion  from  one  whose  work  lies  in  another  field  of  medicine 
and  yet  whose  knowledge  permits  him  to  speak  with  authority.] 

The  chief  end  of  the  vast  majority  of  medical  students  is  to  be 
taught  to  practice  the  various  branches  of  medicine  and  surgery.  As 
the  opportunities  for  development  in  these  directions  are  offered,  the 
student  finds  himself  more  attracted  in  the  one  direction  than  in  the 
other  ;  and  his  future  occupation  is  the  more  medical  or  the  more 
surgical,  sometimes  against  his  wishes  and  despite  his  control.  He 
is  inclined  to  look  upon  the  treatment  of  his  patient  more  from  the 
medical  or  from  the  surgical  point  of  view,  as  his  opportunities  for 
development  have  been  in  the  one  direction  or  in  the  other.  This 
tendency  is  nowhere  more  strikingly  shown  than  in  the  treatment  of 
the  diseases  of  the  abdominal  cavity.  The  frequent  inefflcacy  of 
medical  treatment,  the  immediate  benefit  often  afforded  by  the  sur- 
geon, tend  to'make  the  physician  less  confident  of  his  resources  as 
they  make  the  surgeon  bolder  in  the  employment  of  his  methods.  The 
practice  of  medicine  thus  tends,  in  many  directions,  to  become  more 
and  more  the  practice  of  surgery.  But  a  prevailing  tendency  is  always 
liable  to  become  extreme  and  should  be  guarded  against. 

In  no  respect  has  the  progress  of  abdominal  surgery  led  to  more 
brilliant  results  than  in  the  treatment  of  certain  varieties  of  intra- 
peritoneal haemorrhage.  After  the  abdomen  has  been  opened  the 
diagnosis  is  easily  made  and  an  existing  or  threatening  haemorrhage  is 
readily  controlled.  The  surgeon  is  thus  tempted  by  the  success  of 
his  exploration  in  a  doubtful  case  to  forget  that  a  surgical  operation 
is  a  therapeutic  necessity,  not  a  diagnostic  procedure.  He  reasons 
that  because  persons  have  sometimes  bled  to  death  when  a  laparotomy 
might. have  saved  life,  therefore  it  is  necessary  to  give  the  patient  the 
chance  of  having  life  saved  by  this  operation,  although  the  danger  is 
rather  suggested  than  imminent. 

He  is  not  inclined  to  recognize  that  the  benefit  of  the  doubt  may 
lie  rather  in  the  saving  of  life  without  an  operation.  The  success  of 
a  successful  operation  is  so  immediate  and  positive  that  it  is  easy  to 
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overlook  or  disregard  the  large  percentage  of  recoveries  under  medical 
treatment  from  similar  symptoms  with  all  but  demonstrable  similar 
lesions.  But  the  finding  of  a  blood-clot  after  the  abdomen  has  been 
opened  is  no  necessary  justification  for  the  search  for  it.  The  tend- 
ency to  do  something  when  in  doubt  must  always  yield  to  the  duty 
of  doing  what  is  most  judicious. 

It  seems,  therefore,  not  unprofitable  to  consider  the  subject  of 
intraperitoneal  haemorrhage  from  a  general  point  of  view,  especially 
bearing  in  mind  the  experience  of  the  past,  with  the  hope  that  the 
indications  for  its  medical  treatment  may  be  made  conspicuous  and 
the  existence  of  limitations  for  its  surgical  treatment  be  emphasized. 

In  requesting  your  attention  to  this  subject  it  is  not  planned  to 
offer  any  new  evidence,  but  to  call  to  your  mind  conclusions,  which 
have  been  previously  presented,  in  such  a  form  as  may  suggest  that 
differences  of  opinion  still  exist  as  to  the  best  method  of  treating  the 
class  of  disease  under  consideration.  To  carry  out  this  plan  it  is 
necessary  to  consider  the  various  causes  of  intraperitoneal  haemorrhage, 
their  symptoms,  and  results. 

The  prevailing  idea  that  intraperitoneal  haemorrhage  is  always  a 
disease  of  women  and  is  the  result  of  ectopic  gestation  has  a  certain 
practical  value,  but  is  not  true.  Mild  and  fatal  cases  occur  in  men, 
though  in  far  less  proportions  than  in  women.  That  the  haemorrhage 
may  take  place  it  is  essential  that  blood-vessels  rupture.  The  rupture 
demands  a  weakened  vascular  wall.  This  weakening  is  the  result  of 
causes  which  may  occur  in  either  sex  alike  or  may  be  limited  to  the 
female  sex. 

Obvious  causes  are  the  wounds  which  penetrate  the  abdominal 
wall  or  viscera  from  without,  or  which  crush  or  tear  the  subjacent 
vessels  without  signs  of  external  lesion. 

The  hidden  causes  are  those  which  demand  closer  attention. 
Among  these,  aneurismal  dilatation  requires  consideration.  More 
common  in  man  than  in  woman,  abdominal  aneurisms  are  usually 
irremediable.  But  when  they  affect  the  secondary  branches  of  the 
abdominal  aorta,  as  the  smaller  omental  or  mesenteric  arteries,  the 
timely  treatment  of  their  rupture  may  save  a  life  otherwise  lost. 

Fatal  intraperitoneal  haemorrhage  is  no  rare  result  of  the  rupture 
of  blood-vessels  in  malignant  tumors  of  the  liver,  pancreas,  and 
ovaries. 

The  greatest  practical  importance,  however,  is  to  be  attached  to 
the  pelvic  sources  of  haemorrhage.  These  are  to  be  found  almost 
exclusively  in  the  genital  organs  of  the  female.    They  are  the  dilated 
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and  weakened  vessels  in  the  ovaries  and  broad  ligaments,  as  well  as 
those  developed  in  the  course  of  a  tubal  or  abnormal  uterine  preg- 
nancy. In  this  series  is  to  be  included  the  haemorrhagic  pelvic  peri- 
tonitis, almost  invariably  limited  to  women  and  usually  originating 
from  disturbances  arising  in  the  genital  tract.  Haemorrhages  from 
scurvy,  purpura,  haemophilia,  infectious  diseases,  and  phosphorus  poi- 
soning are  without  practical  importance  inthe  present  consideration. 

The  effects  of  a  rupture  of  the  blood-vessels  are,  as  Veit  has  con- 
spicuously shown,  essentially  dependent  upon  the  escape  of  blood 
into  the  open  peritoneal  cavity  or  into  a  part  which  has  been  separated 
from  the  rest  by  adhesions.  In  the  former  case  the  blood  is  poured 
out  without  hindrance ;  more  or  less  rapidly  according  to  the  caliber 
of  the  ruptured  vessel,  the  size  of  the  opening,  the  volume  of  blood, 
and  the  strength  of  the  heart.  The  result  is  a  haemoperitonceum.  The 
liquid  and  clotted  blood  lies  in  the  lowermost  parts  of  the  abdominal 
cavity  beneath  and  between  the  intestines.  According  to  the  extent 
of  the  haemorrhage,  the  haemoperitonaeum  either  proves  rapidly  fatal  or 
the  blood  is  absorbed,  except  in  occasional  instances,  without  the 
production  of  a  tumor. 

If  the  haemorrhage  takes  place  into  a  part  of  the  peritoneal  cavity 
shut  off  from  the  rest  by  adhesions,  a  haematocele  follows.  The 
haematocele  is  usually  pelvic  in  its  origin  and  seat,  occurs  in  the 
female,  and  forms  a  tumor.  If  the  bleeding  continues,  this  tumor 
enlarges,  and  may  subsequently  rupture  and  produce  a  haemoperi- 
tonaeum. If  the  bleeding  ceases,  the  frequent  result  is  the  absorption 
of  the  clot.  But  the  haematocele  is  generally  seated  in  the  pelvis,  a 
region  in  which  septic  infection  of  the  clot  may  be  easy,  and  the 
infected  clot  then  causes  a  destructive  inflammation  of  the  surround- 
ings. There  are  peritonitic  adhesions  to  the  walls  of  the  rectum> 
vagina,  or  bladder;  and  a  septic  peritonitis  follows,  or  a  discharge  of 
the  softened  clot  takes  place  into  one  of  the  hollow  organs  above 
mentioned  ;  oftenest  into  the  rectum,  then  into  the  vagina,  rarely  into 
the  bladder.  The  discharge  into  the  rectum  or  vagina  if  properly  con- 
trolled is  usually  harmless  and. beneficial,  while  that  into  the  bladder 
is  most  serious,  from  the  extension  of  the  resulting  cystitis  to  the  kid- 
ney, with  the  production  of  a  pyelonephritis.  Perforation  may  also 
take  place  elsewhere  in  the  bowel,  with  permanent  fistulae,  through  the 
haematocele,  between  the  ileum  or  caecum,  into  the  rectum.  Absorption 
without  septic  infection  may  take  place,  however,  and  the  possibility 
of  the  occurrence  of  the  above  complications  is  an  insufficient  justi- 
fication for  a  severe  operation  for  their  prevention. 
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Intraperitoneal  haemorrhages  may  thus  be  divided  into  those  which 
are  immediately  or  remotely  dangerous  and  those  which  are  compara- 
tively harmless.  The  immediately  dangerous  are  such  in  virtue  of  the 
rapidly  progressing  anaemia.  The  remotely  dangerous  become  so  in 
consequence  of  the  complications  which  may  arise  in  the  subsequent 
history  of  the  extravasated  blood. 

In  the  practical  consideration  of  the  individual  case  it  first  be- 
comes necessary  to  establish  the  existence  of  an  intraperitoneal  haem- 
orrhage, then  to  determine  its  cause,  and  finally  to  decide  upon  its 
treatment.  That  the  diagnosis  is  not  always  easy,  and  is  sometimes 
extremely  difficult,  is  obvious  to  all  who  have  had  experience  in  the 
matter  or  who  are  familiar  with  the  literature  of  the  subject.  An  ex- 
ploratory laparotomy  has  often  proved  to  be  the  only  means  by  which 
the  diagnosis  has  been  established,  and  has  also  repeatedly  made 
clear  that  there  was  no  intraperitoneal  haemorrhage,  which  had  been 
suspected. 

A  well  person,  suddenly  seized  with  rapidly  advancing  collapse, 
presenting  a  pinched,  sunken  face,  an  anxious  and  fearful  expression, 
cold  extremities,  a  clammy  skin,  deep  and  sighing  respiration,  a  hol- 
low, husky  voice,  an  almost  imperceptible  pulse,  and  without  other 
objective  symptoms,  is  presumably  suffering  from  a  concealed  haem- 
orrhage. Abdominal  or  pelvic  pain  is  the  only  positive  localizing 
symptom,  and  may  not  be  of  extreme  severity  or  of  prolonged  inten- 
sity. Various  sources  of  intra-abdominal  haemorrhage  may  be  ex- 
cluded— as  the  stomach,  intestines,  urinary  tract,  or  uterus — by  the  ab- 
sence of  previous  symptoms  pointing  to  disease  of  these  organs,  and 
by  the  failure  of  blood  to  appear  in  the  vomit,  stools,  urine,  or  vagina. 
A  gastro-intestinal  source  of  so  serious  a  haemorrhage  is  usually  pre- 
ceded by  long-continued  attacks  of  pain  in  the  region  of  the  stomach 
or  duodenum,  or  by  symptoms  of  typhoid  fever  or  of  fibrous  hepatitis. 
Metrorrhagia  sufficient  to  produce  so  profound  a  collapse  occurs  only 
with  placenta  praevia  or  after  childbirth,  while  renal  or  vesical  haem- 
orrhage, even  when  severe,  would  fail  to  produce  so  much  immediate 
disturbance. 

The  existence  of  a  severe  intraperitoneal  haemorrhage  is  thus  to 
be  established  by  exclusion.  Veit  has  shown  that  there  are  no  physi- 
cal signs  sufficient  to  prove  the  presence  of  a  large  quantity  of  blood 
in  the  free  peritoneal  cavity.  It  gives  rise  to  no  more  dullness  than 
may  result  from  intestinal  contents  ;  it  offers  no  more  resistance  to 
the  palpating  finger  than  may  be  offered  by  coils  of  intestine. 

The  treatment  of  so  severe  an  intraperitoneal  haemorrhage  as  that 
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above  suggested  necessarily  depends  upon  its  cause.  If  it  is  due  to 
an  aneurism  of  the  abdominal  aorta,  or  to  a  cancer  of  the  liver  or  pan- 
creas, a  laparotomy  is  useless,  except,  perhaps,  to  offer  in  anaesthesia 
an  easy  means  of  dying.  Antecedent  symptoms  are  likely  to  have 
given  evidence  of  these  lesions,  and,  fortunately,  death  is  often  so 
rapid  from  these  causes  that  time  is  lacking  even  for  anaesthesia. 

On  the  contrary,  immediate  laparotomy  is  indicated  for  such  se- 
vere intraperitoneal  haemorrhage  when  an  aortic  aneurism  or  a  malig- 
nant abdominal  tumor  is  to  be  excluded.  The  causes  are  then  to  be 
found  in  a  small  aneurism,  or  in  an  ectopic  gestation. 

The  former  is  rare,  of  greater  frequency  in  man  ;  the  latter  com- 
mon and  preceded  by  symptoms  which  are  often  sufficiently  sugges- 
tive. These  are  the  omitted  menses,  the  irregular  metrorrhagia,  de- 
cidual discharge,  paroxysmal  or  peritonitic  pain,  and  possibly,  on  vagi- 
nal examination,  a  tumor  outside  of  the  uterus,  with  slight  enlarge- 
ment of  the  latter.  The  tumor  often  fails,  when  much  needed  for 
diagnosis,  from  simultaneous  extrusion  of  the  foetus  and  escape  of 
blood  into  the  abdominal  cavity. 

The  collapse  may  be  less  profound,  though  still  severe,  and  be  in- 
dependent of  haemorrhage  into  the  peritoneal  cavity  or  into  the  hol- 
low organs  of  the  abdomen.  A  ruptured  ovarian  cyst,  or  a  tumor 
with  a  twisted  pedicle,  may  then  be  concerned.  In  either  case  a 
tumor  of  sufficient  size  to  be  easily  recognized  will  be  found.  An 
eventual  laparotomy  is  then  unquestionably  demanded  ;  an  immediate 
laparotomy  may  be  extremely  injudicious. 

The  cases  then  presenting  the  greatest  difficulty  in  diagnosis  are 
those  where  the  question  of  treatment  may  best  be  in  dispute.  De- 
bility and  exhaustion  are  present — unexpected,  perhaps,  but  not  ex- 
treme. There  is  moderate  pallor,  and  the  pulse  is  but  slightly  ac- 
celerated or  weakened.  The  abdominal  or  pelvic  pain  may  be  as  se- 
vere and  sudden  as  before,  but  the  constitutional  disturbance  is  less. 
Such  a  patient  may  walk  into  the  consulting  room,  complaining  of 
little  else  than  pain.  In  this  class  of  cases  there  is  no  considerable 
haemorrhage  into  the  free  peritoneal  cavity,  but  a  circumscribed  tu- 
mor will  be  found  on  pelvic  examination.  It  is  the  nature  of  this  tu- 
mor which  demands  most  careful  consideration.  It  should  be  deter- 
mined, if  possible,  by  other  means  than  by  an  exploratory  laparotomy. 
If  this  is  employed,  the  treatment  becomes  of  necessity  abdominal  and 
surgical,  whereas  in  many  instances  it  should  be  medical,  or,  if  surgi- 
cal, then  vaginal  or  rectal. 

Such  cases  are  almost  invariably  limited  to  women.    Similar  symp- 
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toms  may  occur  in  man,  as  in  a  case  recently  under  my  observation 
in  the  practice  of  Dr.  Loring,  of  Newton.  They  proved  to  be  due  to 
an  extensive  subperitoneal  haematoma  from  a  ruptured  small  aneu- 
rism of  the  iliac  artery.  The  pelvic  tumor  is  to  be  found,  at  the  out- 
set, near  the  uterus,  usually  behind  or  at  one  side.  It  is  firm,  elastic, 
sensitive,  and,  when  early  appreciated,  may  be  as  large  as  an  orange. 
Such  a  tumor  may  be  a  pus  tube,  or  an  ovarian  or  uterine  tumor,  but 
these  lack  the  sudden  development  of  anaemic  symptoms.  It  may  be 
a  retrofixed,  pregnant  uterus,  which  is  to  be  eliminated  by  finding  a 
dilated  bladder  and  a  history  of  urinary  retention.  The  tumor  may 
be  due  to  retained  menses,  or  to  pregnancy  in  a  rudimentary  horn. 
The  tumor  then  forms  a  part  of  the  uterus,  the  os  being  dilated  and 
crescentic.  By  way  of  exclusion,  then,  the  tumor  is  likely  to  prove  a 
haematocele  or  a  haematoma  of  the  broad  ligament. 

The  same  causes — viz.,  ruptured  vessels  in  the  ovaries,  tubes,  and 
broad  ligaments — are  concerned  in  the  origin  both  of  the  haematoma 
and  the  haematocele.  In  addition,  the  latter  may  be  caused  by  an 
antecedent  attack  of  pelvic  peritonitis,  which  is  likely  to  be  inferred 
from  the  previous  history  of  the  patient.  The  usual  cause  of  each  is 
to  be  found  in  an  ectopic  gestation,  the  important  features  in  the  re- 
cognition of  which  have  already  been  stated.  The  effect  upon  the 
foetus  is  likely  to  be  the  same  in  either  case.  The  quantity  of  blood 
poured  out  is  usually  sufficient  to  destroy  the  foetus  if  it  lies  between 
the  folds  of  the  broad  ligament,  and  the  same  result  is  likely  to  follow 
the  rupture  of  the  sac  in  which  the  foetus  is  contained.  In  either  case 
the  haemorrhage  usually  takes  place  outside  the  foetal  membranes. 
Compression  by  the  extravasated  blood  is  the  probable  event  in  case 
of  the  haematoma  ;  extrusion  of  the  foetus,  with  or  without  its  mem- 
branes, is  the  probable  event  where  the  rupture  of  the  material  en- 
veloping membrane  takes  place  into  the  peritoneal  cavity. 

Unfortunately,  the  distinction  between  the  two  is  not  always,  per- 
haps not  often,  to  be  determined  by  physical  examination.  Yet  the 
best  treatment  of  the  haematoma  is  almost  universally  recognized  to  be 
expectant — that  is,  medical,  while  that  of  the  haematocele  is  often  in 
dispute.  The  important  practical  point  of  distinction  between  intra- 
peritoneal haemorrhage  with  and  without  a  tumor  is,  that  delay  is  pos- 
sible and  desirable  in  the  latter  case  ;  dangerous,  perhaps  fatal,  in  the 
former. 

The  diagnosis  of  the  haemorrhagic  nature  of  the  tumor  often  be- 
comes confirmed  in  the  course  of  twenty-four  hours  by  the  subsequent 
symptoms.    It  is  likely  to  become  larger,  and  eventually  may  even  be 
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of  the  size  of  a  child's  head.  It  fills  the  pelvis,  perhaps  projects  above 
it,  and  presses  upon  the  bladder,  rectum,  or  pelvic  nerves.  Frequent 
micturition,  painful  stools,  pains  or  paresthesias  in  the  legs,  are  likely 
to  ensue.  The  vaginal  wall  becomes  depressed  behind  or  in  front.  The 
uterus  is  elevated  near  the  symphysis,  or  in  the  hollow  of  the  sacrum, 
according  to  the  retro-uterine  or  antero-uterine  seat  of  the  tumor. 
Symptoms  of  a  mild  localized  peritonitis  now  become  apparent. 
There  is  chilliness  and  slight  fever,  the  latter  lasting  but  a  few  days, 
hypogastric  and  vaginal  tenderness,  which  may  remain  for  some  time 
longer.  The  tumor  tends  to  become  smaller,  denser,  and  in  the  course 
of  time  may  be  represented  merely  by  a  diffuse  induration.  The  larger 
the  hematocele  the  more  prolonged  the  period  of  absorption  and  the 
greater  the  liability  of  the  patient  to  discomfort  from  the  associated 
adhesions,  obliterated  tubes,  dislocated  ovaries,  and  displaced  uterus. 
Dysmenorrhea,  sterility,  and  chronic  invalidism  are  then  not  unlikely 
resuhs. 

In  other  cases  it  becomes  increased  in  size,  with  recurrence  of  the 
acute  symptoms.  The  more  frequent  the  recurrence,  the  graver  the 
condition,  the  greater  the  danger  of  perforation.  This  may  be  ex- 
pected to  take  place  into  the  rectum  when  the  latter  becomes  irri- 
table, as  shown  by  frequent  mucous  discharges  and  tenesmus.  Rectal 
examinations  may  then  reveal  a  soft  spot  in  the  elsewhere  hard  wall 
of  the  tumor,  indicating  the  point  where  the  discharge  is  to  take  place. 
In  like  manner  a  pointing  of  the  hematocele  into  the  vagina  may  be 
shown  by  a  yielding,  bulging  mass  on  digital  examination  of  this 
cavity.  The  evacuation  is  followed  by  temporary  relief,  which  may 
become  permanent  with  the  disappearance  of  the  tumor.  On  the 
other  hand,  as  before  stated,  if  infection  from  the  rectum  or  vagina 
takes  place,  leading  to  putrefaction  of  the  clot  and  gangrene  of  the 
wall,  symptoms  of  peritonitis  are  likely  to  appear.  But  the  infection 
of  the  cavity  of  the  tumor  may  be  rendered  harmless  after  its  occur- 
rence or  be  prevented  from  taking  place  without  the  need  of  a 
laparotomy. 

In  brief,  the  recognition  of  a  pelvic  tumor  and  the  more  accurate 
determination  of  its  nature  in  connection  with  the  symptoms  of  intra- 
peritoneal hemorrhage  is  of  the  greatest  importance.  Small  and 
large  hemorrhages  into  the  free  peritoneal  cavity  may  occur  with  or 
without  the  presence  of  a  tumor.  Small  hemorrhages  are  readily  ab- 
sorbed ;  large  hemorrhages,  without  surgical  interference,  prove  fatal 
in  the  course  of  a  few  hours  or  days  and  require  immediate  lapa- 
rotomy, whether  a  tumor  is  present  or  not. 
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If  the  symptoms  are  less  urgent  and  a  large  tumor  is  present, 
especially  if  there  is  no  history  suggestive  of  pregnancy,  and  there  is 
the  previous  knowledge  of  a  tumor,  the  laparotomy  may  be  postponed 
until  the  patient  recovers  from  the  shock,  due,  probably,  to  the  twist- 
ing of  the  pedicle  of  a  uterine  or  ovarian  tumor,  or  to  the  rupture  of 
a  cyst. 

If  the  symptoms  are  less  urgent  and  a  small  tumor  is  present,  the 
case  will  bear  watching.  The  condition  is  likely  to  be  a  hematocele 
or  a  hematoma.  In  either  event  there  is  no  urgency  unless  haemor- 
rhage persists,  the  tumor  greatly  enlarges  or  ruptures,  and  a  hemo- 
peritoneum  results,  in  which  case  there  can  be  no  question  of  an  im- 
mediate laparotomy. 

Frequently  the  extravasated  blood  is  likely  to  be  absorbed  with- 
out serious  disturbance.  The  patient  should  therefore  be  treated  by 
ice  to  the  abdomen,  rectal  or  vaginal  enemata  of  cold  water,  and  by 
opiates  for  the  relief  of  pain.  Absolute  rest,  the  use  of  the  catheter 
and  saline  laxatives  complete  the  requirements  of  treatment.  ■ 

If,  as  stated  by  Gusserow,  the  hematocele  is  so  large  as  to  be  me- 
chanically disturbing  or  absorption  ceases,  or  the  circumstances  of 
the  patient  do  not  permit  slow  absorption,  or  prolonged  rest  after- 
ward, or  if  the  contents  become  infected,  as  indicated  by  symptoms 
of  septicemia,  the  tumor  should  be  opened,  emptied,  and  drained 
without  delay.  Whether  the  incision  should  be  made  through  the 
abdominal,  vaginal,  or  rectal  wall  must  be  determined  in  the  individual 
case,  with  a  general  tendency  in  favor  of  vaginal  drainage. 

The  great  success  which  has  followed  the  vaginal  incision,  the 
tumor  being  opened  and  the  clots  removed,  has  been  repeated  so 
many  times  by  so  many  operators  that  it  is  unquestioned.  This,  too, 
without  waiting  for  any  of  the  possibilities  which  make  the  operation 
demanded.  It  has  often  been  done  in  the  early  history  of  the  tumor, 
to  save  time  in  healing  or  to  obviate  possible  repeated  or  continued 
hemorrhage.  Healing  may  be  even  more  rapid  than  after  abdominal 
incision,  days  only  elapsing  between  the  operation  and  the  recovery 
of  the  patient.  The  comparative  merits  of  the  various  methods  of 
treatment  can  only  be  determined  after  the  lapse  of  time.  The  older 
statistics  with  reference  to  treatment  by  purely  medical  methods  or 
by  puncture,  even  by  incision,  are  no  absolute  standard  of  what  may 
be  done  now,  with  a  better  understanding  of  the  etiology  of  the  con- 
dition, a  surer  knowledge  of  the  complications  which  may  arise,  and  a 
more  complete  appreciation  of  their  timely  prevention.  The  recom- 
mended early  abdominal  incision  is  not  yet  sufficiently  proved  to  be 
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without  serious  after-effects  ;  in  the  production  of  hernia,  or  in  the 
formation  of  abscesses  which  may  lead  to  intestinal  obstruction  or 
may  act  in  favor  of  producing  a  subsequent  intraperitoneal  haemor- 
rhage, from  the  same  cause — namely,  ectopic  gestation.  That  this  is 
no  fanciful  assumption  has  been  recently  illustrated  in  the  practice  of 
my  friend,  Dr.  F.  B.  Harrington,  of  Boston,  who  has  twice  operated 
upon  the  same  woman  for  intraperitoneal  haemorrhage  from  ectopic 
gestation  within  a  period  of  two  or  three  years. 

The  comparative  results  of  other  treatment  than  laparotomy  as 
shown  by  Zweifel  a  few  years  ago  are  as  follows  : 

Of  144  cases  treated  expectantly,  16.6  per  cent,  were  fatal  ;  66 
cases  treated  by  puncture,  15. 1  per  cent,  were  fatal;  30  cases  treated 
by  vaginal  incision,  10  per  cent,  were  fatal. 

The  medical  treatment  of  intraperitoneal  haemorrhage,  when 
feasible,  permits  the  patient  to  recover  without  operation  and  renders 
possible  and  easy  operation  when  necessary,  and  one  not  demanding 
especial  skill. 

Laparotomy  for  intraperitoneal  haemorrhage  is  unnecessary  in  a 
large  number  of  cases,  and  when  undertaken  substitutes  a  severe  for  a 
simple  operation,  and  one  requiring  considerable  technical  skill,  there- 
fore not  generally  applicable. 

In  bringing  these  remarks  to  a  conclusion,  I  must  apologize  for 
my  shortcomings  in  presenting  to  you  rather  a  medical  essay  than  an 
address  or  oration.  The  last  term  would  have  been  so  discouraging 
that  I  should  have  declined  the  attempt  had  I  known  it  was  to  appear 
under  this  term.  Professor  Welch,  in  extending  me  your  invitation, 
allowed  me  the  usual  license  of  selecting  my  subject.  I  trust  I  may 
have  interested  you  in  the  practical  side  of  the  question,  even  if  I 
have  presented  it  under  the  false  colors  of  a  dignified  title. 

How  to  become  a  "Professor" — As  this  seems,  at  the  present  day, 
to  be  one  of  the  prime  objects  of  our  fraternity,  some  valuable  hints 
on  the  subject  may  be  culled  from  some  remarks  of  Dr.  Jacobi  at  the 
annual  dinner  of  the  Harvard  Medical  Alumni  Association  given  in  a 
recent  number  of  the  Western  Medical  Reporter.    Dr.  Jacobi  said  : 

"  There  are  many  ways  of  becoming  professors,  some  of  which  are 
as  follows  :  Thirty  years  ago  I  was  offered  the  place  of  professor  of 
diseases  of  children.  I  replied  I  could  not  think  of  accepting  ;  I  did 
not  know  enough.  My  friend,  who  was  a  professor  and  knew  all  about 
it,  laughed  and  replied  if  he  were  offered  a  chair  of  nautics  he  would 
begin  lecturing  to-morrow.    That  is,  gentlemen,  how  I  became  pro- 
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fessor  of  paediatrics,  only  because  there  was  no  place  vacant  for  a  Co- 
lumbus. Others  are  cousins,  friends,  assistants  in  private  practice.  To 
be  rich,  well  connected,  and  have  relatives  among  hospital  and  college 
trustees  is  a  very  good  mental  equipment.  Have  a  friend  who  is 
wealthy  and  endows  a  chair  for  you.  In  Germany,  be  a  son-in-law  of 
a  leading  professor. 

"  But  lately  I  read  of  the  death  of  a  German  Privatdocent,  at  the 
ripe  age  of  seventy-four,  whom  I  knew  when  he  was  already  Privat- 
docent, but  proved  his  incapacity  for  advancement  by  refusing  to 
marry  the  daughter  of  the  full  chair.  Write  a  text-book  while  you 
are  young  and  fresh.  There  are  so  many  that  you  can  extract  half  a 
dozen  and  make  the  seventh  with  the  aid  of  very  little  brains.  Op- 
erate on  two  alleged  lacerations  daily,  and  lose  no  more  than  fifty  per 
cent,  of  septicaemia.  Prove  that  the  best  place  for  ovaries  is  in  a  jar. 
Render  yourself  a  parody  of  the  great  Philadelphian  who  makes  a 
diagnosis  before  he  cuts  babies'  skulls  by  sawing  without  diagnosis. 
The  first  is  seen  and  heard  and  heard  of,  the  latter  is  not.  On  that 
line  there  are  many  possibilities." — Medical  Fortnightly ;  Cleveland 
Medical  Gazette. 

The  above  statement  is  doubly  valuable  because  it  proceeds  from 
a  man  who  may  be  said  to  speak  from  experience,  as  the  following 
clipping  will  show  : 

"  Dr.  Abraham  Jacobi,  of  New  York,  has  been  offered  the  chair 
of  paediatrics  in  the  University  of  Berlin,  made  vacant  by  the  resigna- 
tion of  Professor  Henoch.  We  are  glad  Dr.  Jacobi  has  declined  the 
honor,  and  will  remain  in  New  York  to  grace  the  chair  of  clinical 
paediatrics  in  the  College  of  Physicians  and  Surgeons,  and  to  continue 
an  ornament  to  the  American  medical  profession.  This  is  the  first 
time  such  a  distinction  has  been  offered  to  an  American  physician. 
We  take  pleasure  in  printing  the  following  editorial  comment  from  the 
New  York  Tribune  of  December  2,  1893  : 

u  '  It  is  a  high  and  most  unusual  compliment  which  has  been  paid 
to  Dr.  Abraham  Jacobi,  of  this  city,  in  che  invitation  which  lately 
came  to  him  to  assume  a  chair  in  the  University  of  Berlin.  While  ap- 
preciating the  compliment,  New  Yorkers  can  not  but  rejoice  that  Dr. 
Jacobi  promptly  declined  it.  He  has  become  so  much  attached  to 
New  York,  and  to  this  country,  that  he  feels  his  home  to  be  here,  and 
nothing  apparently  would  induce  him  to  make  so  radical  a  change  as 
was  proposed.  He  has  lived  here  almost  forty  years,  and  has  been  an 
important  factor  in  the  community.  We  are  glad  that  his  eminent 
position  in  his  profession  has  received  this  distinguished  recognition, 
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and  glad  that  Dr.  Jacobi  is  to  remain  one  of  our  fellow-citizens  ;  and 
we  are  sure  that  this  opinion  will  be  shared  by  all  who  know  him, 
either  personally  or  by  reputation.'" — Buffalo  Medical  and  Surgical 
Journal. 

Female  Physicians  in  Turkey. — Information  has  been  received  from 
Constantinople  that  our  minister,  Hon.  A.  W.  Terrell,  has  gained  a 
noble  victory  in  diplomacy.  The  laws  in  Turkey  do  not  recognize 
female  physicians,  but,  notwithstanding,  they  have  increased  rapidly  in 
that  country,  and  a  large  number  of  them  are  composed  of  American 
missionaries.  They  have  been  embarrassed  by  the  fact  that  they 
were  unable  to  obtain  Turkish  diplomas,  and  the  various  ambassadors 
and  foreign  representatives  have  been  very  earnest  in  their  efforts  to 
secure  for  women  the  same  rights  to  practice  the  profession  of  medi- 
cine as  those  enjoyed  by  men,  and  they  have  invariably  failed;  but 
at  last,  under  the  persistent  and  intelligent  advocacy  of  our  minister, 
Judge  Terrell,  Turkish  conservatism  has  yielded,  and  he  has  secured 
privileges  for  women  practitioners  of  medicine  which  neither  Russian, 
French,  British,  nor  German  ambassadors  could  gain.  Judge  Terrell 
displays  his  gallantry  and  devotion  to  the  gentler  sex  both  at  home 
and  abroad. — Statesman. 

Conception  during  the  Puerperal  Period. — Dr.  Brasseur  relates  the 
case  of  a  woman,  twenty- two  years  of  age,  who  was  delivered  on  July 
4,  1892,  of  her  hrst  child.  On  July  8th  she  practiced  coitus,  and  was 
again  delivered  March  10,  1893,  of  a  healthy  child.  Calculating  from 
the  date  of  coitus,  the  second  pregnancy  lasted  two  hundred  and 
forty-three  days — that  is,  twenty-seven  days  less  than  the  normal. 
This  case  has  caused  considerable  discussion.  Ovulation  must  have 
existed  in  the  woman  on  the  fourth  day  after  the  delivery,  and  it  was 
necessarily  quite  independent  of  menstruation.  Dr.  Koenig,  who 
actually  observed  the  case,  draws  from  it  the  following  deductions  : 
1.  A  gestation  period  of  two  hundred  and  forty-three  days  after  a 
fecundating  coitus  may  produce  a  viable  child.  2.  The  spermatozoa 
can  live  in  the  lochial  secretions.  3.  The  functional  activity  of  the 
ovaries  is  not  completely  suspended  during  pregnancy.  The  Graafian 
follicles  so  open  that  they  may  burst  a  very  short  time  after  delivery. 
4.  Ovulation  and  menstruation  may  occur  independently  of  each 
other.  5.  Among  vigorous  women,  during  the  period  immediately 
following  confinement,  the  uterine  mucous  membrane  may  undergo  a 
rapid  regeneration,  which  renders  possible  the  implantation  of  a  fecun- 
date ovule  immediately  after  delivery. — New  York  Medical  Record. 
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Chancroids  and  epithelioma  of  the  Fe?nale  Generative  Organs. — Dr. 
E.  C.  Davis  gives  the  following  differences  in  the  history  of  these 
troubles  as  an  aid  in  differentiation  : 


EPITHELIOMA. 

Age. — Usually  occurs  later  in 
life,  after  thirty-five  years.  There 
are  recorded  cases  occurring  at 
eighteen  years  of  age.  These  are 
rare. 

Heredity. — Usually  history  of 
malignant  disease  of  ancestors. 

Location. — When  confined  to 
cervix  most  frequently  found  on  a 
previous  laceration. 

Frequency. — Not  of  rare  oc- 
currence. Married  women  and 
those  having  borne  children  suffer 
oftenest. 

Development. — Usually  slow 
at  first.  Begins  as  a  hard  eleva- 
tion or  nodule. 

Number. — At  first  single  ul- 
cer, until  glandular  tissue  breaks 
down,  forming  another. 

Auto  -  inoculation. — Question- 
able. 

Color. — Dirty,  with  livid  edges 
covered  over  with  broken-down 
tissue.  Discharging  a  foetid  ichor- 
ous fluid  very  irritating. 

Hydrorrhcea. 


Haemorrhage. 


No  tendency  to  cicatrization. 

Extends  in  direction  of  vagina 
and  body  of  uterus. 

Buboes. — Late.  Multiple  en- 
largement of  glands. 

Microscope. — Shows  presence 
of  epithelial  scales  in  so-called 
nests. 

Cachexia. — Marked    late  in 


CHANCROID. 

Occurs  usually  early,  but  may 
be  observed  in  the  old. 


Plays  no  part. 

On  lower  fourth  of  vagina  and 
sometimes  on  cervix. 

Rare.  Prostitutes,  or  married 
women  who  become  infected  by 
husband. 

Rapid.  Begins  as  a  pustule, 
rapidly  becoming  an  ulcer. 

May  be  single  at  first,  but  rap- 
idly becomes  multiple. 

Auto  -  inoculable.  Producing 
characteristic  chancroid. 

Yellow,  tawny,  and  discharg- 
ing a  yellow  pus. 


No  hydrorrhcea  ;  little  haem- 
orrhage. 

Evidences  of  cicatrization. 

On  vaginal  and  cervical  sur- 
face. 

Occur  early,  and  suppurate  as 
a  rule.    Usually  single. 
Absence  of  t hi?. 


Usually  absent. 


disease. 
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Castration  and  its  Effects  on  the  Sexual  Appetite. — Dr.  Good  ell  re- 
marks in  regard  to  this  subject  :  My  own  experience  would  lead  me 
to  the  conclusion  that  in  the  majority  of  women  who  have  been  cas- 
trated the  sexual  impulse  soon  abates  in  intensity,  much  sooner  than 
after  a  natural  menopause,  and  that  in  many  cases  it  wholly  disap- 
pears. This  tallies  with  Glavaecke's  conclusion  that  "  in  most  of  the 
cases  the  sexual  desire  is  notably  diminished  and  in  many  cases  is  ex- 
tinguished." In  corroboration  of  this  statement  let  me  cite,  out  of 
my  many  cases  in  point,  a  few  of  the  more  salient  ones.  The  wife, 
aged  thirty-four  years,  of  a  farmer,  so  exhausted  him  by  her  sexual 
exactions  that  his  health  suffered  very  seriously.  The  appendages 
were  diseased  and  fixed  by  adhesions.  After  their  removal  menstru- 
ation and  the  sexual  impulse  continued  unabated  for  a  little  over  a 
year,  when  the  former  wholly  ceased,  and  the  latter  not  long  after  dis- 
appeared. Another  case  was  the  very  ardent  wife,  aged  thirty  years, 
of  a  man  who  was  not  so  well  mated  to  her.  She  was  sterile  and  had 
excessive  menorrhagia  from  a  uterine  fibroid,  for  which  her  ovaries 
were  removed.  Menstruation  did  not  reappear,  and  in  less  than  two 
years  all  sexual  feeling  was  lost.  In  a  third  case,  a  young  lady  of 
high  intelligence  was  reduced  to  a  pitiable  condition  of  ill-health  by 
menorrhagia  and  by  frequent  acts  of  self-abuse.  She  was  not  insane, 
yet,  incredible  as  it  may  seem,  she  sometimes  masturbated  no  fewer 
than  eight  tinies  in  the  four  and  twenty  hours.  For  several  months 
after  the  removal  of  the  ovaries,  which  were  apparently  healthy 
in  every  respect,  she  kept  up  her  bad  habits,  although  the  monthly 
flow  never  returned.  Then  the  sexual  feeling  gradually  vanished,  and 
she  gave  up  her  solitary  vice.  In  a  fourth  case  I  removed  the  healthy 
ovaries  of  an  unmarried  lady  of  middle  age  who  was  queer,  but  not 
insane  enough  to  be  confined.  Toward  her  monthly  periods  she  was 
goaded  by  so  irresistible  a  desire  for  sexual  intercourse  that  she  her- 
self feared  her  going  astray.  Not  long  after  her  castration,  which 
was  done  more  to  save  her  from  reproach  than  to  cure  her  insanity, 
she  lost  the  desire  wholly  and  absolutely.  She  did  not,  however, 
regain  her  reason,  and  ultimately  had  to  be  placed  in  an  insane 
asylum. 

Imlach's  case  is  a  celebrated  one  in  medico-legal  jurisprudence. 
This  skillful  surgeon,  after  removing  the  appendages  of  a  woman,  was 
prosecuted  by  her  for  unsexing  her,  and  by  her  husband  for  spoiling 
thereby  his  marital  pleasures.  The  special  committee  appointed  to 
investigate  Imlach's  numerous  cases  of  castration  at  the  Woman's 
Hospital,  in  Liverpool,  reported  that  they  found  "  a  distinct  loss  of 
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sexual  feeling  to  such  an  extent  as  to  cause  serious  domestic  unhap- 
piness  in  not  a  few  instances."  The  correctness  of  this  report  is  cor- 
roborated from  cases  in  my  own  practice,  of  engagements  broken  off, 
of  conjugal  estrangements,  and  of  marital  infidelity. —  The  Medical 
News. 

Recovery  of  Damage  for  Miscarriage. — The  Superior  Court  of  New 
York  city  has  ruled  that  when  a  married  woman  is  so  injured  through 
the  negligence  of  another  person  as  to  miscarry,  her  husband  can  re- 
cover damages  for  the  loss  of  the  child.  In  the  case  on  trial  the  dam- 
age was  assessed  by  the  jury  at  $2,250. — Medical  Record. 

Obstetricians  Poorly  Paid. — We  are  informed  that  it  costs  the  peo- 
ple of  the  United  States  each  year  to  be  born,  $25,000,000  ;  to  be 
married,  $300,000,000  ;  and  to  be  buried,  $75,000,000  ;  while  to  get 
drunk  the  people  pay  $900,000,000.  It  is  also  said  that  this  bill  for 
drunks  is  larger  than  the  bill  for  all  the  bread  and  meat  consumed  by 
the  same  people. — St.  Louis  Medical  and  Surgical  Journal. 
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Dr.  Pryor,  at  a  recent  meeting  of  the  Sec- 
tion in  Obstetrics  and  the  Diseases  of  Women 
of  the  New  York  Academy  of  Medicine,  showed 
a  portable  leg  rest  for  operations  in  the  dorsal 
position.  The  various  crutches,  straps,  and  Ede- 
bohls's  leg  rest,  all  flexed  the  thighs  on  the  ab- 
domen to  such  an  extent  as  to  cause  a  tilting  of 
the  pelvis.  As  a  result,  many  women  retained 
by  such  means  complain  of  backache  after  opera- 
tions, and  it  is  to  avoid  this  disagreeable  effect 
that  Dr.  Pryor  had  devised  his  leg  holder.  It 
is  stout,  and  capable  of  adjustment  to  almost  any 
table;  hence  is  peculiarly  adapted  to  operating  at 
patients'  homes. 


THE 


NEW  YORK  JOURNAL 

OF 

GYNAECOLOGY  and  OBSTETRICS. 


FEBRUARY,  1894. 


LIGATION  OF  THE  UTERINE  ARTERIES  FOR  THE  CURE 
OF  A  FIBRO-MYOMATOUS  TUMOR  OF  THE  UTERUS  * 

By  Hermann  J.  Boldt,  M.  D., 

Professor  of  Gynaecology  at  the  Post-graduate  Medical  School,  New  York. 

Inasmuch  as  abdominal  section  for  the  removal  of  a  fibro-my- 
omatous  uterus  is  still  a  dangerous  procedure,  despite  the  good  re- 
sults obtained  by  a  few  operators  during  the  past  two  or  three  years, 
any  form  of  treatment,  operative  or  otherwise,  which  is  devoid  of 
danger  should  be  welcomed  and  given  a  trial  if  it  is  based  upon  scien- 
tific investigation,  and  especially  if  it  has  already  shown  good  results. 
In  ligation  of  the  uterine  arteries  we  have  such  an  operation.  The 
credit  of  bringing  the  plan  to  the  notice  of  the  profession  is  claimed 
by  Sigmund  Gottschalk,  of  Berlin,  but  it  is  due  to  an  American. 
Dr.  W.  B.  Dorsett  f  first  proposed  the  plan,  and  the  credit  of  priority, 
if  any  is  due,  belongs  to  him  alone.  Unfortunately,  this  idea  was  not 
placed  in  the  columns  of  a  leading  gynaecological  journal,  or  our  Ger- 
man confreres  would  have  gained  some  time  in  putting  it  in  execution. 

Dorsett's  reasons  for  the  proposition  were  based  upon  sound  ana- 
tomical facts,  therefore  he  has  a  right  to  claim  priority.  On  the 
other  hand,  Gottschalk,  in  his  paper  On  the  Histogenesis  and  ^Eti- 
ology of  Uterine  Fibro-myomata,  read  before  the  First  International 
Gynaecological  Congress,  September  16,  1892,  bases  his  reasons  for 
performing  the  operation  on  carefully  conducted  histological  re- 
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searches.  His  conclusion  that  the  neoplasms  have  an  irritative  origin 
must  as  yet  be  considered  somewhat  hypothetical  ;  yet  the  ground 
taken  by  him  proved,  to  a  great  extent,  correct  when  the  plan  was 
practically  carried  out.  His  reasoning,  based  upon  his  histological 
studies,  led  him  to  tie  the  uterine  arteries  to  relieve  the  symptoms 
produced  by  the  neoplasm,  and  the  result  was  a  happy  one. 

Following  Gottschalk,  Franklin  H.  Martin,  of  Chicago,  did  the 
same  operation  under  the  term  Ligation  of  a  Portion  of  the  Broad 
Ligaments.  Martin's  idea  is  quite  correct,  so  far  as  the  effect  of  cut- 
ting off  the  blood  supply  goes,  and  corroborates  both  of  the  previous 
writers,  Dorsett  and  Gottschalk ;  but  he  is  surely  in  error  to  suppose 
that  the  ligation  of  non-vascular  parts  of  the  broad  ligament  will 
have  any  effect  upon  the  tumor.  His  paper,  from  beginning  to  end, 
as  well  as  the  narration  of  his  cases,  shows  plainly  that  he  also  con- 
siders cutting  off  the  blood  supply  as  of  main  importance.  It  is  much 
easier  to  ligate  en  masse  than  to  pick  out  the  vessels  and  tie  them  sep- 
arately, as  Dorsett,  Gottschalk,  and  Kiistner  prefer,  so  that  from  a 
practical  standpoint  I  adopt  the  views  of  Martin — viz.,  to  ligate  en 
masse. 

The  following  case  is  the  only  one  in  which  I  have  tried  this 
method  :  Marie  K.,  thirty-four  years  of  age,  and  married  for'  seven 
years.  She  had  one  abortion  four  years  after  marriage,  at  the  eighth 
month  of  gestation.  The  symptoms  which  led  the  patient  to  seek 
advice  in  my  clinic  were  profuse  and  prolonged  menstruation.  The 
flow  lasted  from  six  to  ten  days,  with  only  two  to  three  weeks'  inter- 
mission. For  the  previous  six  months  she  had  suffered  from  consti- 
pation and  backache.  The  symptoms  had  existed  for  a  year,  but 
were  only  prominent  during  the  time  noted,  when  they  had  gradually 
been  increasing.  A  fibro-myoma  the  size  of  a  large  hen's  egg  was  diag- 
nosticated on  the  posterior  wall  of  the  uterus.  Considering  the  histo- 
genesis of  fibro-myomata  advanced  by  Gottschalk  perfectly  rational, 
I  followed  the  example  of  that  author  and  tied  the  uterine  arteries  of 
both  sides,  but  made  a  slight  variation  in  the  technique.  The  patient 
was  prepared  and  placed  in  the  dorsal  position,  as  for  vaginal  hyster- 
ectomy. The  fibro-myomatous  uterus  was  pulled  down  as  low  as 
possible  with  a  volsella  forceps  and  the  cul-de-sac  of  Douglas  opened, 
so  as  to  allow  the  index  finger  to  be  used  as  a  guide  in  order  that  the 
uterine  artery  should  be  included  in  the  ligature.  The  vaginal  mu- 
cous membrane  on  either  side  was  also  cut.  After  the  vessels  had 
been  ligated  the  opening  in  the  cul-de-sac  was  closed,  as  was  also  the 
lateral  incision  into  the  mucosa. 
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It  is  now  more  than  eight  months  since  the  operation,  and  when  I 
examined  the  patient  five  or  six  weeks  ago  I  could  find  no  evidence 
of  the  growth.  The  symptoms  due  to  the  neoplasm — viz.,  bleeding 
and  backache — have  disappeared.  The  constipation  I  regard  as  ha- 
bitual. The  menstrual  period  following  the  operation  was  not  at  all 
to  be  compared  to  the  previous  periods.  The  flow  now  lasts  only 
three  or  four  days,  and  the  woman  does  not  lose  more  blood  than  she 
did  several  years  ago. 

In  addition  to  my  case,  good  results  were  obtained  by  Gottschalk, 
Kiistner,  and  Franklin  H.  Martin.  Martin  was  seemingly  the  first  to 
put  the  treatment  into  practice  for  fibro-myomata  in  this  country.  In 
his  article,  which  appeared  a  few  days  after  I  had  operated,  he  does 
not  state  the  size  of  the  growth,  and  it  would  seem  from  the  descrip- 
tions that  they  were  the  larger  sized  tumors.  If  my  supposition  of 
Martin's  cases  be  correct,  more  has  been  gained  by  the  introduction 
of  this  operative  measure  than  was  at  first  thought.  Gottschalk  pro- 
posed it  only  for  very  small  tumors.  I  see  no  reason,  however,  why 
it  may  not  be  applied  to  larger  tumors,  because  there  is  seemingly 
no  danger — certainly  not  more  than  there  is  in  a  curetting.  There 
can  not  be  the  same  objection  to  tying  the  vasa  uterina  as  there  is  to 
the  removal  of  the  appendages,  because  no  abdominal  section  is  made, 
and  the  operation  does  not  confine  the  patient  to  bed  for  more  than 
two  or  three  days.  If  after  two  months  it  is  found  that  there  is  no 
amelioration  of  the  symptoms,  hysterectomy  can  and  should  be  re- 
sorted to.  Failure  may  result  from  the  establishment  of  the  collat- 
eral circulation,  yet  the  fortunate  results  so  far  attained  justify  us  in 
making  further  trials  in  suitable  cases.  I  should  not,  of  course,  advo- 
cate the  method  in  tumors  which  are  very  large,  or  in  pedunculated 
growths,  etc.  I  would  limit  the  application  of  the  method  to  tumors 
which  do  not  reach  a  size  larger  than  sufficient  to  extend  two  to  three 
fingers'  breadth  above  the  symphysis.  Suppurative  disease  of  the 
annexa  is  a  contraindication  to  the  operation. 
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REPORT  OF  FIVE   CASES  OF  ACUTE  APPENDICITIS  * 
By  G.  M.  Edebohls,  M.  D., 

Professor  of  Gynaecology,  Post-graduate  Medical  School  of  New  York. 

Case  L — Miss  O.  B.,  aged  nineteen,  was  seen  in  consultation  with 
Dr.  E.  J.  Gallagher,  from  whom  the  following  history  was  obtained  : 
Her  periods,  up  to  the  last,  had  always  appeared  with  regularity.  On 
July  6,  1893,  her  menses  appeared,  one  week  overdue.  On  July  7th 
she  was  caught  in  a  rainstorm  and  wet  through  and  through.  Dur- 
ing the  night  menstruation  ceased,  and  sharp  abdominal  pains  sud- 
denly developed  ;  these  pains  soon  became  localized  in  the  right 
groin. 

Dr.  Edebohls  first  saw  the  patient  with  Dr.  Gallagher  on  July  9th. 
They  found  her  in  shock  ;  temperature,  103. 250  ;  pulse,  140  and  very 
small  ;  bowels  tympanitic ;  abdomen  sensitive  to  pressure  in  several 
places,  but  especially  over  McBurney's  point,  where  a  thickened, 
rounded  cord,  running  over  the  pelvic  brim  into  the  pelvis,  could  be 
distinctly  palpated. 

Examination  per  vaginam  revealed  a  tender  mass  behind  and  to 
the  right  of  the  uterus.  The  mass  was  of  about  the  size  of  the  nor- 
mal uterus,  and  was  continuous  outward  and  upward  with  the  mass 
felt  in  the  right  iliac  fossa.  Uterus  and  left  annexa  normal  in  size 
and  position.  Right  annexa  not  palpable,  being  lost  in  the  pathologi- 
cal mass. 

Diagnosis. — Acute  appendicitis,  with  a  mental  reservation  of  pos- 
sible ruptured  tubal  pregnancy. 

Operation  advised  and  performed  at  the  patient's  home  on  July 
10th,  at  3  p.  m. — sixty-three  hours  after  the  beginning  of  the  attack — 
with  the  assistance  of  Drs.  E.  J.  and  William  Gallagher  and  John 
McParlan.  Ten-centimetre  incision  along  outer  border  of  right  rectus 
abdominis,  the  lower  end  of  incision  reaching  down  to  Poupart's  liga- 
ment. The  presenting  intestines  were  deeply  injected  and  inflamed, 
and  covered  with  a  thick  fibrinous  layer,  but  not  adherent  in  such  a 
manner  as  to  shut  off  the  general  peritoneal  cavity.  After  lifting  the 
intestines  out  of  the  right  iliac  fossa  the  acutely  inflamed  and  very 
much  enlarged  right  Fallopian  tube,  covered  with  plastic  exudate  and 
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embracing  a  normal  right  ovary,  was  encountered.  The  condition  of 
the  tube  was  so  bad  that  it  was  removed  together  with  its  ovary. 

The  appendix  vermiformis  was  now  sought  for  and  found  extend- 
ing from  behind  the  caput  coli  along  the  posterior  aspect  of  the  right 
broad  ligament  downward  and  inward  into  the  pelvis,  where  it  occu- 
pied Douglas's  sac,  which,  with  its  surrounding  exudate  and  pus,  it 
almost  entirely  filled. 

The  appendix  measured  fully  eight  centimetres  in  length  by  about 
two  centimetres  in  average  diameter,  being  altogether  the  size  and 
much  the  shape  of  a  large  thumb.  More  than  half  of  its  circumfer- 
ence, that  distal  from  the  attachment  of  the  meso-appendix,  was  gan- 
grenous along  its  entire  length,  the  remainder  of  the  wall  being  in- 
tensely congested  and  swollen.  Parts  of  the  gangrenous  wall  had 
fallen  away,  leaving  the  interior  of  the  appendix  in  free  communica- 
tion with  the  peritoneal  cavity.  Two  bean-shaped  masses  of  hardened 
faecal  matter  were  found  inside  of  the  appendix,  which  was  surrounded 
by  a  great  deal  of  exudate  and  a  small  quantity  of  pus. 

The  diseased  appendix  was  shelled  out  of  Douglas's  sac,  the  intes- 
tines being  held  out  of  the  way  and  the  peritoneal  cavity  protected  by 
sterilized  gauze,  tied  off  with  fine  silk  and  removed.  The  rotten  con- 
dition of  the  caecum  at  the  site  of  origin  of  the  appendix  did  not 
permit  of  the  usual  Lembert  suture  over  the  inverted  stump  of  the 
appendix. 

The  bed  from  which  the  pathological  masses  were  removed,  and 
the  adjacent  inflamed  coils  of  intestine,  were  dried  with  sterilized 
gauze,  touched  with  gauze  wrung  out  of  i-to-1,000  sublimate  solution, 
and  again  dried.  No  irrigation.  The  bed  was  then  packed  with  iodo 
form  gauze,  the  end  of  which  was  led  out  of  the  lower  angle  of  the 
wound.  The  upper  two  thirds  of  the  wound  were  closed  with  through- 
and-through  silkworm  sutures.    Usual  dressing  of  sublimated  gauze. 

Patient  rallied  well  from  the  operation.  Pulse  and  temperature  be- 
came normal  on  the  third  day,  and  convalescence  thereafter  was  un- 
interrupted. The  united  part  of  the  abdominal  wound  healed  by  first 
intention,  and  Dr.  Gallagher  took  care  of  the  cavity  and  the  wound 
until  complete  closure  some  three  weeks  later. 

Case  II. — Miss  A.  K.,  aged  fifteen,  was  seen  in  consultation  with 
Dr.  D.  J.  Ruzicka,  her  attending  physician,  and  Dr.  H.  C.  Hoefling. 
She  had  been  well  all  her  life,  with  the  exception  of  an  attack  of  ap- 
pendicitis in  March,  1893,  for  which  she  was  treated  by  Dr.  Ruzicka. 
The  attack  was  of  a  mild  type,  lasted  about  ten  days,  and  was  fol- 
lowed by  a  still  milder  relapse  at  the  end  of  ten  days  more. 
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From  that  time  she  was  perfectly  well  until  Thursday,  November 
1 6,  1893,  at  11  p.  m.  Then,  very  suddenly,  great  pain  in  the  right 
groin,  radiating  into  the  thigh,  and  vomiting  ;  pulse,  120 ;  no  elevation 
of  temperature.  No  great  change  until  the  next  day,  Friday,  at  9 
p.  m.,  when  the  temperature  ran  up  to  1020,  the  pulse  still  remaining 
at  120.  On  Saturday,  at  3  a.m.,  sudden  very  acute  pain,  profound 
shock,  and  great  prostration;  temperature,  1030;  pulse,  136,  small 
and  thready. 

This  was  still  her  condition  when  Dr.  Edebohls  first  saw  her,  on 
Saturday,  at  6  a.  m.  Dr.  Ruzicka  had  diagnosticated  acute  appendi- 
citis, with  rupture  occurring  three  hours  previously,  and  in  this  diag- 
nosis Dr.  Hoefling  and  he  concurred.  Immediate  operation  wras  ad- 
vised and  accepted  by  the  girl  and  her  family. 

Operation,  November  18th,  at  9  a.m.,  thirty-four  hours  after  be- 
ginning of  the  attack,  and  six  hours  after  perforation.  Ten-centimetre 
incision,  slightly  oblique,  its  center  corresponding  to  a  point  midway 
between  the  anterior  superior  spine  of  the  ilium  and  the  umbilicus. 
When  the  peritoneal  cavity  was  opened,  about  sixty  grammes  of  soft- 
ened faeces,  mixed  with  serum,  ran  out.  There  were  absolutely  no 
adhesions  to  shut  off  this  collection  in  the  free  peritoneal  cavity, 
although  the  angry  congestion  and  some  soft  deposits  of  fresh  lymph 
indicated  the  beginning  of  acute  peritonitis. 

Sterilized  gauze  was  at  once  placed  in  such  a  way  as  to  protect  the 
general  peritoneal  cavity,  and  the  fluid  faeces  were  mopped  up  and  re- 
moved by  means  of  dry  gauze  serviettes,  without  irrigation.  The  ap- 
pendix was  found  on  the  inner  and  posterior  aspect  of  the  caecum.  It 
was  but  moderately  thickened,  partially  gangrenous,  and  doubled  up 
on  itself  in  the  middle,  so  that  the  free  end  was  attached  by  adhesions 
to  its  point  of  insertion  into  the  caecum.  The  perforation  had  occurred 
at  the  point  of  flexure,  on  its  inner  aspect,  and  soft  faecal  matter  was 
escaping  thence  into  the  peritoneal  cavity.  The  appendix  was  tied 
off  at  its  base  and  the  stump  inverted  into  the  caecum  by  suturing  the 
peritonaeum  over  it.  After  another  dry  cleansing  and  touching  all  ap- 
proachable contaminated  surfaces  with  gauze  wrung  out  of  i-to- 1,000 
sublimate  solution  ;  the  region  about  the  site  of  the  removed  appendix 
was  packed  with  iodoform  gauze,  the  end  of  which  was  led  out  at  the 
lower  angle  of  the  wound.  No  irrigation  whatever,  the  danger  of 
spreading  infection  by  means  of  it  being  considered  greater  than  any 
possible  advantage  that  might  accrue  from  its  use.  The  upper  two 
thirds  of  the  wound  were  closed  by  through-and-through  silkworm 
sutures. 
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Patient  bore  the  operation  well.  The  gauze  packing  was  removed 
three  days  later  and  a  rubber  drain  substituted.  An  acute  pneumonia, 
involving  the  lower  two  thirds  of  the  right  lung,  supervened  on  the 
sixth  day  and  sent  the  temperature,  which  had  been  normal  for  two 
days,  up  to  104.50.  The  pneumonia  ran  a  pretty  tempestuous  course 
for  five  days,  when  it  subsided.  The  patient  has  since  made  a  good 
recovery. 

Chronic  Appendicitis. 

Case  III. — Miss  M.  B.,  aged  eighteen,  came  under  observation  in 
January,  1893.  She  had  suffered  for  nearly  two  years  past  with  symp- 
toms due  to  a  movable  right  kidney,  and  had  during  that  time  had 
several  attacks  of  appendicitis. 

On  examination,  there  were  found  an  endometritis  and  a  right  kid- 
ney movable  to  the  extent  of  ten  centimetres.  The  appendix  vermi- 
formis  could  be  palpated  as  a  distinct  hard  cord,  about  the  diameter 
of  a  lead  pencil,  sensitive  on  pressure. 

On  February  10,  1893,  Dr.  Edebohls  performed  curettage  of  the 
uterus,  and  nephrorrhaphy  for  fixation  of  the  right  kidney.  During 
convalescence  from  these  operations  she  had  an  attack  of  appendicitis, 
which  was  treated  by  blisters  and  internal  medication.  She  was  dis- 
charged on  March  27th,  the  appendix  being  still  enlarged  and  sensi- 
tive on  pressure. 

The  symptoms  of  appendicitis  persisted,  with  exacerbations,  until 
her  readmission  a  month  later.  During  this  time  repeated  examina- 
tions showed  the  appendix  more  or  less  enlarged  at  various  periods. 

On  April  28th  he  removed  the  appendix  vermiformis  by  operation. 
The  appendix  was  found  elongated,  thickened  to  the  size  of  a  lead 
pencil,  and  rigid,  representing  the  so-called  chronic  catarrhal  appen- 
dicitis. No  packing  or  drainage,  but  complete  closure  of  the  abdom- 
inal wound  with  buried  silkworm  sutures. 

She  remained  perfectly  well  until  August,  when  some  of  her  old 
symptoms  returned.  An  examination  showed  the  left  kidney  to  have 
become  movable  to  the  extent  of  ten  centimetres,  the  right  kidney  re- 
maining securely  anchored  to  the  lumbar  scar.  The  left  kidney,  it 
may  be  added,  was  not  movable  at  the  time  of  operation  upon  the 
right  kidney.  He  proposed  to  moor  the  left  kidney  by  nephrorrhaphy 
in  the-near  future.    (Patient  presented.) 

Case  IV. — T.  L.,  aged  thirty-one  years,  married,  mother  of  two 
children,  was  sent  to  him  by  Dr.  Gerrit  Blauvelt,  of  Nyack,  N.  Y. 
She  considered  herself  fairly  well  up  to  the  birth  of  her  first  child  ten 
years  ago.    Since  then  she  has  suffered  much  from  backaches,  head- 
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ache,  leucorrhcea,  nervousness,  and  dyspepsia.  Following  the  birth 
of  her  second  child,  four  years  ago,  all  the  above  symptoms  became 
aggravated,  menorrhagia  and  bearing-down  sensations  in  the  pelvis 
being  superadded. 

In  February,  1893,  she  was  operated  upon  by  a  distinguished  sur- 
geon of  this  city,  who  performed  trachelorrhaphy  and  shortening  of 
the  round  ligaments  at  one  sitting. 

Although  the  anatomical  results  attained  by  these  operations  were 
perfect,  no  therapeutical  results  followed,  the  patient  remaining  the 
same  as  before  operation.  In  August,  1893,  by  the  advice  of  her 
family  physician,  she  consulted  Dr.  Edebohls. 

Examination  showed  the  uterus  in  normal  anteversion,  the  cervix 
well  repaired  and  a  trifle  conical,  endometritis,  bilateral  catarrhal 
salpingitis  of  a  mild  type,  and  a  right  kidney  movable  to  the  extent 
of  five  centimetres. 

The  movable  right  kidney  being  held  responsible  for  most  of  her 
symptoms,  nephrorrhaphy  was  advised  and  performed  on  October  20, 
1893,  curettage  of  the  uterus  being  done  at  the  same  sitting. 

During  convalescence  an  attack  of  pain  in  the  right  groin,  accom- 
panied by  digestive  disturbances,  first  called  attention  to  the  appendix 
vermiformis.  The  patient  volunteered  the  statement  that  she  had 
had  similar  attacks  repeatedly  during  the  past  eight  years.  On  pal- 
pation, the  appendix  was  found  to  be  of  the  thickness  of  a  lead  pencil, 
rigid,  and  painful  on  pressure. 

Ecphyadectomy  was  performed  on  November  17,  1893,  after  the 
method  practiced  and  advocated  by  Dr.  Robert  T.  Morris,  of  this 
city  :  an  inch  and  a  half  incision  over  the  appendix,  carried  in  the 
direction  of  the  fibers  of  the  external  oblique  ;  drawing  the  ascending 
colon  out  of  the  wound,  and  following  its  well-marked  band  of  longi- 
tudinal fibers  down  to  the  origin  of  the  appendix  ;  delivering  the  lat- 
ter; circular  incision  of  its  peritoneal  and  muscular  sheaths  close  to 
the  point  of  origin  ;  ligation  of  the  mucous  coat  and  ablation  of  the 
appendix  ;  inversion  of  the  stump  into  the  caecum,  and  closure  of  the 
peritonaeum  over  it  by  the  pursestring  suture. 

The  method  of  Dr.  Morris  was  followed  in  every  detail  with  the 
exception  of  the  closure  of  the  abdominal  wound,  which  Dr.  Edebohls 
preferred  to  do  with  buried  silkworm  sutures.  He  wished  to  embrace 
this  opportunity  of  expressing  his  indebtedness  to  Dr.  Morris  for  the 
neat  and  surgically  perfect  method,  which  he  had  elaborated  and  pre- 
sented to  the  profession,  for  the  removal  of  the  appendix  in  cases  of 
chronic,  or  often  so-called  recurrent,  ecphyaditis. 


Repori  of  Five  Cases  of  Acute  Appendicitis. 


The  patient  made  a  smooth  recovery,  left  bed  on  the  eighth  day, 
and  was  discharged  on  the  fifteenth  day. 

Case  V. — T.  F.,  aged  thirty  years,  married,  was  sent  to  him  by 
Dr.  G.  D.  McGauran.  She  had  been  ill,  ever  since  her  marriage  ten 
years  ago,  with  symptoms  due  to  endometritis,  bilateral  salpingo- 
oophoritis,  and  movable  right  kidney.  She  had  received  local  treat- 
ment for  about  five  years  past  without  improvement.- 

On  November  24,  1893,  he  operated  upon  her  for  removal  of  the 
diseased  appendages,  curettage  and  ventral  fixation  of  the  uterus 
being  performed  at  the  same  sitting.  While  removing  the  right  an- 
nexa,  the  appendix  vermiformis,  thickened,  chronically  inflamed,  and 
elongated  to  a  length  of  thirteen  centimetres,  was  found  broadly  an- 
herent  to  the  posterior  surface  of  the  right  broad  ligament.  It  was 
tied  off  and  removed  with  the  annexa,  the  stump  being  turned  into 
the  caecum.  He  presented  the  case  as  parallel  with  those  more  or 
less  frequently  encountered  by  every  operator,  in  which  the  appendix 
becomes  involved  in  the  course  of  inflammatory  affections  of  the 
appendages,  and  is  removed  together  with  the  latter.  He  had  thus 
incidentally  removed  it  some  seven  or  eight  times. 

Remarks. 

Dr.  Edebohls  did  not  wish  to  open  up  for  discussion  the  entire 
broad  subject  of  appendicitis  ;  he  merely  desired  to  comment  upon 
one  or  two  phases  of  the  question.  The  first  two  cases — those  of 
acute  gangrenous  appendicitis  with  perforation — he  had  presented  as 
a  type  of  a  class  inevitably  doomed  to  a  rapidly  fatal  issue  unless 
saved  by  the  knife.  The  difficulty  lay  in  recognizing  this  class  of 
cases  as  such,  and  great  credit  is  due  the  attending  physicians  for 
their  accurate  diagnosis  and  prompt  insistence  on  operation.  The 
profound  prostration,  shock,  and  involvement  of  the  vital  functions 
in  these  cases  of  early  perforation  made  it  evident  that  symptomatic 
treatment  can  be  of  no  avail;  that  the  only  hope  for  the  patient  lies 
in  radical  measures  promptly  executed. 

The  only  point  of  the  technique  that  he  wished  to  touch  upon  was 
that  of  irrigation  of  the  peritonaeum  in  these  cases.  He  could  not 
help  but  feel  that  the  danger  of  spreading  the  infection  by  irrigation 
was  greater  than  any  possible  good  that  might  be  hoped  for  from  the 
measure.    He  had,  therefore,  contented  himself  with  dry  cleansing. 

In  regard  to  the  cases  of  chronic  appendicitis,  he  desired  especially 
to  emphasize  the  fact  that  the  time  had  arrived  when  we  are  to  deal 
with  these  cases  on  indications  parallel  to  those  which  govern  us  in 
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dealing  with  cases  of  salpingo-oophoritis.  Just  as  an  operation  for 
the  removal  of  the  uterine  appendages  is  unjustifiable,  save  on  one  or 
two  exceptional  indications  of  comparatively  rare  occurrence,  unless 
a  lesion  of  these  organs  can  be  demonstrated  by  bimanual  examination, 
so,  before  proposing  an  operation  for  the  removal  of  the  appendix  in 
chronic  cases,  we  should  be  able  to  recognize  the  diseased  condition, 
the  chronic  appendicitis,  by  palpation.  More  than  one  abdomen  had 
been  opened  for  the  purpose  of  removing  a  presumably  diseased  ap- 
pendix, the  latter  being  found  in  a  perfectly  healthy  condition.  In 
other  words,  we  are  to  operate  in  cases  of  chronic  appendicitis — as  in 
cases  of  salpingo-oophoritis — on  objective,  not  on  subjective,  indica- 
tions. He  would  not  detain  the  society  longer  with  this  subject  of 
palpation  of  the  vermiform  appendix,  to  which  he  had  given  consider- 
able attention  for  about  a  year  past,  as  he  was  engaged  in  the  prepa- 
ration of  a  paper  (soon  to  be  published)  detailing  his  observations  in 
the  matter  and  the  practical  deductions  he  had  derived  therefrom. 

A  feature  of  special  interest,  to  the  surgeon  as  well  as  to  the  gynae- 
cologist, is  presented  in  the  reciprocal  relations  existing  between  ap- 
pendicitis and  inflammatory  diseases  of  the  right  uterine  appendages. 
Thus,  the  salpingo-oophoritis  in  Case  I  was  certainly  the  result,  while 
in  Case  V  it  was  possibly  the  cause,  of  the  appendicitis. 


THE  QUESTION  OF  EARLY  CATHARSIS  AFTER 
CGELIOTOMY.* 

By  Joseph  Brettauer,  M  .D, 

Assistant  Gynaecologist  to  Mount  Sinai  and  New  York  Cancer  Hospitals. 

A  glance  at  our  latest  text-books  makes  it  sufficiently  evident  that 
the  question  of  catharsis  after  cceliotomy  is  by  no  means  settled. 
Though  the  older  method  of  one  week's  artificial  constipation  is  now- 
adays scarcely  practiced,  nevertheless  there  are  still  important  differ- 
ences between  the  two  methods  of  treatment  in  vogue  :  in  the  one, 
the  bowels  are  not  moved  till  about  the  fourth  day;  in  the  other, 
catharsis  is  induced  at  the  earliest  possible  moment,  even  within 
twelve  hours  after  operation.    The  undoubtedly  excellent  results  at- 


*  Read  at  a  meeting  of  the  New  York  Obstetrical  Society,  held  December  19,  1893. 
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tained  by  either  method  seem  to  indicate  that  it  is  not  the  time  at 
which  catharsis  is  induced,  but  rather  a  wholly  different  factor,  recog- 
nized by  every  one  as  the  conditio  sine  qua  non — namely,  perfect  asepsis 
— to  which  the  good  results  must  be  ascribed. 

Though  I  can  not  agree  with  those  who  attribute  to  this  question 
a  role  of  the  first  magnitude,  I  venture  to  bring  this  subject  before 
you  because  a  few  cases  do  occur  in  which  the  question  is  of  great, 
perhaps  even  vital,  importance,  and  because  several  considerations 
present  themselves  to  me  in  this  connection  to  which  I  should  like  to 
call  your  attention. 

The  great  majority  of  our  cases  are  uncomplicated,  and  do  not 
demand  immediate  operation.  We  have  sufficient  time  to  prepare 
the  patient  and  secure  thorough  evacuation  of  the  bowels.  Thus 
prepared,  with  empty  stomach  and  quiet  intestines,  our  patients  are 
operated  for  ovarian  cysts,  fibroids,  and  some  diseases  of  the  annexa. 
The  operation  is  simple,  requires  but  little  time,  and  the  patient  is 
brought  to  bed  in  good  condition.  The  first  few  hours  the  patient 
may  be  disturbed  by  some  after-effects  of  the  anaesthetic,  but,  as  a 
rule,  after  twenty-four  hours  we  find  the  following  condition :  Tem- 
perature normal,  or  perhaps  slightly  raised ;  pulse,  80  to  100  ;  abdo- 
men flat  and  painless  on  palpation  ;  tongue  clear  and  moist  ;  urine 
normal  in  quantity  or  possibly  a  little  concentrated;  subjective  symp- 
toms on  the  whole  good.  The  nourishment  taken  during  this  time 
almost  nil ;  gases  have  not  yet  escaped. 

Does  there  exist  at  this  moment  any  indication  whatever  for  inter- 
ference with  the  natural  course  by  starting  peristaltic  action  ?  I 
should  say,  Certainly  not. 

In  the  normal  course  of  these  cases  we  notice  after  forty-eight 
hours,  exceptionally  somewhat  sooner,  the  escape  of  gas  per  a?ium — a 
welcome  sign  of  intestinal  permeability  and  beginning  peristalsis.  If, 
now,  at  this  time,  any  untoward  symptoms,  such  as  a  feeling  of  full- 
ness or  tympanites,  develop,  an  enema  of  soapsuds  or  olive  oil  suf- 
fices in  the  vast  majority  of  cases  to  bring  on  thorough  evacuation 
and  to  relieve  the  patient. 

This  is  the  course  I  look  for  after  uncomplicated  operations,  and 
in  them  I  follow  the  golden  rule  :  "  Let  well  enough  alone." 

Sometimes  we  find  on  the  second  day  an  elevation  of  temperature 
from  one  to  three  degrees,  accompanied  by  slight  tympanites  and  an 
acceleration  of  the  pulse.  These  symptoms  are  regarded  by  many 
operators  as  an  urgent  signal  for  immediate  catharsis,  on  the  ground 
that  thorough  evacuation  of  the  bowels  may  prevent  septic  infection 
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or  abort  the  process  already  started.  Are  we  justified  in  considering 
the  symptoms  I  have  referred  to  as  necessarily  the  signs  of  septic  in- 
fection, or  can  we  not  find  another  more  probable  explanation  for 
them  ?  Most  of  us,  unhappily,  have  not  yet  attained  the  lofty  stand- 
point of  a  recent  writer,  who  says  :  "  Of  peritonitis  following  an  opera- 
tion I  know  nothing,  except,  in  a  general  way,  that  it  is  treated  by 
salines."  Nevertheless,  our  results  sufficiently  prove  that  acute  septic 
infection  is  extremely  rare,  except  in  those  cases  in  which  the  field  of 
operation  is  infected  beforehand. 

We  have  in  some  cases  a  considerable  exudation  of  fluid  from 
blood-vessels  and  cut  lymphatics,  caused  by  the  irritation  of  our 
operative  procedures.  The  exuded  fluid  necessarily  undergoes  some 
chemical  changes,  and  it  appears  to  me  far  more  reasonable,  in  the 
light  of  our  present  knowledge,  to  attribute  the  symptoms  in  question 
to  the  absorption  of  chemical  products  in  this  aseptic  lymph.  That 
in  the  majority  of  these  cases  we  are  not  confronted  by  a  septic  in- 
fection is  perfectly  clear  from  the  further  course  they  take  when  left 
without  any  treatment  whatever  ;  within  twenty-four  or  forty-eight 
hours  after  the  development  of  the  suspicious  symptoms  the  tempera- 
ture has  fallen,  the  pulse-rate  is  reduced,  and  the  tympanites  is  re- 
lieved by  a  simple  enema. 

There  is  another  possible  explanation  for  these  symptoms — a  factor 
on  which  some  surgeons  base  their  advocacy  of  the  use  of  purgatives. 
All  of  us  have  met  with  cases  in  which  an  elevation  of  temperature 
was  due  to  constipation,  and  disappeared  after  evacuation  had  taken 
place.  It  is  probable  that  in  such  cases  the  temperature  is  caused  by 
absorption  of  products  of  decomposition  of  the  intestinal  contents, 
the  so-called  "  auto-infection."  Certainly,  there  are  some  abnormal 
or  diseased  conditions  of  the  intestinal  mucous  membrane  in  which 
this  is  possible,  but,  as  we  are  at  present  considering  only  cases  with 
normal  digestive  organs,  we  are  justified  in  not  regarding  this  as  a 
likely  source  for  these  symptoms. 

But,  granted  that  septic  infection  has  taken  place,  how  are  we  to 
explain  the  action  claimed  for  the  purgatives  ?  None  of  the  writers 
on  the  subject,  so  far  as  I  know,  have  entered  to  any  extent  into  a 
theory  of  this  alleged  action  of  salines,  except  Dr.  Boise,  of  Michigan, 
who  says  *  (page  6)  that  they  relieve  the  congestion  of  mesenteric 
vessels,  "  causing  them  to  replenish  themselves  from  the  fluids  in  the 


*  The  After-treatment  of  Coeliotomy.  Ann.  of  Gyncecol.  and  Pcediat.,  October, 
1893,  vol.  vii. 
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peritoneal  cavity,  thus  promoting  absorption  and  drainage "  ;  and, 
again  (page  7),  the  introduction  of  salines  will  "establish  the  flow  of 
fluid  toward  the  intestinal  canal.  .  .  .  Thus,  good  intestinal  drainage 
is  established,  the  effusion  of  serum  into  the  cavity  is  checked,  the 
culture  medium  of  pyogenic  germs  is  removed,  and  septic  peritonitis 
is  prevented." 

Now,  in  the  first  place,  exudation  is  not  necessarily  present  in 
cases  of  septic  infection.  Secondly,  if  the  vessels  are  made  to  absorb 
an  infected  exudation,  in  accordance  with  this  theory,  they  are  doing 
just  what  it  is  desirable  that  they  should  not  do.  The  danger  in  septic 
infection  depends  solely  on  the  absorption  of  the  toxines  produced  by 
the  germs  in  the  peritonaeum,  and  if  we  were  able  to  prevent  this  ab- 
sorption absolutely,  the  infection  would  be  harmless.  Thirdly,  even 
though  the  fluids  may  be  taken  up  by  the  vessels  or  transuded  into 
the  intestinal  canal,  the  source  of  the  danger,  the  germs — the  manu- 
facturers of  the  poison — would  remain  behind,  and  therefore  no  per- 
manent advantage  would  be  attained. 

It  seems  to  me  clear,  for  the  reasons  which  I  have  given,  that  the 
prevalent  faith  in  the  beneficial  action  of  early  catharsis  in  cases  of 
supposed  or  threatening  peritonitis  is  not  justified.  On  the  contrary, 
I  believe  that  by  this  treatment  the  great  advantage  of  keeping  a  pos- 
sible peritonitis  circumscribed  within  its  limits  is  sacrificed,  and  thus 
more  harm  than  good  may  be  done. 

The  second,  and  not  less  important,  reason  for  which  early  ca- 
tharsis is  advocated  is  that  by  this  means  the  formation  of  peritoneal 
adhesions  is  prevented.  A  final  explanation  of  the  cause  of  peri- 
toneal adhesions  has  not  yet  been  formulated,  and  a  definite  con- 
clusion will  be  arrived  at  only  as  the  result  of  experimental  studies. 
The  many  experiments  which  have  already  been  made  (by  Sanger, 
Dembrowsky,  Kelterborn,  Kiistner,  Thomson,  and  others)  have  yield- 
ed the  most  diverse  results.  One  fact  is  certain  :  that  adhesions 
occur  not  less  when  the  intestines  are  in  active  motion  than  when 
they  are  at  rest.  In  this  matter  I  share  the  opinion  of  Reichel,*  who 
regards  the  various  measures  taken  for  the  prevention  of  adhesions 
as  useless  refinements,  which,  missing  the  real  cause  of  the  formation 
of  adhesions,  may  even  be  harmful.  The  observation  of  Reichel  that 
normal. peristalsis  suffices  to  overcome  newly  formed  adhesions,  and 
of  Kiistner,t  who,  on  reopening  the  abdomen  fourteen  months  after 

*Paul  Reichel,  Zur  Pathologie  des  Ileus  und  Pseudoileus.  Deutsche  Zeitschiift 
fur  Chirurgie,  1S93. 

f  Ctrlbl.  fur  Gyn.,  iSgo,  Xo.  24. 
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an  operation,  found  no  trace  of  adhesions  which  he  had  previously 
seen,  rather  indicate  that  we  attach  far  too  much  importance  to  this 
subject. 

I  have  thus  far  attempted  to  show  that  the  advantages  claimed  for 
early  catharsis  rest  on  no  scientific  foundation,  without  entering  into 
a  consideration  of  the  positive  harm  which  the  unqualified  and  in- 
variable employment  of  early  purgation  may  accomplish. 

In  the  great  majority  of  cases  it  is  a  matter  of  no  consequence 
whether  the  bowels  are  moved  a  little  sooner  or  later.  But  in  those 
cases  in  which  early  catharsis  has  been  unsuccessfully  attempted,  in 
which  symptoms  develop,  analogous  to  those  which  occur  more  com- 
monly after  severe  and  complicated  operations — incessant  vomiting, 
intense  distention,  etc. — in  those  cases  the  further  exhibition  of 
purgatives  is,  in  my  opinion,  decidedly  harmful.  It  is  to  this  point 
that  I  should  like  to  see  the  discussion  of  the  society  especially 
directed. 

Permit  me  to  present  the  following  illustrative  cases  : 
Case  I.* — Mrs.  K.,  abdominal  hysterectomy,  performed  by  Dr. 
Cleveland  at  the  New  York  Cancer  Hospital  ;  vaginal  opening  into 
the  peritoneal  cavity  tamponed  with  iodoform  gauze  ;  thirty-six  hours 
after  operation  routine  treatment  was  followed  and  several  doses  of 
salt  were  given  without  effect  other  than  to  produce  vomiting. 
Enemata  of  soapsuds,  olive  oil,  turpentine,  and  high  rectal  tube  were 
then  employed  and  calomel  given,  but  no  evacuation  was  produced, 
not  even  gases  being  passed.  The  condition  of  the  patient  grew 
steadily  worse,  vomiting  became  more  frequent,  meteorism  increased, 
and  the  patient  died  twelve  hours  later  with  the  signs  of  intestinal 
obstruction.  Post-mortem  examination  revealed  no  sign  of  septic 
peritonitis  ;  the  entire  intestinal  canal  was  enormously  distended  ; 
the  sigmoid  flexure  was  empty  and  adherent  to  the  gauze  tampon,  but 
no  obstruction  was  apparent  ;  all  other  organs  somewhat  anaemic  but 
apparently  normal. 

Case  II. f — Cceliotomy  by  Dr.  Cleveland  at  the  New  York  Cancer 
Hospital.  Extra-uterine  pregnacy.  Extirpation  of  the  sac  difficult 
and  tedious ;  the  large  cavity  packed  with  gauze.  Although  during 
the  first  three  days  the  temperature  rose  to  101.50  to  1020,  the  pulse 
was  120,  and  slight  abdominal  distention  present,  no  attempt  was 
made  to  move  the  bowels,  but  morphine  was  given  quite  freely.  On 


*  Transactions  of  the  N.  Y.  Obst.  Soc,  1893,  page  300. 
f  Ibid.,  page  103. 
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the  fourth  day,  when  the  temperature  showed  a  tendency  to  decline, 
a  dose  of  calomel  followed  by  Epsom  salts  produced  several  copious 
evacuations.    Patient  recovered  with  an  abdominal  sinus. 

Case  III.* — Operation  by  Dr.  Boise  for  inflammatory  disease  of 
the  appendages.  The  case  seems  to  me  of  such  importance  that  I 
take  the  liberty  of  quoting  it  to  some  extent,  at  least,  in  the  words  of 
the  author.  Pus  was  found  in  the  right  tube.  The  operation  was  a 
difficult  and  tedious  one  ;  no  drainage  was  used.  "  The  patient 
rallied  well  but  was  troubled  very  much  with  vomiting  and  severe 
abdominal  pain.  The  bowels  gradually  became  distended  with  gas, 
and  the  stomach  refused  to  be  quieted.  Although  the  temperature 
was  not  high  and  the  character  of  the  pulse  good,  I  feared  peritonitis, 
and  attempted  to  move  the  bowels  by  means  of  sulphate  of  magnesia 
in  repeated  doses,  but  with  no  effect  except  aggravation  of  the 
stomach  symptoms.  Enemata  were  then  resorted  to — turpentine  and 
castor  oil,  oxgall,  large  quantities  of  water  administered  through  the 
long  tube,  concentrated  solution  of  salt,  etc. — but  with  no  result. 
There  was,  however,  constant  regurgitation  from  the  stomach,  with 
some  abdominal  pain  and  increasing  tympanites.  The  patient  was 
seen  by  Dr.  Etheridge,  of  Chicago,  who  concurred  in  the  diagnosis  of 
intestinal  paralysis  and  predicted  death  within  twenty-four  hours. 
All  active  measures  were  stopped  and  a  quarter  of  a  grain  of  mor- 
phine administered  hypodermically.  This  was  followed  by  cessation 
of  pain  and  vomiting,  with  rest  to  the  patient.  The  administration 
of  another  enema  after  the  lapse  of  several  hours  was  followed  by 
copious  free  and  offensive  discharges — so  free  and  frequent  as  to 
be  entirely  involuntary.  From  this  time  the  patient  recovered,  but 
developed  a  pelvic  abscess  on  the  left  side,  which  was  opened  through 
the  abdominal  wall.  .  . 

Case  IV. — Mrs.  G.  Dilatation  of  the  cervix  by  a  practitioner  in 
this  city  was  followed  by  pelvic  peritonitis,  in  which  condition  she  came 
under  my  care  at  the  Mount  Sinai  Hospital.  After  the  general  symp- 
toms had  nearly  subsided  I  removed  with  considerable  difficulty  the 
diseased  appendages,  and  packed  the  cavity  with  gauze  on  account  of 
the  presence  of  very  offensive  pus  in  the  left  tube.  The  patient  did  well 
until  the  end  of  the  second  day,  when  she  began  to  vomit  and  showed 
some  tympanites.  Temperature,  1020;  pulse,  125.  In  the  habit  of 
inducing  catharsis  at  this  period,  especially  in  the  presence  of  such 
alarming  symptoms,  the  acting  house  surgeon  ordered  the  bowels  to 


*JV.  Y.  four,  of  Gyn.  and  06st.,  1893,  No.  2,  page  118. 
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be  moved  by  salts,  or,  if  they  were  not  well  taken,  by  enema.  These 
measures  were  without  effect  other  than  to  aggravate  the  condition  of 
the  patient ;  meteorism  became  intense,  and  vomiting  of  greenish  fluid 
incessant.  In  this  condition  I  found  the  patient  forty-eight  hours 
after  operation.  I  at  once  stopped  all  attempts  at  moving  the  bowels, 
and  ordered  an  ice-coil  to  the  abdomen  and  a  third  of  a  grain  of  mor- 
phine hypodermically.  Nourishment  and  stimulants  were  given  by 
rectum  in  very  small  but  repeated  doses.  Twenty-four  hours  later 
the  alarming  symptoms  had  in  great  part  subsided.  Vomiting  had 
nearly  ceased,  the  distention  was  reduced,  the  abdomen  was  softer 
and  nearly  painless  on  palpation.  During  the  following  day  improve- 
ment was  steady,  gases  passed  spontaneously,  and  an  enema  of  castor 
oil  and  glycerin  produced  a  good  movement.  The  patient  recovered 
with  an  abdominal  sinus,  for  which  she  was  recently  operated  by  Dr. 
Munde. 

It  is  clear  that  all  of  these  cases  present  more  or  less  marked  de- 
grees of  intestinal  paralysis,  or,  as  some  call  it,  "  pseudo-ileus,"  mani- 
fested, to  use  the  words  of  Dr.  Boise,  as  a  refusal  of  the  muscular 
fibers  of  the  intestines  to  act  under  the  ordinary  stimuli. 

To  enter  into  a  complete  account  of  the  physiology  of  peristalsis 
would  carry  me  beyond  the  limits  of  this  paper.  I  wish,  however, 
briefly  to  mention  a  few  points.  The  intestines  are  at  rest  when 
they  are  empty  ;  peristaltic  action  is  ordinarily  started  by  the  presence 
of  chyme  or  faecal  matter.  There  are,  of  course,  a  number  of  minor 
causes,  which  act  as  stimuli.  Brunton  has  shown  experimentally  that 
excess  of  venous  blood  stimulates  peristalsis,  whereas  excess  in  the 
arterial  flow  inhibits  intestinal  movements. 

The  fact  that  irritation  of  the  sympathetic  fibers  in  the  peritonaeum 
is  followed  by  contraction  of  the  arterioles,  and  therefore  by  diminu- 
tion in  the  arterial  supply  in  the  mesenterium,  affords  one  explanation 
for  the  paralysis;  on  the  other  hand,  the  circumstance  that  all  long 
and  difficult  operations  in  the  peritoneal  cavity  necessitate  severe 
manipulation  of  the  intestines,  separation  of  adhesions,  and  long  ex- 
posure to  the  atmosphere,  affords  us  another  ready  explanation  for 
the  occurrence  of  overstimulation  with  consequent  exhaustion  of  the 
ganglia,  and  paralysis  of  the  muscles  supplied  by  them. 

Of  course,  for  our  purpose  it  is  a  matter  of  indifference  whether 
the  ganglia  in  the  intestinal  walls  themselves  or  the  more  central 
sympathetic  fibers  are  responsible  for  this  condition. 

If  what  I  have  just  said  is  correct — if,  as  is  generally  assumed,  the 
intestinal  paralysis  is  caused  by  overstimulation  of  the  nerve  mechan- 
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ism  of  the  intestinal  muscles,  can  there  be  any  scientific  justification 
for  the  persistence  in  the  attempts  to  move  the  bowels — that  is,  to 
further  stimulate  the  already  exhausted  nerve  centers  ?  It  seems  to 
me  far  more  rational  to  stimulate  the  inhibitory  centers  by  means  of 
sma:l  doses  of  opium  in  those  cases  in  which  the  conditions  described 
are  favorable  for  the  development  of  intestinal  paralysis  ;  and  later,  if 
paralysis  has  occurred,  to  paralyze  these  centers  by  large  doses  of 
opium.  This  action  of  opium,  analogous  to  the  action  of  small  and 
large  doses  of  digitalis  on  the  heart,  has  been  demonstrated  by  Noth- 
nagel.* 

Reasonable  as  this  mechanical  theory  of  the  origin  of  intestinal 
paralysis  appears,  I  can  not  give  it  my  unqualified  support,  but  prefer 
another  explanation,  at  least  for  the  majority  of  cases.  If  the  mechan- 
ical insults  sufficed,  we  should  expect  to  meet  with  intestinal  paralysis 
far  more  frequently  than  it  occurs — to  meet  it,  in  fact,  after  every  case 
involving  severe  manipulations  of  the  intestines.  As  a  matter  of  fact, 
intestinal  paralysis  is,  on  the  whole,  a  rare  occurrence.  I  am  inclined 
to  think  that  it  always  depends  on  an  infection  with  germs  whose 
identity  has  as  yet  perhaps  escaped  us,  but  whose  metabolic  products 
exercise  a  paralytic  action  on  the  intestinal  muscle  fibers. 

We  all  know  that  it  is  frequently  impossible  to  differentiate  acute 
septic  peritonitis  from  mere  intestinal  paralysis,  which,  indeed,  is 
always  a  symptom  of  the  infectious  process. 

In  the  second  place,  in  my  experience,  we  encounter  intestinal 
paralysis  most  frequently  in  those  cases  in  which  the  conditions  for 
septic  infection  are  present  before  operation.  Dr.  Coe,f  for  instance, 
has  expressed  the  opinion  that  iodoform-gauze  packing,  which  some 
of  us  use  in  these  cases,  favors  the  development  of  paralysis.  I  would 
rather  suggest  the  view  that  it  is  just  in  those  cases  in  which  we  have 
reason  to  fear  an  infection  that  we  make  use  of  Mikulicz's  method ; 
in  other  words,  that  it  is  not  the  gauze  packing  that  we  use  in  septic 
cases,  but  the  sepsis  itself  which  is  responsible  for  the  paralysis. 

In  the  third  place,  in  the  cases  which  I  have  cited,  and  I  am  sure 
they  are  fairly  typical  of  this  class  of  cases,  there  was  the  most  posi- 
tive evidence  of  infection — pelvic  abscess  and  abdominal  sinus — ex- 
cept in  Case  I,  in  which  the  evidence  was  negative  so  far  as  the  gross 
appearances  were  concerned  ;  but  we  know  from  experiments,  espe- 


*  Nothnagel,  Beitrdge  zur  Physiologie  und  Pathologie  des  Darmes,  Berlin,  1S84. 
f  Dr.  H.  C.  Coe,  The  .-Etiology  and  Pathology  of  Pelvic  Adhesions.    New  York 
Journal  of  Gynecology,  1893,  p.  387. 
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cially  Reichel's,*  that  a  septic  process  in  the  peritonaeum  does  not 
necessarily  produce  macroscopic  lesions. 

Permit  me,  in  conclusion,  to  sum  up  briefly  the  points  which  I 
have  endeavored  to  establish  in  this  paper  : 

1.  In  the  vast  majority  of  our  cases  of  cceliotomy  it  is  a  matter  of 
absolutely  no  consequence  if  the  bowels  are  moved  early  or  not.  Our 
good  results  depend  solely  upon  perfection  in  the  operative  technique 
and  asepsis. 

2.  In  those  cases  in  which  early  attempts  to  move  the  bowels  have 
failed,  persistent  efforts  to  produce  catharsis  should  not  be  made,  but, 
on  the  contrary,  a  dose  of  opium  (morphine)  is  indicated. 

3.  In  those  cases  in  which  we  have  employed  iodoform  gauze  to 
exclude  the  field  of  operation  from  the  general  peritoneal  cavity,  to 
prevent  infection,  it  is,  in  my  opinion,  decidedly  bad  practice  to  at- 
tempt early  catharsis  ;  but  we  should  rather  wait  until  the  sign  of  the 
restitution  of  normal  peristalsis  has  been  given — that  is,  the  spontane- 
ous escape  of  gases  per  rectum. 

45  East  Sixty-fourth  Street. 


CCELIOTOMY  FOR  STRANGULATED  OVARIAN  CYSTS. 
Report  of  Case.    Operation.    Recovery.    Specimen. \ 
By  George  W.  Cale,  M.  D.,  F.  R.  M.  S.  London, 

Professor  of  Abdominal  and  Clinical  Surgery,  St.  Louis  College  of  Physicians  and  Sur- 
geons ;  Surgeon  to  the  Gasconade,  Lebanon,  Mo. ;  Consulting  Surgeon 
to  the  City  and  Female  Hospitals,  St.  Louis,  Mo. 

It  is  with  no  little  pleasure  that  I  have  accepted  an  invitation  to 
be  present  and  read  a  paper  at  this  meeting  of  your  honorable  body. 

The  subject  of  strangulated  ovarian  tumors  is  one  about  which 
comparatively  little  has  been  written,  and  I  have  selected  it  in  order 
to  bring  to  the  notice  of  the  members  of  the  society  the  necessity  of 
an  early  diagnosis  and  prompt  operative  interference  in  this  class  of 
cases.  Many  a  woman  has  succumbed  because  of  delay  in  making  a 
correct  diagnosis  or  of  too  conservative  treatment. 

*  Reichel,  toe.  cit. 

\  Read  before  the  Southwest  Missouri  Medical  Society,  Springfield,  Mo.,  Octo- 
ber 17,  1893. 
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While  there  has  been  much  speculation  as  to  the  cause  of  rotated 
ovarian  cysts,  it  is  certain  that  a  long  pedicle  is  one  of  the  prime  fac- 
tors. As  the  tumor  grows,  the  natural  attachments,  which  contain 
many  and  large  blood-vessels,  become  stretched  and  elongated,  thus 
allowing  it  much  greater  and  more  extensive  movements.  Mr.  Tait 
has  set  forth  the  claim  that  the  repeated  displacements  of  the  tumor, 
caused  by  the  passage  of  the  faeces  along  the  sigmoid  flexure  and 
rectum,  finally  amount  to  complete  rotation.  Pressure  on  the  tumor 
by  contractions  of  the  abdominal  muscles  may  also  favor  displace 
ment  and  rotation.  It  is  a  well-known  fact  that  twisting  of  the  pedicle 
takes  place  often  when  pregnancy  complicates  the  case  ;  this  is  espe- 
cially true  after  delivery  of  the  child.  Slight  rotation  may  produce 
no  effects,  but  the  result,  if  the  tumor  is  twisted  two  or  more  times 
around  its  axis,  is  very  serious,  and  may  be  atrophy,  rupture,  or  gan- 
grene of  the  cyst.    Inflammation  may  also  occur. 

These  conditions  are  usually  found  after  sudden  twisting,  yet  slow 
or  gradual  rotation  may  be  followed  by  atrophy  or  complete  separa- 
tion of  the  cyst  from  its  pedicle.  Twisted  cysts  sometimes  receive 
nourishment  and  are  kept  alive  by  adhesions  formed  with  the  abdom- 
inal parietes,  the  omentum,  or  some  adjacent  organ.  This  is  espe- 
cially true  of  those  cysts  whose  pedicles  have  gradually  twisted  off. 
It  is  very  probable  from  this  fact  that  many  dermoids  have  been  re- 
moved from  the  abdominal  cavity  and  reported  as  non-ovarian.  When 
the  torsion  is  sudden  and  close,  the  veins  becoming  first  compressed, 
a  venous  engorgement  of  the  cyst  is  produced,  with  much  exudation 
of  serum,  blood  extravasation,  distention  of  the  sac,  and  ultimate 
necrosis  of  Us  tissue.  Complete  detachment  is  rare  and  only  takes 
place  when  the  tumor  has  been  slowly  and  gradually  twisted  off. 

The  symptoms  of  strangulated  ovarian  cyst  are  sudden  and  vio- 
lent pain  in  the  abdomen,  vomiting,  and  shock.  The  tumor  may  be 
changed  in  its  position  and  possibly  grow  rapidly  large.  Haemorrhage 
into  the  sac  may  be  so  great  as  to  produce  positive  signs  of  its  occur- 
rence. Several  of  these  symptoms  occurring  suddenly  in  a  patient 
known  to  have  an  ovarian  tumor,  are  sufficient  to  establish  a  diagnosis 
of  rotation  of  the  same  and  to  demand  immediate  operation  for  its  re- 
lief. The  diagnosis  in  these  cases  is  comparatively  easy  ;  but  thes£ 
symptoms  occurring  in  a  patient  who  is  seen  for  the  first  time  by  the 
surgeon,  or  who  denies  that  she  ever  had  an  abdominal  growth,  even 
if  demonstrated  at  the  examination,  are,  to  say  the  least,  very  obscure. 
In  these  cases  we  must  differentiate  from  ruptured  tubal  pregnancy, 
internal  strangulation  of  the  bowels,  gallstone  colic,  renal  colic,  per- 
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forated  appendices,  etc.  Cases  have  happened,  however,  where  twist- 
ed ovarian  tumors  have  become  righted  and  the  patient  entirely  re- 
covered from  the  attack,  as  I  shall  presently  relate.  Rotation  takes 
place  in  six  per  cent,  of  all  ovarian  tumors. 

Case. — Mrs.  R.,  Scotch,  aged  thirty,  married  five  years.  Had 
always  enjoyed  good  health.  In  October,  1889,  while  riding  in  a 
street  car,  was  taken  with  severe  abdominal  pains  and  vomited  at  in- 
tervals for  three  or  four  days.  The  pain  continued  so  severe  that  the 
patient  could  not  move.  Five  days  after  the  attack  she  began  to  im- 
prove and  had  entirely  recovered  at  the  end  of  two  weeks.  The 
attack  occurred  about  three  months  after  the  birth  of  her  first  child, 
and  was  caused,  I  take  it,  by  the  rotation  of  an  ovarian  cyst.  In  1892 
she  had  a  miscarriage  at  the  third  month,  probably  brought  on  by 
heavy  lifting  while  moving.  Menstruated  after  this  time  every  three 
weeks,  the  flow  continuing  about  three  days.  On  Friday,  January 
27th,  the  patient  began  to  menstruate;  this  had  almost  ceased  the 
following  Sunday.  Sunday  night  while  she  was  turning  over  in  bed 
she  was  seized  with  severe  pains  in  the  right  iliac  region,  which  radi- 
ated toward  the  liver.  She  also  vomited  a  number  of  times  during 
the  night.  The  next  morning  she  noticed  that  her  abdomen  was 
swollen  and  hard.  Dr.  A.  S.  Barnes  saw  the  patient,  and  on  Tuesday, 
January  31st,  sent  for  me.  On  examination,  I  found  a  tumor  on  the 
left  side  of  the  abdomen,  round,  tense,  smooth,  dull  on  percussion, 
fluctuating,  and  about  the  size  of  a  man's  head.  The  abdomen  was 
painful  on  pressure,  and  the  patient  lay  with  the  thighs  flexed  on  the 
abdomen.  The  bowels  acted  normally.  The  patient  denied  all  knowl- 
edge of  an  abdominal  tumor,  and  said  that  while  her  abdomen  was  a 
little  larger  than  some  of  her  friends',  she  never  dreamed  of  it  con- 
taining anything  abnormal.  Cceliotomy  was  advised,  as  the  diagnosis 
was  rotated  ovarian  cyst,  but,  as  she  had  passed  through  a  similar  at- 
tack before,  she  hoped  to  get  well  this  time  without  an  operation.  In 
order  to  verify  my  diagnosis,  I  drew  out  a  small  quantity  of  the  fluid 
from  the  cyst  with  a  hypodermic  syringe  ;  it  was  thin  and  amber-col- 
ored. In  twelve  hours  I  repeated  this  operation  and  found  the  fluid 
becoming  dark  and  bloody.  Upon  seeing  this,  I  told  the  patient  and 
family  that  further  delay  was  sure  death  ;  it  was  then  four  days  after 
the  onset  of  the  symptoms.  Operation  was  consented  to  and  per- 
formed on  the  following  morning,  February  3d.  After  the  abdomen 
and  pubes  had  been  shaved  and  thoroughly  scrubbed  with  soap  and 
water,  and  disinfected  with  a  i-to-2,000  bichloride  solution,  an  in- 
cision two  and  a  half  inches  long  in  the  median  line  was  made,  and 
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the  dark-red,  congested  wall  of  the  cyst  presented  itself.  This  was 
quickly  emptied  through  a  large  trocar  and  the  sac  withdrawn  from 
the  abdominal  cavity.  The  fluid  in  the  bottom  of  the  cyst  was  much 
darker  in  color  than  that  which  was  first  removed.  The  pedicle  was 
found  to  be  twisted  twice  and  was  almost  black.  While  the  tumor 
lay  on  the  left  side  it  was  found  to  be  of  the  right  ovary  and  had  fallen 
behind  the  uterus  and  to  the  left.  The  pedicle  was  transfixed  and 
tied  in  two  halves  and  then  en  masse  with  cable-twisted  silk  and  the 
tumor  cut  away. 

The  left  ovary  was  examined  and  found  adherent  in  the  pelvis,  twice 
the  normal  size,  and  cystic.  Its  pedicle  was  tied  with  a  Staffordshire 
knot  and  the  tumor  cut  off.  Not  a  drop  of  fluid  entered  the  abdom- 
inal cavity  during  the  operation,  and  the  wound  was  closed  without 
drainage,  requiring  four  silk  sutures.  The  entire  operation  consumed 
less  than  fifteen  minutes.  Chloroform  was  the  anaesthetic.  After  the 
operation  the  patient  vomited  from  the  chloroform,  but  had  not  an- 
other bad  symptom.  The  night  before  the  operation  the  temperature 
was  ioo°  and  pulse  130.  Evening  of  operation,  temperature  101.50, 
pulse  118.  The  following  day  the  temperature  dropped  to  99.5°,  and 
never  rose  above  that  point.  The  pulse  ranged  from  80  to  95.  From 
now  on  the  recovery  was  rapid,  and  when  I  called  on  the  eighth  day 
I  found  the  patient  up  and  dressed,  walking  about  the  room.  I  in- 
sisted that  she  go  immediately  to  bed  and  remain  at  least  one  week 
more,  which  she  did.  In  April  she  menstruated,  and  when  I  saw  her 
a  few  days  since  she  was  in  perfect  health. 
305  North  Grand  Ave. 


PYELITIS   AND   PYONEPHROSIS   IN   WOMEN,  WITH  A 
REPORT  OF  A  CASE  OF  EACH. 

By  James  N.  West,  M.  D., 

House  Surgeon  of  the  Woman's  Hospital,  in  the  State  of  New  York. 

Through  the  kindness  of  Drs.  Clement  Cleveland  and  H.  D 
Nicoll,  I  am  enabled  to  report  a  case  of  pyelitis  and  one  of  pyone- 
phrosis which  have  come  under  my  observation  in  the  Woman's 
Hospital. 

These  cases  are  of  interest,  in  the  first  place,  from  the  fact  that 
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both  patients  were  restored  to  health ;  secondly,  they  represent  two 
different  methods  of  nephrectomy — viz.,  extraperitoneal  or  lumbar 
nephrectomy,  and  transperitoneal  or  abdominal  nephrectomy.  Be- 
fore proceeding  to  the  report  of  the  cases  I  will  make  a  few  remarks 
upon  the  causation,  pathology,  symptoms,  and  treatment  of  the  dis- 
eases. 

Causation. — In  pyaemia,  the  kidneys  as  well  as  any  other  part  of 
the  body  may  become  the  seat  of  purulent  inflammation.  Certain 
abnormal  conditions  of  the  blood  may  lead  to  the  formation  of  renal 
calculi,  which  may  obstruct  the  ureters.  The  kidney  may  and  often 
does  become  the  seat  of  tubercular  infection  (generally  leading  to  its 
total  destruction,  pyonephrosis).  New  growths  along  their  course,  or 
in  the  pelvis,  may  obstruct  the  ureters.  (A  case  has  been  reported  by 
Dr.  Nathan  Bozeman  of  double  pyonephrosis,  resulting  in  death,  due 
to  obstruction  of  the  ureters  by  a  fibrocystic  tumor  of  the  uterus.) 
Last  and  most  important,  cystitis. 

I  wish  to  consider  pyelitis  especially  in  its  relation  to  cystitis,  be- 
cause of  their  intimate  connection,  the  similarity  of  the  symptoms 
which  may  arise  from  each,  and  because  it  is  this  class  of  cases  which 
is  especially  amenable  to  treatment  which  may  result  in  the  preserva- 
tion and  restoration  of  the  kidney  to  its  normal  function. 

It  is  often  a  matter  of  great  difficulty  to  determine  if  the  patho- 
logical process  has  begun  in  the  bladder  or  in  the  kidney,  because 
when  a  patient  with  pyelitis  comes  under  observation  we  generally 
find  it  associated  with  cystitis. 

The  ureter  penetrates  the  normal  bladder  in  such  a  way  that  it 
passes  a  distance  of  about  one  inch  through  its  wall.  When  the 
bladder  wall  has  become  hypertrophied  by  chronic  cystitis,  this  dis- 
tance may  be  increased  to  an  inch  and  a  half,  depending  upon  the 
amount  of  thickening.  The  mucous  membrane  of  the  bladder  is  con- 
tinuous with  that  of  the  ureter,  as  is  also  its  internal  muscular  coat. 
"  Once  discharged  into  the  ureters,  the  course  of  the  urine  is  deter- 
mined in  part  by  the  vis  a  tergo  and  in  part  by  the  action  of  the  mus- 
cular coats  of  these  canals.  Muller  has  shown  that  the  ureters  can  be 
made  to  undergo  powerful  contraction  by  the  application  of  a  faradaic 
current,  and  Bernard  has  shown  that  this  can  be  produced  by  stimula- 
tion of  the  anterior  roots  of  the  eleventh  dorsal  nerves."  Considering 
these  facts,  it  may  be  readily  seen  how,  in  a  case  of  chronic  cystitis, 
the  ureter  may  become  inflamed,  its  muscular  coat  hypertrophied, 
and  its  mucous  membrane  thickened.  The  diseased  bladder  and 
ureters  then  offer  an  obstruction  to  the  normal  flow  of  urine,  which 
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must  be  overcome  by  contraction  of  the  ureter  and  pelvis  of  the  kid- 
ney. This,  in  a  measure,  explains  the  renal  tenesmus  experienced  in 
cystitis,  which  is  sometimes  so  marked  as  to  resemble  that  of  stone  in 
the  ureter.  Gradually  a  certain  amount  of  urine  ceases  to  be  ex- 
pelled and  remains  dammed  up  long  enough  to  undergo  decomposi- 
tion. The  increased  tension  and  decomposed  urine  aid  in  the  exten- 
sion of  inflammation  along  the  ureter  to  the  pelvis  of  the  kidney. 
Inflammation  once  established,  the  decomposition  of  the  urine,  pus, 
and  mucus  becomes  a  fruitful  source  for  the  formation  of  phosphatic 
concretions,  these  in  their  turn  obstructing  the  outflow  of  urine  still 
more,  adding  ever-increasing  sources  of  irritation,  each  condition 
aiding  the  other  in  its  onward  march  to  the  invasion  and  final  de- 
struction of  the  parenchyma  of  the  kidney. 

The  symptoms  of  pyelitis  are  so  much  like  those  of  chronic  cystitis 
that  the  existence  of  the  latter  in  conjunction  with  the  former  disease 
makes  a  diagnosis  a  matter  of  some  difficulty.  The  cachexia  of 
chronic  suppuration,  anorexia,  nausea  and  vomiting,  temperature  of 
septic  absorption,  and  attacks  of  renal  tenesmus  may  be  common  to 
both  diseases.  In  pyelitis,  pain  in  the  lumbar  region  is  a  marked  and 
almost  constant  symptom.  If  the  disease  be  due  to  renal  calculus, 
the  attacks  of  renal  tenesmus  will  be  very  severe,  pain  extending 
down  the  course  of  the  ureter,  into  the  bladder,  hip,  and  thigh  of  the 
affected  side.  The  attack  is  often  ushered  in  by  a  well-marked  chill 
and  accompanied  by  considerable  elevation  of  temperature.  The 
patient  may  also  have  noticed  the  passage  of  gravel  in  the  urine. 
This,  however,  is  of  no  diagnostic  value  if  cystitis  is  associated,  for  in 
the  alkaline  and  decomposed  state  of  the  urine  a  favorable  condition 
is  offered  for  the  formation  of  phosphatic  concretions  in  the  bladder. 
Examination  cf  epithelium  in  the  urine  is  of  no  diagnostic  value,  for 
the  deep  epithelial  cells  of  the  mucous  membranes  of  the  bladder  and 
ureter  are  elongated  and  appear  like  columnar  cells,  and  the  transi- 
tional cells  of  the  bladder,  when  inflamed,  resemble  the  normal 
epithelium  of  the  pelvis  of  the  kidney.  In  one  of  the  cases  reported 
I  examined  the  epithelium  of  a  large  number  of  specimens  of  urine, 
and  found  no  characteristic  cells  to  determine  the  location  of  the 
lesion.  In  this  case  the  bladder  was  thoroughly  irrigated  with  warm 
water  and  the  urine  allowed  to  collect  for  a  few  minutes.  It  was 
then  drawn  off  and  examined.  A  large  quantity  of  pus  and  epi- 
thelium was  found.  This,  coupled  with  the  pain  and  renal  colic  in  the 
left  side,  led  to  the  diagnosis  of  pyelitis.  If  the  disease  be  far  ad- 
vanced, a  tumor  in  the  lumbar  region  may  be  mapped  out  by  palpa- 


James  N.  West,  M.  D. 


tion  and  its  contents  ascertained  by  means  of  a  hypodermic  syringe 
with  a  long  needle.  The  diagnosis  may  now  be  rendered  certain  by 
catheterization  of  the  ureters  by  the  method  recently  perfected  by 
Dr.  Howard  Kelly,  of  Baltimore.  The  catheterization  of  the  ureter 
as  described  by  him  appears  to  be  quite  simple,  yet  I  have  seen  an 
expert  fail  after  a  faithful  trial  of  more  than  half  an  hour,  and  this 
upon  an  uninflamed  bladder.  The  danger  of  infecting  a  healthy 
ureter  also  deserves  serious  consideration.  The  method  of  catheteri- 
zation practiced  by  Dr.  Nathan  Bozeman  is  yet  more  direct.  He 
makes  a  large  opening  in  the  base  of  the  bladder  in  the  region  of  the 
ureter  and  brings  it  under  direct  observation.  This  leads  to  the  sub- 
ject of  treatment.  To  Dr.  Bozeman  we  are  indebted  for  his  method 
of  local  treatment  of  pyelitis.  He  makes  the  opening  in  the  bladder 
as  above  described  and  irrigates  the  pelvis  of  the  kidney  with  an 
antiseptic  solution.  In  cases  where  the  disease  is  consecutive  to 
cystitis,  opening  the  bladder  is  certainly  an  important  step  toward 
a  cure.  It  allows  free  and  constant  drainage,  relieves  the  bladder  of 
its  tenesmus,  and  allows  the  inflammation  to  subside  and  the  thick- 
ened wall  to  atrophy.  This  in  turn  facilitates  freer  drainage  from  the 
ureter  and  subsidence  of  inflammation  in  it.  The  passage  of  the 
catheter  and  irrigation  of  the  pelvis  of  the  kidney  aids  in.  keep- 
ing the  ureter  open  and  free  and  clears  the  pelvis  of  inflam- 
matory products.  The  fact  that  Dr.  Bozeman  has  cured  patients  by 
this  method  is  a  sufficient  commentary.  In  cases  where  disease  of  the 
kidney  is  not  too  advanced  it  is  an  ideal  method.  Certainly  it  is  a 
painful  and  laborious  one,  but  the  importance  of  saving  a  vital  organ 
is  a  primary  consideration.  If  disease  be  much  advanced,  nephrotomy 
is  indicated,  for  here  we  obtain  a  direct  drainage  from  the  kidney, 
corresponding  with  the  drainage  from  the  bladder  in  vesico-vaginal 
fistula.  If  on  performing  nephrotomy  the  kidney  is  found  to  be 
diseased  to  such  an  extent  that  it  may  not  be  restore  d  to  usefulness, 
at  a  later  day  nephrectomy  may  be  performed.  Nephrectomy  is 
always  to  be  resorted  to  as  a  last  measure  to  save  life.  The  shock 
following  the  operation  is  profound  and  its  treatment  requires  the 
greatest  care. 

Case  I. — Pyelitis.  Mrs.  G.  (service  of  Dr.  Cleveland)  entered 
the  hospital  September  19,  1892,  aged  forty-nine  years;  came  to  the 
hospital  on  account  of  attacks  of  severe  pain  beginning  in  the  left 
lumbar  region  extending  to  the  bladder  and  urethra,  into  the  left  hip 
and  down  the  thigh,  accompanied  by  frequent  desire  to  micturate. 
These  attacks  are  accompanied  by  severe  chills  and  followed  by 
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fever.  Pain  in  the  urethra  is  almost  constant.  She  has  been  under 
the  care  of  various  physicians,  and  has  had  at  one  time  the  remains  of 
the  hymen  removed,  and  at  another  cicatricial  bands  in  the  vagina 
incised.  Examination  of  the  urine  shows  it  to  be  very  alkaline,  with 
a  large  quantity  of  sediment  consisting  of  pus,  epithelium,  bacteria, 
and  triple  phosphate,  no  sugar,  and  twelve  and  a  half  per  cent,  of  al- 
bumin. Examination  under  ether  by  Dr.  Cleveland,  September  23d, 
showed  the  left  kidney  to  be  somewhat  enlarged  and  movable.  The 
right  ovary  was  enlarged  and  seemingly  glued  near  the  right  horn  of 
the  uterus.  The  right  broad  ligament  was  thickened  and  the  uterus 
drawn  somewhat  to  the  right.  The  bladder  was  irrigated  daily,  but 
the  urine  continued  as  described  above. 

October  $th. — The  patient  had  a  severe  attack  of  pain  in  the  left 
side  running  down  the  course  of  the  ureter,  extending  into  the  blad- 
der, hip,  and  thigh.  A  chill  was  experienced  and  the  temperature 
rose  to  1020  F.  She  was  given  sulphate  of  quinine,  gr.  x,  morning 
and  evening.  The  temperature  became  normal  and  remained  so,  but 
the  pain  in  the  left  lumbar  region  remained  constantly. 

December  1st. — An  effort  was  made  to  pass  the  ureteral  catheter 
without  dilatation  of  the  urethra  by  the  free-hand  method,  but  failed. 
The  bladder  was  then  washed  out  thoroughly  until  the  water  came 
away  clear.  The  urine  was  allowed  to  collect  a  few  minutes,  then 
drawn  off.  Examination  showed  it  to  be  alkaline,  loaded  with  pus, 
epithelium,  triple  phosphates,  and  bacteria.  Dr.  Cleveland,  finding 
the  patient  losing  strength  daily,  determined  to  operate. 

10th. — The  patient  under  ether.  An  incision  was  made  along  the 
left  quadratus  lumborum  muscle  and  the  kidney  exposed.  Palpation 
was  negative,  except  that  the  kidney  was  somewhat  loose  in  its  at- 
tachment. The  kidney  was  explored  by  a  needle  thrust  into  its  pel- 
vis (negative),  except  that  it  was  found  to  be  enlarged  and  its  pelvis 
dilated.  An  opening  of  an  inch  and  a  half  was  made  at  the  free 
border.  A  flow  of  pus  followed.  The  pelvis  was  explored  by  probe 
and  finger  (negative).  Haemorrhage  was  quite  free.  The  wound  in 
the  kidney  was  packed  with  iodoform  gauze,  and  the  space  behind 
drained  with  two  rubber  tubes,  the  kidney  fastened  to  the  abdominal 
wall  by  silkworm-gut  sutures  passing  through  its  substance,  and  the 
incision  closed  on  each  side  of  the  drainage-tubes  with  silkworm  gut*. 
The  shock  was  considerable,  but  she  rallied  nicely  under  the  influ- 
ence of  stimulants.  After  two  days  the  gauze  and  tubes  were  re- 
moved and  the  tubes  replaced.  Pus  and  urine  drained  from  them. 
The  stitches  were  removed  on  the  seventh  day  and  an  attempt  waa 
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made  to  pass  a  solution  of  methyl  blue  from  the  kidney  through  the 
ureter  to  the  bladder.  The  ureter  seemed  to  be  impervious,  and  no 
communication  could  be  made  through  it  with  the  bladder.  Dr. 
Cleveland  determined  to  remove  the  kidney,  which  he  did  on  January 
7th,  by  the  lumbar  incision.  The  urine  gradually  returned  to  a  nor- 
mal condition  until  February  10th,  when  it  was  reported  to  have  con- 
tained a  trace  of  albumin  and  no  pus.  The  patient  gradually  re- 
gained her  health  until  May  21st,  when  she  was  discharged  cured. 
She  was  well  when  last  heard  from. 

Case  II.  —  Tubercular  pyonephrosis.  Mrs.  P.  (service  of  Dr. 
Nicoll)  entered  the  hospital  November  17,  1892,  aged  thirty  years. 
Comes  to  the  hospital  by  order  of  her  physician  for  an  operation  on 
her  left  kidney.  Had  an  attack  of  malarial  fever  three  years  and  a 
half  ago,  accompanied  by  great  pain  in  the  left  side.  Since  then  has 
had  about  ten  attacks  of  pain  in  the  same  region  (renal  colic,  from 
her  description).  The  urine  has  been  cloudy  for  six  months.  She 
has  noticed  that  when  pain  is  absent  the  cloudiness  is  greatly  in- 
creased, but  when  the  pain  is  severe  the  urine  is  comparatively  clear. 
Examination  of  the  urine  shows  that  it  is  a  reddish  yellow,  neutral, 
specific  gravity  1.018  ;  albumin,  20  per  cent.  :  sediment  of  pus  and 
epithelium  cells.  She  is  much  emaciated  and  very  weak,  having  an 
evening  rise  of  temperature  from  ioo°  to  1020  F. 

November  2$d. — Examination  by  Dr.  Nicoll  showed  a  mass  in  the 
left  lumbar  region,  probably  an  enlarged  kidney,  and  a  small  mass  in 
the  left  side  of  the  pelvis,  probably  an  adherent  ovary. 

December  gth. — The  patient  under  ether  preceded  by  chloroform. 
Dr.  Nicoll  made  a  median  abdominal  incision  of  about  five  inches 
with  the  umbilicus  at  its  central  point.  A  tumor  behind  the  perito- 
naeum was  at  once  brought  to  view  (left  kidney).  The  peritonaeum 
to  the  left  of  the  colon  was  incised  and  the  tumor  shelled  out.  The 
ureter  was  secured  by  a  catgut  ligature,  the  renal  vessels  by  one  of 
silk,  and  the  tumor  cut  off.  The  silk  ligature  slipped  and  very  free 
haemorrhage  ensued.  The  bleeding  vessels  were  seized  with  long 
forceps  and  again  ligated  with  silk.  An  opening  was  made  from  the 
bed  of  the  kidney  through  the  skin,  and  a  large  rubber  drainage-tube 
brought  out  through  it.  Adhesions  of  the  left  ovary  were  broken  up. 
The  posterior  incision  of  the  peritonaeum  was  closed  with  catgut  and 
the  abdominal  wound  closed  en  masse  with  silkworm  gut.  The  pa- 
tient was  put  to  bed  in  a  condition  of  profound  shock.  Stimulating 
enemata,  hypodermics  of  brandy,  and  inhalation  of  oxygen  were  given, 
and  she  rallied  from  the  shock  in  about  four  hours. 
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The  shape  of  the  kidney  was  nearly  normal.  It  measured  twelve 
centimetres  in  length,  six  centimetres  in  width,  and  seven  centimetres 
in  thickness.  Longitudinal  section  showed  the  interior  to  be  converted 
into  a  series  of  irregular  communicating  cavities  filled  with  thin  pus 
and  lined  by  a  soft,  white  membrane  one  millimetre  in  thickness.  Mi- 
croscopical examination  showed  the  tissue  surrounding  the  cavities  to 
be  in  a  state  of  chronic  interstitial  nephritis.  In  the  cortical  zone  a 
few  degenerated  Malpighian  bodies,  and  in  the  medullary  zone  a  few 
of  the  larger  collecting  tubules,  were  all  that  was  left  of  the  kidney 
structure.  The  connective  tissue  was  infiltrated  with  pus,  and  tuber- 
cles were  found  in  the  membranes  lining  the  cavities. 

The  recovery  was  almost  uninterrupted.  The  patient  gained  flesh 
rapidly,  and  the  urine  returned  to  the  normal  condition.  She  was 
discharged  cured  January  28,  1893,  and  when  last  heard  from  was 
enjoying  good  health  and  able  to  attend  to  her  household  duties. 
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EDITORIAL. 

FAT  AS  A  CAUSE  OF  IMPERFECT  HEALING  OF  THE 
ABDOMINAL  WOUND  AFTER  C CELIOTOMY. 

The  day  is  yet  to  come  when  the  technique  of  abdominal  section 
will  be  so  perfect  that  a  surgeon  can  disregard  infection  from  without 
as  a  cause  of  abscess  in  the  abdominal  wall  after  cceliotomy.  It  is 
impossible  to  watch  assistants  and  nurses  at  all  times,  and  carelessness 
and  stupidity  can  not  be  controlled  by  any  system  of  which  we  have 
knowledge.  Not  only  is  it  impossible  to  prevent  the  admission  of  a 
certain  number  of  germs,  but  we  know,  since  Professor  Welch  called 
our  attention  to  the  matter,  that  we  have  living  in  the  tissues  them- 
selves, beyond  the  reach  of  antiseptic  agents,  a  coccus  capable  under 
certain  conditions  of  producing  suppuration.  This  is  the  coccus  to 
which  he  has  given  the  name  of  the  Staphylococcus  epidermis  albus. 
A  healthy  condition  of  the  abdominal  wall  is  necessary  to  resist  the 
enemies  from  without  and  the  foe  within,  for  we  must  remember  that 
the  amount  of  infective  material  which  the  tissues  are  able  to  receive 
without  harm  is  limited.  The  presence  of  a  large  amount  of  fat  is  a  £ 
condition  which  materially  diminishes  the  resisting  power  of  the  wound 
to  avoid  suppuration.  If  the  wound  is  very  thick  and  the  operator 
attempts  to  draw  the  sides  together  by  one  set  of  sutures,  he  is  likely 
to  strangulate  the  illy-nourished  fatty  tissue  in  order  to  gain  a  good 
approximation  of  the  muscle  and  fascia  in  the  lower  part  of  the 
wound.  The  splint-like  action  of  the  silver-wire  suture  is  not  suffi- 
cient in  all  cases  to  meet  this  difficulty.  In  the  January  number  of 
the  Journal  among  the  transactions  of  the  New  York  Obstetrical  So- 
ciety will  be  found  the  report  of  a  case  treated  by  Dr.  Pryor,  who  has 
devised  a  plan  which  he  thinks  meets  the  difficulty  presented  by  very 
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fat  abdominal  walls.  By  this  method  the  peritonaeum,  fascia,  and 
muscle  are  carefully  united,  and  the  layer  of  fat  above  them,  as  well 
as  the  skin,  is  treated  as  an  open  wound.  In  this  way  no  strain  is  put 
on  the  poorly  nourished  fatty  tissue,  and  the  oily  matter  runs  freely 
into  the  gauze  which  is  placed  between  the  lips  of  the  wound.  In 
the  discussion  of  the  plan,  the  fear  was  expressed  that  hernia  might 
result  from  the  method,  but  Dr.  Pryor  met  this  objection  by  stating 
that  the  structures  which  prevent  the  formation  of  hernia — the  perito- 
naeum, the  fascia,  and  the  muscle — were  carefully  united  ;  in  fact, 
more  carefully  than  they  could  be  by  the  method  ordinarily  pursued. 

The  occurrence  of  hernia  after  laparotomy  is  an  extremely  dis- 
agreeable result  for  the  patient,  but  it  is  not  unlikely  that  the  abscess 
which  gave  rise  to  the  hernia  caused  the  operator  several  sleepless 
nights  before  he  was  able  to  differentiate  this  condition  from  a  com- 
mencing peritonitis.  The  profession  will  regard  with  interest  any 
suggestion  to  prevent  the  occurrence  of  suppuration  in  the  abdominal 
wall. 


REVIEWS. 

Bericht  ueber  die  Gynaekologischen  Operationen  das  Jahr- 
GANGS  l89I-'Q2.  (Aus  der  Breslauer  Frauenklinik.)  By 
H.  Fritsch.    Berlin  :  F.  Wreden,  1893. 

Report  of  the  Gynaecological  Operations  in  the  Breslau 
Clinic  for  the  Year  i89i-'92.    By  H.  Fritsch. 

The  author  has  had  in  mind  for  some  time  to  give  a  critical  re- 
port of  the  work  done  in  the  Breslau  clinic  for  women,  of  which  he  is 
director.  He  was  finally  stimulated  to  carry  out  his  intention  on  re- 
vising a  new  edition  of  his  Haiidbook  on  Gynecology,  and  finding  that 
there  was  a  great  deal  which  could  not  well  be  incorporated  in  a  text- 
book. In  this  report  he  takes  the  reader  into  his  confidence,  letting 
him  see  the  doubts  and  misgivings  of  a  frank  and  impartial  mind 
whose  sole  aim  is  scientific  truth.  Nothing  is  withheld  ;  the  failures 
are  brought  out  as  prominently  as  the  successes,  the  former  being 
made  to  convey  a  lesson  more  forcibly  than  could  be  by  the  latter. 

In  clear  and  well-chosen  language  he  expresses  what  he  considers 
as  the  essential  elements  of  a  truly  successful  gynaecologist.  Some- 
thing more  is  necessary  than  a  clever  handicraftsman  with  a  strong 
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faith  in  the  observance  of  asepsis.  One  needs  also  to  be  a  discerning 
physician  in  the  full  sense  of  the  term. 

Part  I  is  devoted  to  general  considerations  of  abdominal  section. 
The  author  has  no  fear  of  operating  in  the  presence  of  organic  disease 
of  the  heart  as  long  as  its  strength  is  comparatively  good,  but  he 
dreads  cases  of  "  weak  heart,"  denoted  by  a  small  and  rapid  pulse. 
Very  little  is  said  about  the  condition  of  the  kidneys,  save  that  an 
operation  is  to  be  avoided  if  severe  nephritis  be  present.  Age  of 
itself  is  no  contraindication  against  cceliotomy  providing  the  heart's 
action  is  good. 

In  the  preparation  of  the  patient,  after  thoroughly  emptying  the 
bowels,  the  author  follows  Hegar's  plan  of  giving  morphine  and  bis- 
muth. For  the  past  three  years  asepsis  rather  than  antisepsis  has 
been  the  object  in  view.  No  importance  is  attached  to  removing  all 
blood  coagula  from  the  peritoneal  cavity,  and  no  fear  is  entertained  of 
"dead  spaces" — the  former  "bogy"  of  the  abdominal  surgeon.  In 
the  author's  opinion,  the  secret  of  success  in  avoiding  subsequent 
hernia  is  in  not  carrying  the  abdominal  incision  too  far  downward, 
and  thus  not  entering  the  prevesical  space.  In  making  the  abdomi- 
nal incision  no  care  is  taken  to  keep  in  the  "  linea  alba,"  as  firmer 
union  is  likely  to  result  when  the  incision  is  carried  through  one  of 
the  recti  muscles.  He  thinks  that  in  the  future  the  ''linea  alba"  will 
be  purposely  avoided.  When  drainage  is  necessary,  which  in  his  ex- 
perience is  seldom,  his  well-known  iodoform-gauze  drain  in  the  form 
of  a  fan  is  employed.  The  abdominal  wound  is  closed  by  single 
sutures,  including  all  the  tissues,  entering  the  skin  near  the  edge  of 
the  incision  and  passing  out  through  the  peritonaeum  four  to  five  cen- 
timetres from  it.  The  after-treatment  is  simple.  The  patient  receives 
absolutely  nothing  during  the  first  twenty-four  hours.  Opium  and  its 
derivatives  are  withheld  and  the  dangers  of  resorting  to  them  fully 
portrayed.  Only  in  special  cases,  when  there  is  some  anxiety  of  ileus 
occurring,  is  an  attempt  made  to  move  the  bowels  during  the  first 
twenty-four  hours.  Otherwise  a  mild  aperient  is  given  on  the  fourth 
or  fifth  day,  which  is  followed  by  a  glycerin  enema  if  found  neces- 
sary. The  patient  is  allowed  freedom  to  change  her  posture  to  the 
side  from  the  outset. 

The  first  section  of  Part  II  treats  of  ovariotomy.  Sixty  cases 
are  reported  in  tabular  form.  Six  more  cases  are  added  in  the  text. 
There  were  only  three  deaths.  One  of  the  deaths  was  due  to  pul- 
monary embolism  half  an  hour  after  getting  up  from  bed.  At  the 
autopsy  primary  thrombosis  of  the  neck  of  the  bladder  was  found. 
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The  author  takes  the  stand,  which  scarcely  any  one  nowadays  will 
controvert,  that  as  soon  as  a  positive  diagnosis  of  an  ovarian  cyst 
is  made  it  should  be  removed  by  abdominal  section.  Even  in  the 
most  unfavorable  cases  of  malignant  growths  an  exploratory  incision 
is  indicated  to  ascertain  the  possibility  of  removal.  Should  this  be 
found  not  feasible,  no  harm  is  done  with  the  incision  ;  on  the  con- 
trary, good  is  often  afforded  from  giving  exit  to  the  ascitic  fluid.  Sup- 
puration of  the  tumor  or  peritonitis  calls  for  immediate  operation 
rather  than  delay,  a  course  of  action  with  which  most  operators  will 
agree.  The  author  is  not  an  advocate  of  leaving  a  part  of  the  ovary 
that  may  be  healthy.  He  looks  upon  this  as  artificial  refinement. 
We  think,  however,  this  is  a  subject  upon  which  the  last  word 
has  not  yet  been  said.  In  our  opinion,  more  can  be  said  in  favor 
of  partial  resection  of  the  ovary  than  of  partial  resection  of  the 
tube. 

Section  II  is  devoted  to  operations  for  myoma  of  the  uterus. 
Thirty-seven  cases  are  reported.  Castration,  in  the  author's  opinion, 
is  indicated  when  the  growth  is  small  and  gives  rise  to  troublesome 
symptoms.  He  has  made  use  of  the  various  methods  of  removal,  and 
the  ideal  operation  for  him  is  total  extirpation  per  abdomen.  It 
has  occasionally  happened  to  him,  as  it  has  once  to  the  reviewer,  that 
on  making  the  incision  in  Douglas's  space  with  the  view  of  entering 
the  vagina,  this  was  not  accomplished,  but  the  portio  media  was  cut 
down  upon.  He  then  makes  no  further  effort  to  enter  the  vagina, 
but  cuts  through  the  cervix,  leaving  the  short  stump  which  projects 
from  the  vaginal  vault.  These  cases  do  fully  as  well  as  when  the  ex- 
tirpation is  complete.  He  prefers  sewing  the  peritonaeum  to  the  vagi- 
nal wall  to  bringing  the  two  flaps  of  peritonaeum  together,  and  in  this 
way  shutting  off  the  peritoneal  cavity.  Even  when  the  latter  pro- 
cedure is  followed  the  upper  portion  of  the  ligamentum  lata  can  not 
be  brought  down  below  the  line  of  union  of  the  peritoneal  flaps,  and 
hence  he  thinks  it  is  safer  to  leave  a  free  opening  in  the  vagina  for 
drainage.  He  has  not  had  much  success  with  enucleation,  and  would 
limit  its  indication  to  tumors  the  size  of  a  man's  fist. 

Operations  on  the  annexa  take  up  Section  III.  Thirty  cases  are 
reported,  with  six  deaths.  In  spite  of  this  high  mortality  and  his  for- 
mer conservatism,  the  author  says  in  the  future  he  will  extend  the  in- 
dications for  his  guidance,  and  will  not  hesitate  to  operate  when  the 
tube  is  the  thickness  of  the  finger.  He  has  arrived  at  this  determina- 
tion from  the  poor  results  he  has  had  in  this  disease  with  general  and 
local  treatment,  extending  over  a  number  of  years.    But  castration 
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for  the  cure  of  hysteria  or  hystero-epilepsy  he  condemns  in  very  strong 
terms,  and  we  heartily  concur  with  him  in  his  attitude. 

Section  IV  embodies  the  operations  for  ectopic  gestation.  Twelve 
cases  were  operated  without  a  death.  Regarding  the  pathology  there 
is  still  very  much  that  is  obscure.  The  author  sees  no  good  reason 
to  discard  his  theory  that  tubal  gestation  is  favored  by  hernia  of  a 
portion  of  the  mucous  membrane  at  some  point  of  the  wall  of  the 
tube.  He  considers  that  a  prior  attack  of  pelvic  peritonitis  is  the 
most  frequent  aetiological  factor  ;  but,  as  he  truly  says,  until  we  know 
more  about  the  physiological  processes  that  occur  in  conception — 
where  the  ovum  becomes  impregnated,  etc. — the  pathology  of  ectopic 
gestation  must  lie  in  the  region  of  hypothesis.  Reasoning  a  priori, 
there  is  no  good  cause  to  doubt  the  occurrence  of  abdominal  gesta- 
tion any  more  than  there  is  that  of  abdomino-ovarian,  whose  exist- 
ence has  been  fully  substantiated.  The  diagnosis,  he  holds,  may  be 
readily  made  in  the  majority  of  cases  through  physical  exploration, 
with  the  aid  of  the  patient's  history.  The  condition  that  may  prove 
the  most  puzzling  is  in  cases  of  retroflexions,  when  the  cervix  is  very 
much  hypertrophied  and  elongated,  so  that  it  may  be  mistaken  for 
the  uterus,  and  the  enlarged  fundus  in  Douglas's  space  taken  for  an 
ectopic  sac.  The  reviewer  recalls  a  case  of  this  kind  which  deceived 
several  skillful  diagnosticians.  But  the  tumor  in  Douglas's  space  in 
that  instance  was  diagnosticated  as  an  ovarian  cyst.  In  the  author's 
opinion,  a  practitioner  is  criminally  negligent  if  he  does  not  urge  an 
immediate  abdominal  section  as  soon  as  the  diagnosis  of  ectopic  ges- 
tation is  made.  Operative  interference  is  also  pressingly  indicated 
on  the  occurrence  of  rupture  of  the  sac.  The  results  are  usually 
good,  even  when  the  operation  is  undertaken  with  an  almost  pulseless 
patient.  If  the  patient  has  survived  the  rupture  and  a  hematocele 
has  formed,  an  expectant  plan  of  treatment  may  be  the  best.  But  the 
case  is  different  when  relapses  of  the  haemorrhage  occur,  a  contin- 
gency that  is  most  likely  to  happen  when  the  original  tumor  was 
small.  If  the  gestation  has  gone  on  undisturbed  until  near  the  nor- 
mal period  and  no  urgent  symptoms  be  present,  it  may  be  safe,  and 
perhaps  advisable,  to  wait  until  the  end  of  gestation. 

In  the  technique  of  the  operation  the  author  emphasizes,  what  is 
now  generally  well  known,  that  blood  coagula  within  the  abdomen, 
providing  they  be  aseptic  and  the  operation  has  been  aseptic,  offer  no 
dangers.  Hence  too  much  time  should  not  be  consumed  in  remov- 
ing them,  nor  too  much  sponging  of  the  peritoneal  surfaces  employed. 
At  the  end  of  gestation  he  is  in  favor  of  leaving  the  sac,  stitching  it 
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to  the  abdominal  incision,  and  leaving  the  placenta  to  be  expelled  by 
the  natural  forces. 

Section  V  comprises  ventrofixation.  Fifteen  cases  are  reported. 
The  author  explains  this  high  number  in  one  year  by  the  fact  that 
cases  of  retroflexions  had  been  accumulating  for  several  years  during 
which  he  had  given  up  the  operation.  He  narrates  in  detail  the 
experiences  that  led  him  to  taking  it  up  again.  The  chief  of  these 
was  the  impracticability  of  treating  the  working  classes  with  pessaries. 
In  his  private  practice  during  the  same  period  he  has  performed  ven- 
trofixation only  once,  thus  showing  that  he  is  still  a  firm  believer  in 
the  use  of  pessaries ;  but  not  all  gynaecologists  understand  how  to  use 
them.  Of  other  methods  of  curing  a  retroflexion  by  surgical  means 
the  author  considers  Frommel's  as  the  most  rational.  Schucking's 
method  has  so  many  objections  against  it  that  he  could  never  be  in- 
duced to  try  it.  He  speaks  cautiously,  though  in  terms  of  commen- 
dation, of  vagino-fixation  according  to  Diihrrssen's  or  Mackenrodt's 
methods.  Theoretically  he  fears  disturbances  of  the  bladder  ;  but  the 
experiences  that  have  been  gained  since  the  Bericht  has  been  written 
show  his  fears  to  be  unfounded.  The  reviewer  has  several  cases  un- 
der observation  that  he  has  operated  upon  during  the  past  four  months, 
and  in  none  of  them  has  there  been  an  aggravation  of  the  bladder 
symptoms  that  existed  prior  to  the  operation.  On  the  contrary,  in  all 
there  has  been  an  improvement  in  this  regard,  and  in  some  there  has 
been  a  total  disappearance  of  the  former  vesical  troubles. 

In  Section  VI  four  cases  of  Caesarean  section  and  three  of  Porro's 
operation  are  recorded.  In  one  case  of  carcinoma  the  uterus  was  ex- 
tirpated immediately  after  the  Caesarean  section.  The  author  makes 
a  defensive  plea  for  Porro's  operation. 

An  observation  made  by  him  in  this  connection  will  prove  of  es- 
pecial interest  at  the  present  time,  when  the  question  of  extirpation 
of  the  uterus  is  entertained  as  an  adjunct  to  the  removal  of  the  an- 
nexa.  He  remarks  that  he  has  never  observed  after  Porro's  operation 
those  unpleasant  symptoms,  such  as  flushings  of  heat,  etc.,  that  occur 
so  frequently  after  the  removal  of  the  ovaries  alone.  This  is  a  point 
which,  if  the  reviewer's  recollection  serves  him  right,  was  not  promi- 
nently brought  forward  in  the  recent  extended  discussion  on  this 
subject  at  the  New  York  Obstetrical  Society.  If  the  observation  is 
confirmed  by  others,  the  advocates  of  total  removal  of  the  uterus 
when  the  annexa  are  extirpated  will  have  gained  a  strong  vantage 
ground.  Another  point  in  favor  of  Porro's  operation  made  by  the 
author  is  that  a  woman,  whose  pelvic  configuration  is  such  as  to  re- 
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quire  a  Caesarean  section  is  entitled  to  be  placed  beyond  the  possi- 
bility of  future  conception.  In  the  technique  of  Caesarean  section  he 
is  in  favor  of  delivering  the  uterus  through  the  abdominal  incision, 
and  in  the  avoidance  of  the  use  of  the  rubber  ligature  around  the 
lower  end  of  the  uterus. 

Section  VII  forms  a  short  chapter  on  rupture  of  the  uterus,  in 
which  the  advice  is  given  not  to  open  the  abdomen  in  these  cases,  nor 
even  to  make  uterine  or  vaginal  irrigations.  If  there  has  been  no  sep- 
sis the  uterine  tear  will  close  in  a  very  short  time.  If  sepsis  be  pres- 
ent, no  matter  what  the  treatment  may  be,  the  patient  will  die.  Hence 
the  treatment  should  be  an  expectant  one — a  wet,  heavy  compress  on 
the  abdomen,  and  a  wet  cloth  against  the  vulva. 

Ileus,  or  acute  obstruction  of  the  bowels  after  laparotomy,  re- 
ceives full  consideration  in  Section  VIII.  The  author  has  lost  1.6 
per  cent,  of  his  laparotomy  cases  through  this  cause.  As  most  of  the 
cases  occur  during  the  first  few  days  after  operation,  it  is  important  to 
distinguish  between  mechanical  obstruction  and  the  obstruction  due 
to  paralysis  of  the  bowels  as  a  result  of  septic  peritonitis.  Two  forms 
occur:  (1)  mechanical  occlusion  through  some  defect  in  the  opera- 
tion ;  (2)  volvulus  or  twisting  of  the  bowel.  If  high  injections  and 
lavage  of  the  stomach  fail,  the  author  advises  a  secondary  laparotomy, 
which  should  not  be  delayed  until  the  patient  is  moribund.  He  draws 
attention  to  the  fact  that  aseptic  methods  have  not  diminished  the 
number  of  cases.  His  observations  on  the  living  and  on  the  cadaver 
lead  him  to  the  conclusion  that  the  occurrence  of  ileus  in  the  majority 
of  cases  is  attributable  to  some  condition  long  antedating  the  opera- 
tion. 

Section  IX  treats  of  abdominal  hernia.  How  to  avoid  the  occur- 
rence of  hernia  after  laparotomy  received  attention  in  the  earlier  part 
of  the  Bericht.  Some  of  this  is  now  repeated  in  this  chapter.  The 
remainder  offers  nothing  of  special  interest. 

Section  X  is  devoted  to  plastic  operations.  It  is  interesting  to 
note  that  thirteen  of  Emmet's  operations  on  the  cervix  were  done 
during  the  year.  The  author's  leg  supporters  are  figured  in  the 
chapter  and  their  advantages  fully  dwelt  upon.  In  plastic  work  the 
author  condemns,  as  injurious,  too  free  sponging  or  irrigation.  For 
the  latter  he  uses  plain  sterilized  water  of  a  temperature  from  ioo° 
to  1040. 

For  a  number  of  years  he  has  been  in  the  habit  of  repairing  the 
perinaeum  by  a  split  flap  operation.  It  was  only  accidentally,  some 
time  ago,  that  he  learned  that  the  method  was  known  as  "Tait's." 
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His  operation  on  the  anterior  wall  is  somewhat  complicated  and 
rather  difficult  to  understand. 

For  total  prolapsus  of  the  uterus  with  thick  and  hypertrophied 
vaginal  walls  in  women  at  the  age  of  forty  the  author  often  resorts  to 
total  extirpation.  He  has  not  much  faith  in  ventrofixation  for  this 
class  of  cases,  unless  it  be  in  a  nullipara. 

Section  XI  treats  of  operations  for  carcinoma  of  the  uterus. 
Twenty-six  cases  are  reported,  with  two  deaths.  For  the  diagnosis  of 
carcinoma  of  the  body  the  author  thinks  a  microscopical  examination 
of  the  products  of  a  thorough  curettage  is  usually  sufficient.  When 
an  exploration  of  the  uterine  cavity  with  the  finger  is  indicated,  then 
he  is  in  favor  of  incising  the  cervix  in  the  median  line  posteriorly, 
which  has  an  advantage  over  the  bilateral  incision  from  the  less  like- 
lihood of  injuring  the  uterine  arteries  or  the  ureters.  He  undertakes 
to  answer  a  number  of  self-put  questions  :  (i)  Should  an  operation  be 
undertaken  when  contraindications  are  present  ?  (2)  Which  opera- 
tion should  be  done — high  amputation  of  the  cervix,  vaginal  extirpa- 
tion, Freund's  operation,  or  the  sacral  method  ?  An  operation  should 
not  be  undertaken  unless  there  are  fair  hopes  of  a  non-speedy  recur- 
rence. In  old  patients  with  carcinoma  of  the  cervix  the  parametrium 
is  early  involved.  Here  thorough  cauterization  with  the  Paquelin  is 
all  that  should  be  attempted.  In  very  favorable  cases,  when  the  car- 
cinoma affects  the  outer  surface  of  the  cervix  only,  the  high  amputa- 
tion may  be  selected  ;  but  these  cases  are  rare.  Hence  total  extirpa- 
tion is  usually  indicated.  He  has  seen  two  instances  of  double  car- 
cinoma of  the  uterus,  and  is  of  the  opinion  that  the  metastasis  may 
occur  through  inoculation.  Freund's  operation  is  to  be  preferred  in 
most  cases  to  the  sacral  method,  of  which  it  must  be  considered  a 
rival.  In  cases,  however,  where  the  whole  vagina  is  affected  with 
carcinoma,  the  sacral  method  has  advantages  over  the  other.  Eight 
cases  of  total  extirpation  were  performed  for  metritis  hemorrhagica. 
He  considers  the  operation  justifiable  in  this  condition  when  all  other 
means  fail.  But  it  is  difficult  to  draw  the  line,  and  this  is  emphasized 
by  the  circumstance  that  he  found  it  necessary  to  do  the  operation 
only  once  in  ten  months,  while  during  his  holiday  of  two  months  his 
assistants  resorted  to  it  on  seven  different  occasions.  The  author 
draws  attention  to  that  obstinate  metrorrhagia  which  sometimes  oc- 
curs at  the  climacteric,  and  which  possesses  some  of  the  characters  of 
malignancy  but  is  not  due  to  a  malignant  growth.  In  these  cases  he 
has  often  obtained  good  results  with  tamponing  the  vagina  daily  with 
glycerin  tampons.    In  most  cases  the  haemorrhage  ceases  with  this 
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treatment  in  about  fourteen  days.  This,  failing  total  extirpation,  is 
justifiable. 

The  last  section  is  devoted  to  operations  for  pelvic  exudations. 
The  author  recognizes  three  forms  : 

I.  Acute  parametritis  occurring  during  the  puerperium,  in  which  a 
simple  incision  is  made  in  order  to  save  life. 

II.  Subacute  parametritis.  The  patient  survives  the  acute  stage, 
but  an  exudation  is  left  behind,  causing  symptoms  of  suppuration. 
Here  the  exudate  lies  too  far  distant  to  reach  with  a  simple  incision 
and  must  be  removed  by  a  more  serious  operation. 

III.  Chronic  parametritic  abscesses.  The  symptoms  may  alternate 
with  comparative  good  health  for  months  or  even  years.  Then,  in 
order  to  restore  the  woman  to  good  health,  an  attempt  may  be  made 
to  find  the  abscess.  He  answers  the  question  in  the  affirmative  if 
parametritis  may  occur  independently  of  the  puerperal  period.  A 
few  instructive  cases  of  the  kind  are  reported  in  detail. 

We  have  given  rather  a  full  review  of  the  work,  for  we  consider 
anything  emanating  from  the  distinguished  author  merits  thorough 
consideration.  He  is  one  of  the  few  great  men  who  is  not  wedded  to 
his  own  cherished  ideas,  and  who  has  not  a  hobby-horse  to  trot  out 
on  all  occasions,  to  his  own  gratification  and  to  the  disgust  of  the 
reader.  To  the  younger  gynaecologists  the  work  must  serve  as  a  valu- 
able guide,  which  they  can  follow  without  misgivings  until  experience 
has  given  them  the  right  to  be  their  own  guides.  The  older  men  also 
will  no  doubt  find  much  in  it  that  will  afford  them  food  for  reflection 
and  for  comparison  with  their  own  experiences.  It  is  seldom  that 
one  meets  with  a  book  so  replete  with  mature  and  honest  observa- 
tion, expressed  so  clearly,  concisely,  and  elegantly.  It  is  a  master- 
work  from  the  workshop  of  a  master  who  lets  us  see  him  in  his  work- 
ing clothes — not  striving  after  effects,  but  working  for  the  good  of 
womankind  and  for  those  whose  labors  lie  in  the  same  path.  The 
author  looks  upon  the  Bericht  as  a  supplement  to  his  Handbook  on 
Gynecology  ;  we,  on  the  other  hand,  think  it  is  a  monument  which  can 
well  afford  to  stand  on  its  own  pedestal. 

H.  N.  Vineberg. 
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Stated  Meeting,  December  5,  1893. 

Charles  Jewett,  M.  D.,  President. 

Five  Cases  of  Acute  Appe?idicitis. 

Dr.  G.  M.  Edebohls  presented  the  specimens  from  five  cases  of 
appendicitis  which  he  had  recently  operated  upon,  together  with  two 
of  the  patients  upon  whom  operation  had  been  performed.  Two  of 
the  five  were  cases  of  acute  appendicitis  with  perforation.  See  page 
132. 

Discussion. 

Dr.  Florian  Krug  said  that  not  enough  attention  had  been 
paid  to  appendicitis  by  gynaecologists.  During  this  year  he  had  re- 
moved at  least  two  dozen  appendices,  and  whenever  he  opened  the 
abdomen  for  any  cause  he  directed  special  attention  to  the  condition 
of  the  vermiform  appendix.  Since  adopting  this  practice  he  had 
been  struck  with  the  comparative  frequency  with  which  he  found  dis- 
ease of  the  appendix  closely  connected  with  various  diseased  condi- 
tions of  the  female  sex.  He  thought  the  abdomen  in  women  had 
been  opened  many  times  for  supposed  disease  of  the  uterine  append- 
ages, when  really  the  appendix  vermiformis  was  the  cause  of  the 
trouble.  He  had  seen  the  appendix  attached  to  the  left  ovary,  and 
giving  rise  to  symptoms  which  simulated  those  of  disease  of  the  ap- 
pendages. While  not  prepared  to  say  that  the  appendix  should  be 
removed  in  every  instance  in  which  the  abdomen  is  opened  for  any 
cause,  particular  attention  should  be  given  to  the  condition  of  the 
appendix  whenever,  for  any  reason,  it  became  necessary  to  make  a 
section,  and  that  whenever  disease  of  the  appendix  was  found  the 
appendix  should  be  removed.  He  felt  sure  that  in  many  cases  in 
which  he  had  operated  the  disease  had  not  spread  up  from  the  uterus 
into  the  tubes  and  ovary,  but  had  originated  in  the  appendix,  and 
had  progressed  in  the  reverse  direction.  He  had  found  a  faecal  stone 
in  an  abscess  cavity  of  the  right  ovary,  to  which  the  appendix  was 
adherent.  This  seemed  to  him  conclusive  evidence  that  that  abscess 
did  not  originate  in  the  ovary,  but  that  an  appendicitis  was  the  pri- 


i66 


Transactions  of  Societies. 


mary  disease,  causing  a  localized  peritonitis,  with  rupture  and  forma- 
tion of  the  abscess  cavity.  In  this  way  the  faecal  stone  passed  into 
the  ovary.  As  it  occurred  in  a  young  girl  having  a  perfect  hymen, 
and  with  no  history  of  gonorrhoea,  this  seemed  the  only  explanation. 

Dr.  E.  H.  Grandin  said  that  he  regretted  that  Dr.  Edebohls  had 
not  described  how  he  was  able  to  palpate  the  appendix  when  he  was 
face  to  face  with  a  patient  who  had  had  one  or  more  attacks  of  ap- 
pendicitis. He  had  been  personally  interested  in  this  subject,  for  it 
had  been  his  fortune  to  see  a  rather  large  number  of  cases  of  appen- 
dicitis, both  chronic  and  acute,  and  he  must  confess  that  he  did  not 
yet  possess  the  diagnostic  ability  to  feel  the  enlarged  appendix. 
There  were  so  many  things  in  this  region  which  might  simulate  an 
enlarged  appendix — to  say  nothing  of  that  very  common  condition, 
impaction  of  faeces  in  the  caecum — that  he  did  not  think  it  was  a  safe 
rule  to  lay  down  that,  given  something  in  that  region  which  simulates 
an  enlarged  appendix,  the  diagnosis  of  appendicitis  should  be  made, 
and  the  patient  advised  to  have  an  operation  performed.  He  thought 
a  history  of  recurrent  attacks  was  a  far  safer  guide  in  diagnosis  than 
any  palpation  of  the  appendix  short  of  employing  anaesthesia.  In 
the  cases  he  had  seen  and  operated  upon,  the  appendix  had  been 
almost  invariably  buried  below  the  caecum,  so  that  if  there  were  a 
faecal  mass  in  the  caecum  it  would  seem  to  be  impossible  for  any  one 
to  make  the  diagnosis  of  appendicitis  by  palpation.  His  remarks 
were  not  intended  as  a  criticism,  for  he  did  not  doubt  Dr.  Edebohls's 
ability  to  feel  the  enlarged  appendix,  but  they  were  intended  to  draw 
out  from  him  the  information  necessary  to  show  others  how  such  an 
examination  was  to  be  made. 

The  President  said,  regarding  the  case  of  abscess  of  the  ovary 
supposed  to  have  originated  by  infection  from  the  appendix,  that  the 
question  of  its  origin  might  perhaps  be  settled  by  a  bacteriological 
examination  to  determine  the  presence  or  absence  of  the  Bacillus  coli 
commune.  He  thought  that  the  last  speaker's  position  regarding  pal- 
pation of  the  appendix  was  well  taken,  for  the  location  of  the  appendix 
was  very  variable — sometimes  being  behind  the  caecum,  where  it  could 
not  be  palpated.  Again,  as  in  a  case  upon  which  he  had  recently 
operated,  the  appendix  might  be  too  small  to  be  palpated. 

Dr.  Edebohls  said  that  the  causative  relation  of  disease  of  the 
appendix  to  disease  of  the  appendages  was  illustrated  in  his  first  case 
(related  that  evening)  almost  as  markedly  as  in  the  one  cited  by  Dr. 
Krug,  in  which  a  faecal  stone  was  found  in  an  ovarian  abscess  of  the 
right  side.    On  opening  the  abdomen  and  lifting  out  the  intestines,  a 
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very  angry,  congested,  and  thickened  tube  and  ovary  were  found,  with 
thick  patches  of  recent  lymph  upon  them,  and  only  after  taking  out 
that  inflamed  right  ovary  and  tube  was  the  appendix  found  behind 
them.  It  might  have  easily  become  adherent  to  either  the  tube  or 
ovary,  and  perforation  have  occurred,  with  migration  of  the  faecal 
stone.  Palpation  of  the  appendages  on  the  other  side  showed  them 
to  be  normal,  so  they  were  allowed  to  remain. 

In  answer  to  the  question  of  Dr.  Grandin,  the  speaker  said  that 
for  a  year  past  he  had  been  palpating  the  appendix  vermiformis  in 
nearly  every  woman  placed  on  the  examining  table.  The  patient  was 
placed  in  the  ordinary  position  for  a  vaginal  examination,  with  the 
abdomen  relaxed  as  much  as  possible.  Only  external  palpation  was 
made,  and  it  was  practiced  by  passing  the  hand  over  the  surface  of 
the  abdomen,  from  the  umbilical  region  directly  outward  to  the  an- 
terior superior  spine  of  the  right  ilium.  This  palpation  could  not  be 
carried  out  satisfactorily,  of  course,  in  every  woman,  but  it  could  be 
done  where  the  abdomen  was  sufficiently  relaxed  to  admit  of  making 
a  satisfactory  vaginal  examination.  Traversing  this  line,  we  could 
recognize  the  various  structures  over  which  the  fingers  passed.  The 
first  thing  which  was  prominent  was  the  external  iliac  arteiy  as  it 
passed  along  the  brim  of  the  pelvis.  This  was  the  guide  for  further 
palpation,  as  the  appendix  was  located  between  this  and  the  anterior 
superior  spine  of  the  ilium.  Palpation  of  the  appendix  could  not  be 
done  if  there  were  only  a  yielding  surface  behind,  but  here  we  were 
favored  by  having  behind  the  appendix  the  hard  surface  of  the  iliac 
fossa,  covered  by  the  iliacus  muscle,  and  especially  the  brim  of  the 
pelvis.  Against  these  we  could  palpate,  and  under  ordinary  condi- 
tions our  fingers  recognized  the  appendix,  and  the  patient  recognized 
it,  if  the  appendix  was  at  all  inflamed,  because  the  pain  was  increased 
immediately  by  pressure  at  this  point,  whereas  no  pain  was  elicited 
outside  or  inside  of  this  spot.  The  diagnosis  was  made  on  analogous 
principles  to  those  underlying  pelvic  examinations  of  the  Fallopian 
tubes.  Quite  recently  he  had  taken  the  opportunity  to  carefully  pal- 
pate the  appendix  in  every  case  which  he  proposed  to  subject  to 
cceliotomy,  and  to  have  the  members  of  his  house  staff  also  examine 
the  patients  in  this  way  ;  then  at  the  cceliotomy  search  was  made. for 
the  appendix,  and  in  the  majority  of  cases — in  fact,  in  nearly  all — the 
position  of  the  appendix  and  its  size,  as  previously  determined  by 
palpation,  were  found  to  be  correct.  In  the  case  presented  this  even- 
ing the  diagnosis  was  made,  not  from  the  history  alone,  but  by  feel- 
ing the  enlarged  and  tender  appendix.   He  had  removed  the  appendix 
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in  still  another  case  on  the  objective  indication — i.  e.f  feeling  the  ap- 
pendix to  be  diseased. 

In  a  third  case  he  had  made  the  diagnosis  in  the  same  way  by- 
palpation,  and  had  transferred  the  patient  to  Dr.  Shrady,  who  also 
examined  the  patient,  and  agreed  with  him  as  to  the  position  of  the 
appendix  ;  and  the  position,  size,  and  length  as  thus  determined  were 
confirmed  at  the  operation.  He  had  therefore  approximately  reached 
the  conclusion  that  in  every  female  in  whom,  by  bimanual  palpation, 
one  was  able  to  palpate  a  normal-sized  tube  and  ovary,  one  could  also 
successfully  palpate  the  appendix.  One  plausible  objection,  of  course, 
to  the  practicability  of  the  procedure  was  the  condition  of  fmlness  of 
the  caput  coli  which  overlies  the  appendix.  Practically  he  had  found 
the  caput  coli  was  not  in  the  way;  it  was  very  seldom  distended  with 
faecal  matter,  and  if  there  were  some  faecal  matter  present  this  could 
be  pressed  out,  and  then  through  the  double  walls  of  the  caput  coli 
the  appendix  could  be  felt.  Furthermore,  one  could  palpate  the 
ascending  colon  itself  when  empty,  the  ridges  formed  by  the  reflection 
of  the  coats  of  the  caput  coli  on  the  inner  and  outer  borders  being 
recognizable,  in  some  instances,  by  the  fingers  passing  over  it.  In 
some  instances  of  appendicitis  he  had  found  the  caput  coli  itself  mark- 
edly sensitive  on  pressure. 

Dr.  Grandin  said  if  the  appendix  had  been  subjected  to  one  or 
more  attacks  of  inflammation,  it  would  not  roll  under  the  finger,  but 
was  apt  to  be  buried  in  more  or  less  adhesions.  Again,  in  some  of 
the  cases  he  had  examined,  there  was  faecal  matter  in  the  caput  coli 
which  could  not  be  pressed  to  one  side  for  the  simple  reason  that, 
owing  to  the  condition  of  the  appendix,  there  was  more  or  less  stric- 
ture at  the  ileo-caecal  valve.  In  the  next  place,  the  average  patient 
would  prove  sensitive  to  such  deep  pressure  exerted  through  the  ab- 
dominal wall,  and,  moreover,  there  was  a  vast  difference  between  bi- 
manual palpation  of  the  tube  and  ovary,  with  the  finger  in  the  vagina 
and  the  hand  externally,  and  palpation  through  the  abdominal  wall 
alone.  If  the  appendix  could  be  felt  with  a  finger  in  the  rectum  and 
the  other  hand  externally,  he  believed  it  could  be  palpated,  but  from 
what  had  been  said  he  did  not  think  he  would  be  able  to  palpate  the 
appendix. 

Dr.  Edebohls,  in  reply,  said  that  he  did  not  claim  to  be  able  to 
recognize  and  define  the  pathological  condition  of  each  diseased 
appendix  vermiformis  in  acute  cases.  Of  course,  where  there  was  a 
large  exudate  around  the  appendix,  distorting  it,  it  would  be  difficult 
to  recognize  it  as  an  appendix,  although  it  and  its  surroundings  could 
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be  recognized  as  a  pathological  mass.  He  could  only  say  that  his 
own  experience  and  that  of  the  last  speaker  differed,  for  he  had  been 
able  in  many  cases  to  feel  the  appendix  through  the  two  walls  of  the 
caput  coli ;  and,  furthermore,  that  such  pressure  as  was  necessary  in 
this  examination  was  as  well  borne  as  that  required  in  examining  the 
tubes  and  ovaries. 

Dr.  Krug  said  that,  as  the  Transactions  of  the  society  were  read 
by  a  great  number  of  physicians,  and  were  looked  upon  as  bearing 
the  weight  of  authority,  he  thought  it  would  be  dangerous  to  place 
themselves  on  record  as  being  able  to  accurately  feel  and  make  a 
diagnosis  of  disease  of  the  appendix  in  almost  every  case.  While  he 
had  removed  many  appendices  incidentally  to  cceliotomies  for  other 
reasons,  in  only  a  few  instances  had  he  been  able  to  accurately  rec- 
ognize the  coexistence  of  appendicitis  beforehand.  He  was  free  to 
admit  that  in  certain  cases  the  appendix  could  be  palpated,  but  it 
was  dangerous  to  say  that  when  certain  things  were  felt  on  the  right 
side  of  the  belly  of  a  woman,  it  was  sufficient  to  justify  the  perform- 
ance of  cceliotomy.  Judging  from  his  own  operative  experience,  the 
points  laid  down  by  Dr.  Edebohls  would  not  go  very  far  in  practice. 
For  instance,  he  did  not  see  how  it  would  be  possible  to  feel  the 
appendix  when  it  was  attached,  as  he  had  seen  it,  to  the  left  uterine 
appendages  or  to  the  bladder.  These  fine  points  in  diagnosis  were 
apt  to  cause. in  the  long  run  more  errors  than  would  occur  if  such 
overdrawn  refinements  were  ignored.  We  must  rely  chiefly  on  the 
history.  Even  as  good  a  diagnostician  as  Dr.  Edebohls  stated  at  the 
last  meeting,  in  the  report  of  an  Alexander's  operation,  that  he  did 
not  recognize  a  small  cystoma  of  the  right  ovary  before  the  operation, 
and  it  was  only  when  the  right  round  ligament  tore  out,  necessitating 
cceliotomy,  that  he  discovered  its  presence.  Did  Dr.  Edebohls  feel 
the  appendix  in  that  case  ?  In  every  cceliotomy  that  he  had  done  for 
a  long  time  he  had  looked  for  the  vermiform  appendix,  and  in  no  two 
cases  had  he  found  it  in  the  same  position  ;  hence  he  did  not  see 
how  one  could  make  more  than  a  good  guess  as  to  its  location  and 
condition  from  palpation. 

Dr.  Boldt  said  that  whereas,  a  short  time  ago,  it  was  fashionable 
to  operate  on  the  uterine  appendages,  operations  on  the  vermiform 
appehdix  were  now  more  in  vogue.  A  short  time  ago  Dr.  Christian 
Fenger  had  written  an  extremely  able  article  on  this  very  question  of 
appendicitis.  Personally,  he  had  seen  a  very  large  number  of  cases 
of  appendicitis ;  quite  a  number  of  these  were  seen  with  the  late  Dr. 
Sands,  and  the  question  of  the  advisability  of  operation  arose.  He 
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had  found  that  the  majority  of  those  cases  in  which  no  operation 
had  been  done  had  had  no  recurrence.  Although  operative  interfer- 
ence for  appendicitis  was  called  for  in  very  many  instances,  and 
numerous  lives  had  been  lost  by  not  operating,  nevertheless  he  thought 
many  of  these  patients  would  have  recovered  under  careful  medical 
treatment.  If  a  patient  had  had  numerous  recurrences  of  appendicitis 
he  believed  we  were  justified  in  operating,  but  not  after  the  first 
attack. 

Intraligamentous  Fibro- myoma. 

Dr.  G.  A.  Kletzsch  presented  such  a  specimen. 

He  removed  this  specimen  from  the  broad  ligament  about  three 
weeks  ago.  The  patient  had  come  under  his  observation  about  the 
first  of  last  June,  when  she  complained  of  a  slight  enlargement  of  the 
abdomen,  especially  on  the  left  side,  and  with  some  distress  on  passing 
urine.  She  had  had  but  slight  pain,  but  was  unable  to  stand  or  walk. 
Her  periods  were  regular;  she  had  never  passed  over  but  one.  and 
they  were  of  from  four  to  five  days  in  duration  and  considerable  in 
amount.  She  had  cramps  and  bearing- down  pains  before  and  during 
the  period.  Examination  by  the  vagina  revealed  a  hard  mass  about 
the  size  of  an  orange,  slightly  movable,  in  the  left  broad  ligament, 
which  felt  like  a  fibroid.  The  uterus  lay  to  the  right  side  but  pushed 
close  to  the  anterior  wall  of  the  pelvis.  The  patient  called  a  month 
later  for  examination,  when  he  found  the  same  condition,  the  uterus 
seeming  larger  and  pressing  upon  the  utero-vesical  septum.  The 
uterus  moved  slightly  independent  of  the  tumor.  There  was  no  fluc- 
tuation or  tenderness. 

She  had  had  another  period,  normal  in  amount;  no  cramps,  but 
bearing-down  pains  and  vesical  irritability.  He  then  advised  her  that 
operation  was  necessary,  but  thought  it  best  to  wait  until  fall,  when 
she  was  to  return.  She  came  back  about  October  ist,  but  in  the 
meantime  had  written  him  that  her  general  health  was  failing,  having 
chills  and  occasional  fever.  When  she  called  for  examination  she 
complained  of  pain  in  both  groins  in  walking,  swelling  of  ankles,  but 
no  vesical  trouble  or  vaginal  discharge.  She  did  not  look  as  bright 
as  at  previous  examinations,  and  her  period  was  just  over.  It  had 
lasted  eight  days,  was  considerable  in  amount,  but  she  had  no  pain  or 
trouble  with  her  urine.  Three  weeks  before,  she  had  her  period  with 
nausea  and  bearing-down  pains.  Her  temperature  at  the  office,  when 
taken  by  the  mouth,  was  99. 40  F.  Examination  showed  the  same  con- 
dition as  before  noted,  the  mass  slightly  larger,  and  a  throbbing  at 
the  lower  border  could  be  felt ;  no  fluctuation  or  tenderness.    He  sent 
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her  to  the  Woman's  Hospital  in  Dr.  Cleveland's  service.  He  diag- 
nosticated intraligamentous  fibroid,  and  advised  an  operation.  Dr. 
Hanks  also  saw  her  in  consultation  and  advised  an  operation.  The 
patient  being  etherized,  a  free  incision  was  made  through  the  abdom- 
inal wall,  and  on  opening  the  peritoneal  cavity  a  tumor  presented  at 
the  lower  end  of  the  incision,  distending  the  broad  ligament  and  push- 
ing the  normal-sized  uterus  to  the  right  side.  The  left  tube  was  found 
running  over  the  upper  edge  of  the  tumor  normally  developed.  Just 
behind  it  lay  the  ovary.  Both  were  pushed  forward  and  an  incision 
of  three  inches  made  through  the  posterior  layer  of  the  broad  liga- 
ment, down  to  the  tumor.  Enucleation  was  fairly  easy,  no  points  of 
bleeding  being  encountered  except  in  the  very  depths  of  the  sac, 
where  a  general  oozing  took  place.  He  started  out  with  the  idea  of 
closing  up  the  sac,  according  to  Dr.  Martin's  method,  by  Etagennaht, 
but  feared  the  vascularity  of  the  sac,  and,  not  wishing  to  close  up  the 
peritoneal  cavity  with  that  danger  in  view,  he  therefore  stitched  the 
sac  to  the  lower  end  of  the  abdominal  incision,  leaving  an  opening 
about  an  inch  and  a  half  in  diameter,  closing  the  upper  half  of  the 
incision  and  with  it  the  peritoneal  cavity.  He  then  packed  the  sac 
full  of  iodoform  gauze  and  left  free  drainage,  being  able  to  control 
any  subsequent  danger  from  haemorrhage  or  sepsis.  The  patient 
made  an  uneventful  recovery.  The  remnant  of  the  sac  was  now 
about  two  inches  deep  and  the  size  of  a  lead  pencil.  She  has  diffi- 
culty in  passing  her  urine.  Whether  this  is  due  to  the  disposition 
made  of  the  ovary  and  tube — which  now  lie  anterior  to  the  sac — and 
its  attachment  to  the  lower  angle  of  the  abdominal  wound,  or  drag- 
ging of  the  sac  on  the  bladder,  will  have  to  be  determined. 

Dr.  A.  F.  Currier  asked  if  this  were  not  an  almost  unheard-of 
condition,  and  was  it  not  possible  that  it  might  have  developed  from 
the  uterus  into  the  broad  ligament,  through  its  folds,  subsequently 
becoming  detached,  and  continuing  its  growth  in  this  situation,  just 
as  ovarian  tumors  sometimes  became  detached  from  their  original 
surroundings. 

Dr.  Boldt  said  he  thought  the  majority  of  intraligamentous 
fibromata  originated  in  the  uterus,  and  afterward  became  detached. 

Intestinal  Obstruction  after  Operation. 

Dr.  H.  N.  Vineberg  reported  a  case  in  which  acute  obstruction  of 
the  bowel  occurred  four  weeks  after  a  laparotomy.  The  operation  was 
done  on  November  2d,  and  the  patient  made  a  good  recovery,  having 
normal  stools  every  day,  and  a  good  appetite.    On  the  morning  of 


172 


Transactions  of  Societies. 


November  30th  she  was  suddenly  seized  with  severe  pain  at  the  epi- 
gastrium and  with  vomiting.  The  bowels  had  moved  the  previous 
day.  The  usual  measures  having  failed,  and  the  patient's  condition 
growing  worse,  on  December  2d  the  stomach  was  washed  out.  This 
gave  relief  for  seme  hours,  but  the  next  morning  the  vomiting  returned, 
and  the  bowels  had  not  yet  moved.  The  stomach  was  again  washed 
out,  and  at  the  same  time  an  ounce  and  a  half  of  castor  oil  was  intro- 
duced into  the  stomach.  About  6  p.  m.  of  that  day  the  vomiting  re- 
turned, and  by  the  next  morning  it  was  decidedly  stercoraceous.  Her 
condition  at  that  time  was  very  bad — pulse  130,  and  temperature  1030. 
Preparations  were  made  for  laparotomy  that  afternoon,  but  just  be- 
fore the  time  set  for  the  operation  there  was  a  movement  of  the  bow- 
els. Since  then  she  had  been  steadily  recovering.  There  was  no 
doubt  in  his  mind  that  there  was  acute  mechanical  obstruction  of  the 
bowels,  probably  from  a  cicatricial  band,  and  that  this  in  some  way 
had  become  loosened. 

Dr.  E.  H.  Grandin  reported  the  following  case  :  The  patient  was 
a  woman,  thirty-two  years  of  age,  who,  although  married  for  thirteen 
years,  had  been  sterile.  She  gave  a  history  of  intermittent  attacks  of 
abdominal  pain  and  of  metrorrhagia  lasting  for  about  five  years.  She 
was  referred  to  him  for  diagnosis  and  treatment.  Examination  showed 
a  large  uterus,  and  a  semi-fluctuating  mass  occupying  the  position  of 
the  right  ovary,  in  size  larger  than  the  fist.  A  diagnosis  was  made 
of  fungous  endometritis  and  right  ovarian  cyst.  At  that  time  there 
was  a  norma  temperature  and  the  pulse  was  84.  It  was  decided  to 
perform  curetting  and  secondarily  abdominal  section  for  the  removal 
of  the  ovarian  cyst.  The  patient  went  on  the  operating  table  with  a 
pulse  of  84  and  a  normal  temperature.  While  curetting  it  occurred 
to  him  that  there  was  a  possibility  that  there  was  an  ectopic  gestation 
instead  of  an  ovarian  cyst,  for  the  reason  that  he  removed  with  the 
curette  what  appeared  to  be  decidua.  On  entering  the  peritoneal 
cavity,  fluid  blood  and  old  blood  clots  first  presented.  The  hand  was 
inserted  on  the  right  side,  and  the  ovarian  cyst  lifted  up  and  ligated 
off.  On  the  left  side  there  was  a  ruptured  tubal  gestation  (ten  weeks) 
which  was  removed.  There  was  no  history  of  sudden  colicky  pain, 
and  hence  he  could  not  say  when  this  rupture  had  occurred.  Her 
physical  state  had  given  absolutely  no  indication  of  this  condition. 
The  clots  were  extracted  and  removed  by  irrigation  as  far  as  possible, 
and  then  the  ordinary  Mikulicz  drain  was  inserted.  Here,  he  thought, 
he  made  a  mistake.  After  the  operation  the  patient  had  a  pulse  of  90, 
and  was  not  suffering  much  from  shock.    The  temperature  did  not 
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rise  above  990  or  ioo°  for  the  first  ten  days,  and  then  it  suddenly, 
without  a  chill,  rose  to  ioo°.  1020,  and  1030.  On  the  fourth  day  the 
drain  had  been  removed,  as  there  was  nothing  to  drain  away,  and  the 
stitches  were  removed  on  the  seventh  day,  there  being  good  union. 
The  sudden  rise  of  temperature  was  found  to  be  due  to  an  accumula- 
tion of  pus  and  broken-down  clot  in  Douglas's  pouch,  which  was 
evacuated.  Under  hypodermic  injections  of  strychnine  and  hot  saline 
injections  the  patient  was  kept  alive  for  two  weeks,  but  she  finally 
died  of  sepsis. 

Some  weeks  ago  Dr.  Polk  took  the  stand  that  in  certain  cases, 
where  it  was  necessary  to  remove  the  appendages,  it  seemed  advisable 
to  also  remove  the  uterus  as  well — first,  because  it  served  no  useful 
purpose  ;  and,  secondly,  because,  being  a  diseased  organ,  it  should 
not  be  left  behind.  The  point  he  wished  to  have  discussed  was, 
whether  or  not  it  would  have  been  better  in  his  case  to  have  removed 
the  uterus  and  secured  drainage  through  the  vagina.  It  seemed  to 
him  that  it  would  have  been  the  better  plan  ;  in  other  words,  would 
not  his  patient  have  stood  a  better  chance  of  recovery  if,  after  having 
removed  both  appendages,  he  had  carried  the  gauze  through  the  va- 
gina instead  of  trying  to  drain  away  the  clots  uphill  ?  He  thought  in 
this  respect  his  technique  was  wrong  ;  it  would  have  been  easy  to 
have  tied  the  uterine  arteries  on  both  sides,  removed  the  uterus,  and 
drained  through  the  vagina.  He  believed  that  Polk's  proposition  was 
in  this  and  like  cases  a  sound  one. 

Dr.  Krug  said  that  a  short  time  ago,  when  Dr.  Polk  and  he  had 
stood  the  brunt  of  the  criticism  for  advocating  extirpation  of  the 
uterus  after  the  removal  of  the  bilaterally  diseased  uterine  appendages, 
on  the  ground  that  the  uterus  was  then  a  useless  but  by  no  means  a 
harmless  organ,  he  had  said  that  he  hoped  in  the  future  the  other 
members  would  come  around  to  their  way  of  thinking  ;  he  was  there- 
fore highly  gratified  to  hear  so  soon  that  one  gentleman  seemed  in- 
clined to  become- a  convert  to  their  doctrine. 

In  answer  to  Dr.  Grandin's  question,  he  would  say  that  as  it 
seemed  necessary  in  that  case  to  drain,  by  the  removal  of  the  uterus, 
whether  diseased  or  not,  better  drainage  would  have  been  secured  ; 
this  was  evident  from  well-known  physical  laws.  The  natural  -dis- 
charges from  the  uterus — the  lochia  and  the  menses — make  their  exit 
through  the  vagina  ;  why  should  not  pathological  discharges  find 
their  escape  in  a  similar  way,  instead  of  trying  to  secure  drainage 
against  the  force  of  gravity?  As  the  woman  had  already  been 
castrated,  he  would  say  most  emphatically  that  it  would  have  been 
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much  better  to  have  removed  the  uterus  and  drained  through  the 
vagina. 

Dr.  Boldt  said  there  was  absolutely  no  necessity  for  removing  the 
uterus  to  secure  drainage  from  below  ;  why  not  open  the  cul-de-sac  ? 
With  all  due  respect  to  the  preceding  speaker  and  to  Dr.  Polk,  he  did 
not  believe  the  day  would  ever  come  when  we  would  accept  it  as  the 
correct  practice  to  take  out  the  healthy  uterus.  If  the  uterus  were 
the  seat  of  a  chronic  inflammatory  condition,  then  he  believed  we 
were  not  only  justified,  but,  if  the  patient's  condition  permitted  of  it,  it 
was  our  duty  to  take  it  out ;  but  just  because  the  annexa  were  removed 
was  no  reason  for  removing  the  uterus.  He  would  go  even  further 
and  say  that,  although  the  operation  in  the  hands  of  Dr.  Krug  and 
Dr.  Polk  might  not  add  to  the  danger  to  the  patient,  he  did  not  think 
this  would  be  accepted  by  the  profession  as  what  might  be  expected 
until  a  large  number  of  cases  could  be  presented  in  support  of  this 
view.  Personally  he  would  not  accept  it,  and  would  take  the  directly 
opposite  position — viz.,  that  a  uterus  which  is  not  diseased  should  not 
be  removed.  There  was  no  necessity  for  Dr.  Grandin  to  remove  the 
uterus,  but  he  might  have  drained  through  the  vagina. 

Dr.  Malcolm  McLean  said  he  had  heard  so  much  about  this  "drain- 
ing uphill  "  that  he  was  constrained  to  call  attention  to  the  fact  that 
it  was  not  so  much  draining  uphill  as  it  appeared  to  be.  There  was 
an  intra-abdominal  pressure  which  offset  the  action  of  gravity,  so  that 
drainage  through  the  abdominal  incision  could  be  made  just  as  easily 
as  through  the  vagina,  and  in  his  hands  more  safely.  If  we  looked 
upon  the  abdominal  cavity  as  a  fixed  trough,  with  a  tube  of  glass  or 
rubber  dipping  into  it,  then  this  expression  "  draining  uphill  "  would 
describe  the  true  condition  ;  but  the  abdominal  cavity  was  not  a  fixed 
trough  or  box,  but  an  elastic  tube  surrounding  the  cavity  containing 
the  serum,  blood,  or  pus  to  be  drained,  and  it  made  constant  pressure 
upon  these  contained  fluids  so  that  there  was  a  hydrostatic  pressure 
adequate  to  force  the  fluid  up  into  the  tube.  He  used  drainage  a 
good  deal  more  than  many  operators,  and  he  found  no  difficulty  in 
removing  the  fluid  from  the  tube  by  the  capillary  suction  produced 
by  a  small  piece  of  iodoform  gauze  placed  in  the  tube ;  and,  more 
than  this,  that  if  the  fluid  were  discharged  in  considerable  quantity, 
it  would  escape  without  even  the  aid  of  such  capillary  action.  As  to 
Dr.  Grandin 's  case,  he  doubted  very  much  if  the  clots  could  have 
been  removed  through  a  vaginal  drain  or  through  the  wound  left  after 
extirpation  of  the  uterus  any  more  than  from  drainage  through  the 
tube  in  the  abdominal  wound.    Moreover,  he  was  not  at  all  prepared 
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to  accept  the  implied  argument  that  clots  in  the  abdominal  cavity 
must  all  be  removed.  Those  who  had  witnessed  him  operate  had 
seen  him  leave  considerable  blood,  but  not  bleeding  points,  in  the  ab- 
domen. The  peritoneal  cavity  would  take  care  of  that  blood  if  it  were 
only  aseptic.  In  a  case  like  that  described  by  Dr.  Grandin  he  did  not 
think  it  would  have  been  dangerous  to  leave  a  number  of  aseptic 
clots. 

.  Dr.  W.  M.  Polk  said  Schede  had  demonstrated  long  ago  the  in- 
nocuousness  of  aseptic  blood  clots  in  resections  of  joints.  The  chances 
were  that  the  same  would  hold  good  in  the  peritonaeum,  and,  as  a 
matter  of  fact,  we  knew  it  to  be  so,  for  it  was  not  at  all  uncommon 
for  extra-uterine  pregnancies  to  rupture,  giving  rise  to  what  were  for- 
merly called  hematoceles,  which  in  time  disappeared.  In  such  cases 
there  was  no  outside  contamination  unless  there  happened  to  be  also 
a  pyosalpinx  or  an  ovarian  abscess.  Dr.  McLean's  statement  con- 
cerning the  innocuousness  of  these  clots  held  good  where  there  was  an 
absolutely  clean  operation,  as  in  removing  a  fibroid  tumor.  At  the 
same  time  he  thought  we  must  admit  that  it  would  be  well  to  remove 
those  clots  which  could  be  easily  approached,  although,  perhaps,  un- 
wise to  expose  the  patient  to  the  shock  incident  to  handling  the  intes- 
tines and  making  an  extensive  search  for  blood  clots. 

Regarding  the  matter  of  drainage,  he  would  say  that  he  had  been 
in  the  habit  pf  thinking  that  one  of  the  most  perfect  systems  of  drain- 
age that  could  be  obtained  was  that  which  Dr.  Grandin  employed. 
It  was  true  that  the  opening  from  below  was  Nature's  method  of  dis- 
posing of  a  certain  amount  of  exudation,  but  it  was  a  question  whether 
even  through  the  vagina  one  could  get  as  free  elimination  of  the  dis- 
charges in  a  case  like  this  as  from  a  large  open  wound  leading  to  a 
cavity  properly  filled  with  aseptic  gauze.  His  own  observation  had 
been  that  the  drainage  under  such  conditions  was  very  satisfactory. 
Much  of  the  exudate,  it  was  true,  was  due  to  the  irritation  of  the 
gauze  itself,  but  that  only  proved  that  the  gauze  had  the  power  of 
conducting  these  fluids  with  great  ease  to  the  surface  ;  hence,  as  to 
the  mere  matter  of  drainage,  he  did  not  think  Dr.  Grandin  would 
have  gained  much  by  removing  the  uterus.  He  thought  that  Dr. 
Boldt's  suggestion,  that  equally  good  drainage  could  have  been  -se- 
cured by  free  incisions  through  Douglas's  pouch,  was  a  proper  one, 
and  these  incisions  could  be  safely  made  with  freedom.  Dr.  Boldt 
had  taken  exception  to  Dr.  Krug's  advocacy  of  the  removal  of  the 
uterus  in  every  case  where  the  appendages  were  removed.  Being  an 
operator  of  great  skill  and  experience,  whose  utterances  should  be 
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taken  with  much  consideration,  he  was  at  liberty  to  condemn  what 
he  considered  an  innovation,  yet  at  the  same  time  that  condemnation 
had  a  limitation — that  of  Dr.  Boldt's  experience.  He  hardly  thought 
this  would  justify  Dr.  Boldt  in  saying  to  one  of  the  speaker's  patients 
that  he  had  no  right  to  do  such  an  operation,  and  yet  he  believed 
this  was  Dr.  Boldt's  position.  Was  he  not  right  ? 
Dr.  Boldt  replied  in  the  negative. 

Dr.  Polk,  continuing,  said  he  was  glad  to  hear  that.  This  matter 
was  not  merely  one  of  importance  to  the  science  of  gynaecology,  but 
it  affected  the  judgment  and  reputation  of  the  individual  members  of 
this  society.  Personally  he  had  never  advocated  a  procedure  here 
that  he  was  not  willing  to  be  held  responsible  for  before  any  court, 
professional  or  civil,  and  in  this  procedure  he  stood  exactly  where  he 
had  always  stood  in  regard  to  every  procedure  he  had  brought  to  the 
notice  of  this  society  as  being  something  which  he  thought  was  worthy 
of  their  consideration  and  adoption.  Therefore  from  his  standpoint 
the  procedure  in  Dr.  Grandin's  case  would  have  been  proper,  on  the 
broad  ground  that,  the  woman's  appendages  'having  been  removed, 
and  her  condition  being  an  excellent  one,  the  ultimate  result  to  that 
woman  would  have  been  better  after  the  removal  of  the  uterus  than 
that  secured  by  leaving  the  organ  behind.  In  view  of  the  newness  of 
the  procedure,  the  future  must  decide  for  the  general  profession  wheth- 
er these  people  would  be  better  or  worse  from  following  the  plan 
advocated  by  Dr.  Krug,  himself,  and  others.  He  was  willing  to  leave 
this  matter  to  the  honest  and  able  men  whom  he  knew  would  be  con- 
vinced when  their  judgment  was  properly  appealed  to.  The  doctor 
had  made  the  statement,  which  he  thought  arose  from  a  misconcep- 
tion, that  Dr.  Krug  and  himself  had  claimed  that  the  operation  was  no 
more  dangerous  than  the  operation  for  removing  the  appendages  ;  he 
thought  it  would  be  found  distinctly  stated  in  his  paper  that  it  was 
more  dangerous,  but  some  of  the  gentlemen  who  criticised  it  were 
good  enough  to  make  it  appear  that  there  was  no  additional  risk.  It 
was  yet  to  be  determined  whether  the  technique  could  be  so  improved 
as  to  diminish  that  danger,  as  had  been  done  in  the  technique  of 
oophorectomy,  but,  judging  from  the  improvement  in  other  operations, 
he  thought  one  was  justified  in  believing  that  such  improvement  would 
take  place. 

Dr.  H.  J.  Boldt  read  a  paper  entitled 
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Discussion. 

Dr.  G.  M.  Edebohls  said  that  he  was  one  of  those  who  disliked 
discussing  a  paper  unless  he  had  had  practical  experience  with  its 
subject  matter,  but  as  he  was  not  aware  that  any  one  present,  Dr. 
Boldt  excepted,  had  any  practical  knowledge  of  the  operation  treated 
of  in  the  paper,  he  might  be  excused  for  making  a  few  remarks.  He 
was  willing  to  be  convinced  of  the  value  of  this  procedure,  yet  he  was 
fully  satisfied  to  allow  others  to  make  the  experiments  necessary  to 
determine  its  value.  He  had  not  been  favorably  impressed  with  it 
from  the  reports  he  had  heard.  The  author  had  alluded  to  one  con- 
traindication to  the  operation,  which  was  associated  with  one  of  the 
difficulties  in  the  diagnosis  of  fibromata — he  had  stated  that  it  would 
not  apply  to  pedunculated  fibromata.  Unfortunately,  the  diagnosis 
of  pedicled  fibromata  was  not  always  an  easy  matter.  Again,  it  was 
stated  in  the  paper  that  it  was  not  applicable  to  cases  where  the  ap- 
pendages were  diseased,  but  it  should  be  remembered  that  it  was  diffi- 
cult to  be  sure  that  the  appendages  are  not  diseased  unless  one  could 
absolutely  feel  that  they  were  normal — a  very  difficult  matter,  as  a 
rule,  in  fibromata  of  the  uterus.  Another  point  not  mentioned  by  the 
author,  which  he  considered  still  more  important,  was  the  danger  as- 
sociated with  cutting  off  the  nutritive  supply  of  fibromatous  tumors  of 
the  uterus.  This  danger  he  thought  it  shared  with  electricity.  He 
had  lost  a  patient  from  the  use  of  electricity.  In  his  case  he  consid- 
ered the  tumors  were  strangulated  by  the  very  firm  contraction  of  the 
muscular  fibers,  and  the  consequent  cutting  off  of  the  blood  supply  led 
to  necrosis  of  the  tumor,  sepsis,  and  death.  The  same  danger  applied 
to  tying  off  the  uterine  arteries  in  these  cases,  for  it  involved  the  im- 
mediate cutting  off  of  the  very  large  blood  supply  from  these  fibromata, 
and  hence,  if  the  operation  was  efficiently  performed,  there  was  great 
danger  of  gangrene,  sloughing  of  the  tumor,  sepsis,  and  death. 

Dr.  Vineberg  said  he  wished  to  say  a  word  in  defense  of  elec- 
tricity, for  he  thought  the  proposed  operation  would  have  to  compete 
with  electricity  in  the  treatment  of  this  class  of  cases.  The  reader 
had  remarked  that  it  was  suitable  for  interstitial  growths  and  those  of 
small  size,  and  it  was  in  just  this  class  that  electrical  treatment  was 
specially  indicated.  He  had  had  a  considerable  experience  with  its 
use  and  had  never  yet  had  any  bad  results,  although  he  had  had  many 
cases  in  which  the  treatment  was  not  successful.  He  said  this,  too, 
notwithstanding  the  fact  that  he  had  used  it  in  a  number  of  cases  in 
which  the  patient  refused  operation,  and  where  he  thought  it  was  quite 
12 
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possible  its  use  might  be  attended  by  unpleasant  consequences.  He 
had  met  with  cases  in  which  there  had  been  increased  pain  after  the 
application,  but  in  these  it  was  invariably  found  to  be  due  to  some  af- 
fection of  the  appendages.  In  one  case  of  pedunculated  tumor  he 
used  very  large  doses  of  electricity  and  watched  the  patient  very  care- 
fully. The  woman  was  not  benefited  except  slightly  relieved  of  her 
pain,  yet  she  was  not  made  worse.  He  thought  electricity  was  ac- 
cused of  many  bad  things  which  it  was  not  capable  of  doing  if  reason- 
able care  were  taken.  He  recalled  a  case  of  mistaken  diagnosis  of 
ectopic  gestation  in  which  eight  or  nine  applications  of  electricity  were 
given,  using  a  current  strength  of  eighty  to  one  hundred  and  twenty 
milliamperes,  yet  at  no  time  was  there  any  bad  result,  and  subsequently 
an  operation  showed  that  the  ovarian  cyst  still  contained  clear  fluid. 

Dr.  Polk  said  that  he  had  had  no  practical  experience  with  this 
operation,  yet  he  had  been  very  favorably  impressed  with  the  presen- 
tation of  the  matter  in  the  paper,  for  it  seemed  to  be  in  the  direction 
of  that  kind  of  conservatism  which  most  of  us  desired  to  resort  to  if 
the  conditions  favored  such  a  practice.  The  author  very  properly 
confined  its  use  to  the  smaller  growths,  and  therefore  infringed  on 
that  field  which  he  believed  had  been  generally  left  for  electricity. 
Judging  from  his  own  experience  with  electricity  in  these  cases,  he 
would  very  much  prefer  to  try  the  method  suggested  in  the  paper.  In 
the  first  place,  the  efficacy  of  the  latter  would  probably  be  quite  as 
great,  the  amount  of  inconvenience  to  the  patient  infinitely  less,  and 
the  dangers  in  the  two  methods  of  treatment  about  equal,  excluding, 
of  course,  whatever  risk  attended  the  operation  itself.  He  also  thought 
the  suggestion  made  about  the  technique  was  correct — namely,  to  en- 
ter the  peritoneal  cavity  directly  instead  of  endeavoring  to  secure  the 
vessel  by  cutting  down  upon  it.  Undoubtedly  a  skilled  anatomist 
could  do  this  successfully  and  easily,  and  one  having  sufficient  confi- 
dence in  his  ability  might  very  properly  adopt  this  method,  but  ordi- 
narily the  other  plan  would  be  preferable.  Dr.  Edebohls  had  called 
attention  to  the  fact  that  cases  of  disease  of  the  appendages  had  been 
excluded  as  unsuitable  for  this  operation,  yet  it  appeared  to  him  that 
this  was  open  to  question.  There  were  many  cases  of  disease  of  the 
appendages  in  which  the  patient's  health  was  not  at  all  affected  by 
this  disease,  and  the  shrinkage  induced  by  cutting  off  the  uterine 
blood  supply — which  was  much  more  important  than  the  ovarian 
blood  supply — might  produce,  even  in  persons  with  diseased  appen- 
dages, sufficient  relief  to  warrant  its  application.  He  therefore  thought 
the  operation  might  have  a  useful  future,  especially  as  it  did  not  for- 
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bid  further  operative  measures  in  the  event  of  ligation  of  the  uterine 
arteries  not  proving  sufficient. 

Dr.  R.  A.  Murray  said  he  had  seen  three  patients  with  uterine 
fibroids  who  had  steadily  refused  operation.  Two  of  them  had  been 
seen  by  Dr.  Grandin,  who  had  remarked  on  the  distinctness  with 
which  the  uterine  artery  could  be  felt  and  the  ease  with  which  it 
might  be  ligated.  In  a  third  case — an  exceedingly  difficult  one  for 
abdominal  hysterectomy — the  uterine  artery  was  easily  perceived,  so 
that  he  had  been  tempted  time  and  again  to  put  a  ligature  around  it, 
and  he  would  have  done  so  had  it  not  been  that  he  was  afraid  of 
sloughing  of  the  growth.  In  one  of  these  cases  the  tumor  was  so 
firmly  wedged  in  the  pelvis  that  the  operation  for  extirpation  of  the 
uterus  would  have  been  almost  impossible,  and  yet  the  uterine  artery 
could  be  most  easily  felt  and  ligated.  He  had  examined  a  number  of 
recent  cases  particularly  in  regard  to  this  point,  and  in  every  one  of 
them  he  thought  the  artery  could  have  been  easily  cut  down  upon 
and  ligated.  The  more  tissue  included  in  the  broad  ligament,  the 
less  the  liability  of  a  collateral  circulation  which  would  allow  the 
tumor  to  grow  ;  hence  it  might  be  used  in  large  tumors  for  that  pur- 
pose, because  from  their  other  attachments  they  would  probably  have 
sufficient  circulation  to  avoid  sloughing. 

Dr.  Grandin  said  that  from  a  purely  theoretical  standpoint  he 
was  surprised  that  any  result  whatsoever  could  be  secured  from  the 
operation  described  in  the  paper.  He  would  have  supposed  that  the 
collateral  circulation  would  be  established  too  quickly  for  the  cutting 
off  of  the  blood  supply  by  tying  the  uterine  arteries  to  have  any  pos- 
sible effect  in  diminishing  the  size  of  a  uterine  fibroid,  particularly 
when  one  remembered  that  the  uterine  arteries  were  not  the  only  ones 
which  supply  blood  to  the  uterus  and  uterine  annexa.  If  the  opera- 
tion was  to  be  limited  to  the  sphere  noted — i.  e.,  to  small  fibroids — and 
if  uterine  disease  of  the  appendages  was  to  be  excluded,  he  saw  no 
field  for  this  operation,  not  because  of  the  danger  of  sloughing,  which 
he  considered  very  slight,  but  because,  in  his  experience,  the  symptoms 
due  to  small  fibroids,  unless  impacted,  required  no  operation  at  all, 
except  possibly  curetting  where  fungous  endometritis  was  associated 
with  the  fibroid.  A  small  fibroid  which  was  accompanied  by  pain 
was  almost  invariably  associated  with  diseased  appendages,  and  then 
the  proper  operation  was  abdominal  hysterectomy,  and  not  ligation 
of  the  uterine  arteries.  He  would  ask  the  author  to  state,  if  he  could, 
how  long  he  thought  it  took  for  the  collateral  circulation  to  become 
established  after  ligation  of  the  uterine  arteries. 
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Dr.  Krug  said  that  some  years  ago  he  was  called  to  see  a  case  of 
cancer  of  the  uterus  which  was  beyond  the  possibility  of  a  radical 
operation.  The  haemorrhages  were  severe,  and  he  was  at  a  loss  to 
know  just  what  to  do  after  the  usual  methods  had  failed,  and,  without 
having  read  of  the  routine  method  of  ligating  the  uterine  arteries,  it 
occurred  to  him  that  this  was  about  the  only  procedure  left.  The 
uterine  arteries  were  accordingly  ligated,  and  the  woman's  life  was 
prolonged  several  months.  This  was  the  only  time  he  had  done  the 
operation.  He  did  not  think  he  would  attempt  it  in  the  treatment  of 
fibroids.  He  divided  fibroid  cases  into  those  which  needed  no  assist- 
ance and  those  which  needed  operative  interference.  Many  women 
would  go  a  lifetime  without  trouble  from  a  fibroid,  whereas  others 
would  experience  much  discomfort  from  very  small  fibroids.  The 
size  had  absolutely  nothing  to  do  with  the  symptoms.  Ligation  of 
the  uterine  arteries  might  be  adopted  as  a  palliative  procedure  in  the 
treatment  of  fibroids,  but  never  as  a  curative  measure,  and  in  his  ex- 
perience curettage  had  done  all  that  he  would  expect  from  any  palli- 
ative measure.  After  ligation  of  the  uterine  arteries,  it  was  only  one 
step  further  to  take  out  the  uterus,  and  in  the  hands  of  an  experienced 
operator  there  was  no  more  danger  from  performing  vaginal  hysterec- 
tomy in  these  cases  than  from  this  ligation.  If  curettage  proved  in- 
sufficient, he  would  not  hesitate  to  take  out  the  whole  uterus ;  it  re- 
quired only  one  more  ligation  on  either  side. 

Dr.  C.  T.  Adams  said  he  had  tied  the  uterine  artery  on  one  side 
in  an  operation  on  a  double  laceration  of  the  cervix,  where  the  bleed- 
ing could  not  be  controlled  by  other  means ;  in  that  case  the  uterus 
atrophied  very  noticeably  within  six  months,  although  only  the  artery 
on  one  side  was  ligated. 

Dr.  Boldt,  in  closing  the  discussion,  said  that  probably  Dr. 
Edebohls  misunderstood  him  ;  he  had  not  said  that  cases  of  disease 
of  the  annexa  should  be  excluded,  but  that  in  cases  of  suppurative 
disease  of  the  annexa  the  operation  was  contraindicated.  He  thought 
all  would  agree  that  in  cases  of  small  fibromatous  tumors,  associated 
with  pyosalpinx,  one  could  diagnosticate  with  great  probability  the 
existence  of  such  a  condition,  because  of  the  suppurative  annexa 
lying  low  down  in  the  pelvis,  and  the  tumors  at  either  side.  He  be- 
lieved the  operation  was  indicated  in  small  tumors,  and  in  that  class 
there  was  but  little  likelihood  of  the  breaking  down  of  the  tumors, 
and,  besides,  there  was  nothing  to  interfere  with  the  subsequent  per- 
formance of  hysterectomy.  It  had  been  stated  that  the  size  of  the 
tumor  had  nothing  to  do  with  the  symptcms  ;  there  were  some  very 
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small  tumors  which  produced  very  marked  symptoms,  especially  where 
they  sprang  from  the  cervix  or  the  lower  segment  of  the  uterus.  He 
limited  the  ligation  of  the  uterine  arteries  to  tumors  not  much  larger 
than  the  fist,  and  a  uterus  having  such  a  tumor  in  its  walls  was  not  so 
easily  removed  by  vaginal  hysterectomy.  The  operation  had  been 
done  for  larger  tumors  only  by  Dr.  Franklin  H.  Martin,  of  Chicago. 
He  had  considered  the  genesis  spoken  of  by  Gottschalk  as  perfectly 
plausible,  and  the  results  practically  obtained  by  him  and  Kuestner 
had  been  very  good.  The  result  in  his  own  case  had  also  been  satis- 
factory. It  was  simply  an  operation  in  the  direction  of  conservatism 
in  the  treatment  of  small  growths.  It  was  not  difficult  to  cut  down 
on  the  artery ;  still,  he  considered  it  better  to  open  the  ad-de-sac  and 
guide  the  ligation  with  the  finger.  He  had  done  the  operation  in  one 
case  without  even  giving  the  patient  an  anaesthetic.  If  one  could  feel 
the  uterine  artery  distinctly,  there  would  be  no  occasion  to  open  the 
cul-de-sac,  and  the  procedure  would  become  extremely  simple.  For 
large  tumors  he  would  still  continue  to  do  hysterectomy,  but  for  the 
smaller  tumors — for  the  present,  at  least — he  would  apply  the  opera- 
tion of  ligation  of  the  uterine  arteries.  Theoretically,  of  course,  there 
was  reason  to  believe  that  the  re-establishment  of  the  circulation 
would  occur  so  soon  that  the  operation  would  not  be  successful,  but 
in  practice  it  was  found  to  be  otherwise.  He  was  unable  to  say  just 
how  long  it  took  for  the  collateral  circulation  to  become  established. 


Stated  Meeting,  December  19,  1893. 
Charles  Jewett,  M.  D.,  President. 

Dr.  W.  M.  Polk  presented  specimens  of  fibro-myomata,  suppurat- 
ing ovaries,  and  of  simple  salpingitis,  with  removal  of  the  uterus  by 
suprapubic  cceliotomy,  illustrative  of  the  paper  read  by  him  before 
the  society  on  October  3,  1893.* 

Dr.  A.  F.  Currier  said  he  had  done  the  operation  six  or  seven 
times,  within  the  past  year,  and  had  had  a  sufficient  variety  of  cases  to 
satisfy  him  of  the  truth  of  the  proposition  as  originally  advanced  in 
this  society  by  Drs.  Krug  and  Polk,  and  it  seemed  to  him  we  had  at 
last  reached  the  ideal  method  of  removing  tumors  of  this  character. 


*  See  The  New  York  Journal  of  Gyncecology  and  Obstetrics  for  December,  1893. 
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A  number  of  points  had  been  brought  up  by  the  speaker,  which  would 
lead  us  to  be  watchful  and  careful  in  the  selection  of  our  cases.  In 
that  class  of  cases  coming  to  us  already  septic,  where  an  operation  is 
urgently  required,  it  was  eminently  proper  that  we  should  not  do  a 
severe  operation  at  first  whenever  it  could  be  postponed.  One  of  his 
own  cases,  already  published,  which  was  very  similar  to  the  one  re- 
ported by  Dr.  Polk,  in  which  there  was  a  very  large  ovarian  abscess* 
demonstrated  the  fact  that  occasionally  such  an  operation  could  not 
be  deferred.  In  this  case  he  had  given  a  bad  prognosis  on  account 
of  the  thoroughly  septic  condition  of  the  patient,  and  he  had  said  that 
the  only  thing  to  be  done  was  to  remove  the  ovaries  and  subsequently 
do  a  more  radical  operation.  On  opening  the  abdomen,  he  found 
what  appeared  to  be  an  intraligamentous  tumor,  but  on  incision  it 
proved  to  be  an  ovarian  abscess.  This  was  readily  enucleated,  and 
the  ovaries  and  tubes  and  uterus  were  removed.  The  patient  made  a 
good  recovery. 

The  explanation  which  was  given  of  the  number  of  those  cases  of 
ovarian  abscess  involving  the  broad  ligament  seemed  to  be  correct  in 
the  light  of  the  case  just  referred  to,  for  it  was  in  as  intimate  contact 
with  the  broad  ligament  as  it  was  possible  for  it  to  be.  There  were 
cases,  however,  where  by  careful  stripping  it  was  possible  to  separate 
the  abscess  sac  from  the  broad  ligament,  and  not  do  so  much  injury 
as  was  found  necessary  in  Dr.  Polk's  case. 

The  question  of  the  prompt  recovery  of  these  cases  had  attracted 
his  attention  in  three  instances  in  his  own  practice;  for  although  they 
might  be  able  to  get  out  of  bed  as  quickly  as  patients  who  had  been 
subjected  to  other  pelvic  operations,  it  would  be  many  weeks  before 
they  would  recover  their  strength.  This  had  suggested  to  him  that 
possibly  the  amount  of  injury  to  the  system  was  very  much  greater 
than  one  would  be  led  to  believe  from  the  prompt  reaction  immedi- 
ately after  operation.  He  thought  it  might  be  well  to  formulate  some 
rule  in  regard  to  the  times  these  patients  should  be  kept  under  obser- 
vation and  restriction. 

Dr.  George  C.  Freeborn  reported  on  the  specimens  referred  to 
him  at  the  meeting  of  November  21st  as  follows  : 

Ovaries  and  Tubes.  Presented  by  Dr.  P.  F.  Chambers  at  the  meet- 
ing of  November  21,  1893. 

Macroscopic  examination  :  "  A  "  ovary.  Is  of  normal  shape,  but 
enlarged,  measuring  forty  by  twenty-seven  millimetres.  Its  surface  is 
slightly  roughened  and  nodular,  the  sulci  between  the  nodules  not  be- 
ing very  deep.    Longitudinal  section  shows  the  medullary  portion  to 


DR.  CHAMBERS'  SPECIMEN  OF  TUMOR  OF  THE  OVARY. 
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be  moderately  dense ;  the  cortical  zone  contains  a  few  small  cysts. 
The  tube  is  slightly  enlarged  and  twisted. 

"B  "  ovary.  Is  of  an  elongated  ovoid  shape,  measuring  forty-five 
by  twenty-six  millimetres.  Its  surface  is  roughened  and  very  slightly 
nodular.  Growing  from  its  superior  and  external  corner  is  a  cylin- 
drical-shaped tumor,  forty-three  millimetres  long  and  fifteen  milli- 
metres in  diameter.  On  the .  posterior  surface  of  this  tumor  there  is 
an  oval-shaped,  lobulated  mass  measuring  sixteen  by  twenty  millimetres 
and  projecting  three  millimetres  above  the  surface.  This  mass  is 
dense  and  of  a  mottled  red  and  white  color.  Longitudinal  section 
through  the  ovary  and  tumor  shows  the  cortex  of  the  ovary  filled 
with  a  number  of  follicular  cysts,  the  medullary  portion  being  mod- 
erately dense.  The  tumor  arises  from  the  ovary  by  a  base  thir- 
teen millimetres  in  diameter  and  shows  three  distinct  zones  The 
base  is  composed  of  a  dense  white  tissue  ;  the  central  portion  of  a 
softer,  somewhat  reddish  tissue,  while  the  apex  is  made  up  of  a  white 
soft  tissue.    The  tube  is  normal  in  size  and  shape. 

Microscopic  examination  :  Both  ovaries  show  a  moderate  chronic 
ovaritis  with  follicular  cysts.  The  tumor  attached  to  the  u  B  "  ovary 
is  at  its  base  a  pure  fibroma  which  passes  over  in  the  central  portion 
into  fibro-sarcoma,  which  in  turn  gradually  becomes  a  loose  fibroma 
at  the  apex.  The  mass  growing  from  the  posterior  surface  of  the  tu- 
mor is  a  lobulated  fibroma. 

Tumor  of  the  Mamma.  Presented  by  Dr.  Chambers  at  the  meet- 
ing of  November  21,  1893. 

Microscopic  examination  :  Fibro-carcinoma. 

Tumor  of  the  Ovary.  Presented  by  Dr.  McLean  at  the  meeting 
of  November  21,  1893. 

Macroscopic  examination  :  The  tumor  is  of  an  ovoid  shape,  meas- 
uring seventy-seven  centimetres  in  its  long  and  sixty-five  centimetres 
in  its  fhort  circumference.  Its  external  surface  is  smooth  except  at 
the  superior  portion,  where  an  elongated  tube,  very  much  flattened, 
is  attached,  and  many  membranous  adhesions.  Longitudinal  section 
shows  the  tumor  to  be  inclosed  by  a  fibrous  capsule,  averaging  three 
millimetres  in  thickness.  Just  inside  of  the  capsule  there  is  a  zone  of 
whke  colored  soft  tissue,  ranging  from  one  to  one  and  a  half  centi- 
metre in  thickness  and  extending  around  three  quarters  of  the  tumor. 
In  the  lower  quarter  of  the  tumor  this  zone  becomes  continuous  with  an 
oval-shaped  mass,  eleven  by  nine  and  a  half  centimetres,  the  peripheral 
portion  of  which  is  an  old  blood  clot,  the  internal  a  ragged  mass  which 
projects  into  an  irregular  shaped  cavity  in  the  center  of  the  tumor. 
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Microscopic  examination  :  The  tumor  is  a  cysto-sarcoma,  the  cel- 
lular elements  of  which  are  of  the  small  round  and  spindle  variety. 

Dr.  Malcolm  McLean  remarked  that  in  connection  with  this  re- 
port on  his  case  of  cysto-sarcoma  he  would  like  to  report  that  the  pa- 
tient recovered  in  the  usual  time. 

A  Sagittal  Section  through  a  Retro  flexed  Uterus. 

Dr.  Freeborn  presented  such  a  specimen,  which  he  said  had  prob- 
ably been  seen  by  very  few  of  those  present.  The  mucous  membrane 
of  the  entire  cavity,  including  the  cervix,  is  in  a  state  of  endometritis, 
and  small  cysts  are  scattered  through  the  whole  of  the  mucous  mem- 
brane. Both  lips  of  the  cervix  are  very  much  enlarged,  and  the  sur- 
face epithelium  of  the  vaginal  portion  of  the  cervix  has  entirely  gone, 
leaving  a  raw,  suppurating  surface.  Microscopical  examination  shows 
the  cervix  to  be  a  dense  mass  of  fibrillated  connective  tissue.  Some 
pathologists  claim  that  in  retroflexion  the  thinning  always  takes  place 
on  the  posterior  surface,  and  others  again  that  it  takes  place  on  the 
anterior  wall.  The  specimen  shows  distinctly  that  the  thinning  in 
this  instance  has  occurred  almost  entirely  in  the  anterior  wall  of  the 
uterus. 

Dr.  A.  H.  Goelet  remarked  that,  if  he  remembered  correctly,  Dr- 
Grailey  Hewitt  maintained  that  the  thinning  occurred  in  the  anterior 
wall,  as  shown  in  this  specmen. 

Cystic  Ovary  co?itaining  aft  Incipient  Dermoid. 

Dr.  H.  C.  Coe  showed  an  enlarged  ovary  which  he  had  removed 
from  a  patient  who  had  long  been  a  sufferer  from  severe  and  constant 
localized  pain,  which  had  finally  induced  a  mental  condition  border- 
ing on  melancholia.  At  the  operation  the  ovary  was  adherent  at  the 
bottom  of  Douglas's  pouch,  and  the  uterus  fixed  in  a  position  of  retro- 
flexion. Unilateral  salpingo-oophorectomy  and  hyf tjrorrhaphy  were 
done,  the  left  ovary  not  being  disturbed,  as  it  appeared  to  be  perfectly 
healthy.  She  had  a  normal  convalescence,  and  had  been  entirely  re- 
lieved of  the  local  pain,  but  it  was  too  early  to  report  the  effect  of  the 
operation  upon  her  mental  condition. 

The  specimen  was  interesting  in  that  it  showed  general  follicular 
dropsy,  with  the  simultaneous  occurrence  of  a  perfect  dermoid  the 
size  of  a  marble,  containing  epidermis,  hair,  and  sebaceous  matter, 
contiguous  to  an  ordinary  follicular  cyst.  This  sjemed  to  support 
Johnstone's  theory  of  the  development  of  dermoids  from  the  degener- 
ated ovum  itself  rather  than  from  included  fcetal  remains.  Moreover, 
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the  specimen  suggested  the  simplest  manner  of  formation  of  multi- 
locular  dermoid  cystomata,  by  general  cystic  dilatation  of  peripheral 
follicles,  with  subsequent  coalescence  of  contiguous  loculi.  The  un- 
usual amount  of  pain  which  was  noted  was  interesting  in  view  of  that 
well-known  symptom  in  connection  with  dermoids.  The  question  of 
the  advisability  of  excising  the  dermoid  cyst  and  leaving  the  rest  of 
the  ovary  might  naturally  occur  to  an  operator.  It  had  been  accom- 
plished successfully  by  Martin,  but  would  hardly  have  been  advisable 
in  this  case  on  account  of  the  evidence  of  general  disease  of  the 
stroma  and  follicles. 

Dr.  Joseph  Brettauer  read  the  paper  of  the  evening,  entitled 

The  Question  of  Early  Catharsis  after  Coelioiomy.    (See  page  138.) 

Discussion. 

Dr.  Henry  C.  Coe  said  this  was  an  extremely  suggestive  and  use- 
ful paper,  for  it  was  out  of  the  usual  routine,  and  we  all  knew  how 
dangerous  it  was  to  fall  into  a  routine  practice.  It  was  only  lately 
that  we  had  begun  to  emancipate  ourselves  from  the  dogmatic  teach- 
ing of  some  prominent  cceliotomists  with  regard  to  the  entire  with- 
holding of  opium  and  early  catharsis  in  the  presence  of  threatening 
symptoms  occurring  after  abdominal  operations.  For  the  last  two  or 
three  years  the  speaker  had  been  gradually  coming  around  to  the 
position  taken  by  the  author.  The  cases  were  divided  in  the  paper 
into  (1)  those  in  which  there  were  threatening  symptoms  which  were 
not  really  serious  and  which  were  due  to  constipation,  just  as  was 
seen  frequently  in  midwifery  practice — probably  a  mild  form  of  sa- 
praemia  ;  and  (2)  cases  in  which  the  condition  was  simply  an  ordinary 
temporary  paralysis  of  the  bowels.  In  a  case  in  which  the  speaker 
assisted  the  late  Dr.  J.  B.  Hunter,  a  perfectly  simple  laparotomy  was 
followed  by  a  rise  of  temperature  and  distention,  so  the  abdomen  was 
reopened  on  the  fifth  day.  The  patient  made  a  good  recovery,  but 
it  was  then  considered  as  a  rather  remarkable  feat  of  surgery.  As, 
however,  there  was  no  evidence  of  sepsis  found,  the  patient  really  re- 
covered in  spite  of  this  operation.  The  speaker  said  that  he  was  an 
avowed  pessimist  regarding  sepsis,  for  he  believed  that  when  once*  it 
had  become  general  no  human  effort  would  avert  a  fatal  issue.  He 
had  had  patients  die  on  the  seventh  or  eighth  day  who  had  been  hav- 
ing daily  evacuations  of  the  bowels.  Formerly  he  believed  that  by 
early  movement  of  the  bowels  the  formation  of  adhesions  could  be 
limited;  but  he  no  longer  was  of  this  opinion,  for  we  do  not  know 
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why  in  some  cases,  where  we  remove  large  pus  sacs  and  break  up 
adhesions,  there  is  no  evidence  of  intestinal  adhesion,  and,  so  far  as 
we  knew,  they  never  reformed  ;  while  in  other  cases,  where  the  opera- 
tion was  perfectly  aseptic  and  there  was  no  rise  of  temperature,  or 
any  evidence  of  even  a  localized  peritonitis  following  it,  a  secondary 
laparotomy  one  or  two  years  afterward  would  show  them  to  be  pres- 
ent. He  had  done  two  secondary  operations  in  one  case,  and  both 
times  had  found  that  the  parietal  adhesions  had  reformed,  and  the 
patient  eventually  died  from  acute  intestinal  obstruction,  an  operation 
being  refused.  If  he  remembered  correctly,  it  was  formerly  the  prac- 
tice of  Dr.  A.  P.  Dudley,  in  cases  in  which  he  expected  to  meet  with 
numerous  adhesions,  to  see  that  the  bowels  moved  within  twelve 
hours  ;  but  this  practice  was  not  founded  on  any  anatomical  evidence 
that  it  prevented  the  formation  of  fresh  adhesions  ;  it  must  be  re- 
garded as  more  or  less  theory.  We  were  apt  to  go  to  extremes  in 
medicine,  and  the  reaction  was  generally  quite  as  violent  as  the  zeal 
with  which  a  new  idea  is  taken  up  ;  but  this  paper  was  useful  as  pre- 
senting a  different  view  of  this  subject.  The  speaker  had  tried  opium, 
as  suggested  by  the  reader,  in  several  instances,  and  at  present  had  a 
patient  on  the  ninth  day  after  operation  whose  bowels  did  not  move 
until  the  sixth  day.  He  at  first  treated  her  in  the  orthodox  way,  but, 
getting  no  result,  he  gave  one  or  two  hypodermic  injections  of  mor- 
phine and  let  her  alone.  On  the  sixth  day  the  bowels  moved  freely, 
and  she  had  now  made  a  perfect  recovery.  Had  this  happened  a  year 
or  two  ago  he  would  have  been  extremely  alarmed  about  her,  espe- 
cially as  her  temperature  ranged  between  ioo°  and  ioi°.  He  could 
truly  say  that  he  had  put  to  a  practical  test  all  the  questions  brought 
up  in  the  paper,  and  he  was  convinced  that  a  good  deal  of  harm  could 
be  done  by  too  heroic  measures,  and  by  not  properly  distinguishing 
between  our  cases,  one's  attention  being  entirely  directed  to  the  con- 
dition of  the  bowels,  so  that  he  thus  perhaps  overlooked  the  condition 
of  the  kidneys  and  heart. 

The  speaker  said  that  in  a  recent  conversation  with  a  prominent 
general  surgeon,  the  latter  had  expressed  himself  as  strongly  opposed 
to  what  he  called  "  the  gynaecological  practice  "  of  moving  the  bowels 
early  after  abdominal  section.  He  was  accustomed  to  allow  his  pa- 
tients to  go  seven  or  eight  days,  and  to  finally  move  the  bowels  by 
enemata.  He  objected  to  the  routine  practice  of  giving  salines,  and 
said  that  he  had  seen  cases  of  peritonitis  produced  by  their  too  heroic 
use. 

Dr.  E.  H.  Grandin  said  that  the  paper  certainly  showed  how  the 
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wheel  revolves.  It  was  not  a  great  many  years  since  it  was  the  custom 
not  to  move  the  bowels  ;  then  suddenly  Mr.  Tait's  doctrine  got  hold 
of  us,  and  it  became  the  custom  to  keep  the  bowels  moving  pretty 
freely ;  and,  as  exemplified  by  the  array  of  specimens  here  to-night, 
we  could  get  good  results  from  early  catharsis.  Until  he  had  heard 
this  paper,  his  own  feeling  had  been  that  that  patient  was  decidedly 
better  off  in  whom  early  peristalsis  had  been  established  and  the 
bowels  evacuated.  He  had  held  this  view  because  he  looked  upon 
drainage  of  the  peritoneal  cavity  through  the  intestinal  canal  as  a  very 
desirable  thing  to  secure  as  soon  as  possible  after  abdominal  section  ; 
indeed,  of  late  he  had  become  so  convinced  of  the  correctness  of  this 
view  that  it  had  been  his  habit  to  administer  a  laxative  to  the  patient 
a  few  hours  before  she  was  placed  on  the  table  for  operation.  He 
preferred  calomel,  in  small  doses  frequently  repeated,  to  the  salines, 
and  in  cases  where  the  condition  of  the  stomach  contraindicated  the 
administration  of  laxatives  by  the  mouth,  he  had  resorted  with  good 
result  to  the  hypodermic  administration  of  salines,  as  had  been  recently 
advocated  by  Rohe — injecting  one-grain  triturates  of  sulphate  of  mag- 
nesium under  the  skin  at  frequent  intervals.  He  was  therefore  not 
disposed  to  go  so  far  as  to  say  that  he  thought  this  paper  would  revo- 
lutionize our  practice  of  the  last  few  years,  but  it  certainly  would  set 
our  thoughts  moving  in  more  moderate  channels,  and  would  surely  do 
good  by  exerting  an  influence  against  the  routine  practice  of  giving 
salines. 

He  would  take  exception  to  one  point  in  the  paper,  and  that  was 
as  to  the  non-desirability  of  moving  the  bowels  in  instances  where 
septic  matter  had  necessarily  been  left  in  the  peritoneal  cavity.  He 
thought  these  were  the  very  cases  where  we  should  try  to  drain,  not 
only  through  the  vagina  or  by  the  Mikulicz  method,  but  also  through 
the  intestinal  canal,  and  that,  too,  at  an  early  stage.  He  was  not  pre- 
pared as  yet  to  state  just  why  it  should  be  done,  but  clinical  experi- 
ence had  taught  him  that  some  of  his  cases  had  got  well  as  a  result  of 
early  catharsis.  The  woman  who  had  been  subjected  to  abdominal 
section  was  very  much  like  the  puerperal  woman,  who  it  was  well 
known  was  in  better  condition  when  the  bowels  were  moved  twenty- 
four  hours  after  delivery,  instead  of  waiting  until  the  third  day.  The 
reason  for  this  was  evident  when  one  remembered  that  the  system 
was  full  of  products  of  retrograde  metamorphosis,  and  that  one  of  the 
best  ways  of  getting  rid  of  such  substances  was  through  the  great 
sewer  of  the  body — the  intestinal  canal.  In  making  these  remarks  he 
did  not  intend  in  any  way  to  criticise  the  paper,  for  he  looked  upon 
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it  as  an  exceptionally  valuable  one,  and  one  which  would  set  us 
thinking. 

Dr.  Clement  Cleveland  said  he  was  entirely  in  sympathy  with 
the  views  expressed  in  this  most  able  paper,  and  he  thought  it  found 
most  of  the  members  in  a  condition  to  accept  these  views,  for  we  had 
been  modifying  our  notions  regarding  catharsis  during  the  past  few 
years.  In  his  own  practice  he  had  been  in  the  habit  for  the  past  year 
of  not  employing  cathartics  for  several  days  after  operation.  He  had 
always  felt  in  regard  to  the  first  case  related  in  the  paper  that  there 
had  been  excessive  use  of  cathartics,  and  that  probably  the  patient's 
life  might  have  been  saved  if  they  had  not  been  so  freely  used.  In 
the  second  case  the  same  symptoms  were  present  at  the  beginning, 
but  morphine  was  administered,  as  related  by  the  author  of  the  paper, 
and  with  a  very  happy  result.  The  writer  had  certainly  presented 
the  subject  in  a  clear  and  convincing  way. 

Dr.  G.  M.  Edebohls  said  that  all  surgeons  who  were  constantly 
working  were  apt  to  have  their  views  modified  from  time  to  time. 
His  own  experience  had  led  him  gradually  to  adopt  the  same  views 
as  those  held  by.  the  author,  and  by  Dr.  Coe  and  Dr.  Cleveland.  He 
wished  to  call  attention  to  one  point  in  the  paper  in  connection  with 
symptoms  of  intestinal  paralysis,  or  of  peristalsis  in  the  wrong  direc- 
tion, continued  for  some  time  after  a  cceliotomy.  The  author  referred 
to  those  cases  where  there  was  persistent  vomiting  and  where  it  was 
impossible  to  secure  a  movement  of  the  bowels  by  cathartics.  Like 
the  reader  of  the  paper,  he  too  had  found  that  on  occasion  a  dose  of 
opium,  by  quieting  the  entire  nervous  system,  calmed  the  storm  of  the 
nerve  centers,  caused  the  passage  of  flatus,  and  afterward  of  faecal 
matter. 

In  this  connection  he  wished  to  call  renewed  attention  to  one 
method  at  our  disposal  in  cases  of  intestinal  obstruction  following 
cceliotomy  which  he  thought  of  more  value  than  any  yet  broached — 
viz.,  lavage  of  the  stomach.  Some  time  ago  he  had  presented  to  this 
society  a  very  instructive  case  of  this  kind  in  which  he  had  removed 
the  uterus  by  total  extirpation  for  fibroma,  and  in  which  after  opera- 
tion, with  a  pulse  of  between  no  and  120,  and  not  septic  in  char- 
acter, the  patient  continued  vomiting  incessantly  from  Friday  to 
Monday.  The  bowels  were  tympanitic,  and  no  movement  could  be 
secured  byenemata.  Recollecting  the  remarkable  results  obtained  by 
Klotz,  who  had  had  a  phenomenal  experience  in  the  treatment  of  in- 
testinal obstruction  following  cceliotomy  by  washing  out  the  stomach, 
this  plan  of  treatment  was  at  once  adopted  in  his  case,  and  from  the 


The  New  York  Obstetrical  Society. 


189 


moment  of  washing  all  symptoms  ceased;  flatus  was  passed  a  short 
time  afterward,  and  a  movement  of  the  bowels  was  secured  the  next 
day.  The  importance  of  this  treatment  did  not  seem  to  be  generally 
appreciated. 

Dr.  J.  Riddle  Goffe  said  he  did  not  think  we  were  in  danger  of 
going  back  to  the  old  method  of  employing  morphine  and  tying  up 
the  bowels.  Personally,  he  was  a  firm  believer  in  the  open-bowel 
treatment,  and  was  of  the  opinion  that  it  would  still  continue  to  be 
the  standard  method  of  treatment  after  abdominal  operations.  It 
was,  of  course,  possible  that  it  might  be  carried  to  an  extreme,  and  it 
was  carried  to  an  extreme  when  adopted  as  simply  routine  practice. 
The  writer  of  the  paper  had  expressed  great  doubt  as  to  the  possi- 
bility of  the  intestinal  tract  acting  as  a  drain  for  the  peritoneal  cavity, 
but  to  his  mind  this  was  quite  within  the  province  of  its  functions. 

Dr.  A.  F.  Currier  thought  it  was  interesting  to  observe  the 
variety  of  opinions  expressed  so  far  in  the  discussion.  For  his  own 
part,  he  had  been  led  by  experience  of  the  past  few  years  to  his 
present  position,  which  was  that  in  case  there  was  evidence  of  peri- 
toneal implication,  it  was  a  positive  indication  for  moving  the  bowels. 
The  question  of  early  routine  catharsis  was  another  matter  ;  none  of 
these  cases  should  be  treated  in  a  routine  manner;  but  given  the  usual 
condition  indicative  of  incipient  peritonitis,  he  had  found  no  treat- 
ment so  satisfactory  as  the  use  of  salines,  calomel,  or  similar  agents. 
If  one  delayed  until  peritonitis  was  well  advanced,  he  would  have 
allowed  the  golden  moment  to  slip  by,  and  the  time  for  successful 
catharsis  had  probably  passed.  He  could  not  understand  on  what 
ground  it  had  been  claimed  that  the  bowels  should  be  confined  for 
six  or  seven  days.  We  would  not  do  so  under  ordinary  conditions, 
and  while  the  condition  in  question  was  not  entirely  analogous,  there 
were  metabolic  processes  going  on  and  products  accumulating  which 
should  be  removed,  and  hence  the  method  by  catharsis  must  be  re- 
garded as  resting  on  a  rational  foundation.  Much  had  been  said  in 
the  last  few  years  about  the  action  of  Bacterium  coli  commune.  This 
bacterium  is  always  present,  and  after  an  operation  of  this  character, 
with  the  predisposition  to  intoxication  from  decomposing  products, 
an  opportunity  was  afforded  by  the  presence  of  these  bacteria  for  the 
development  of  bacterial  intoxication.  If  the  intestinal  canal  were 
kept  freely  flushed  with  serous  fluids,  it  would  seem  reasonable  to 
suppose  that  the  chances  were  in  favor  of  disposing  of  more  or  less 
of  this  very  virulent  material. 

The  speaker  said  he  was  fully  in  accord  with  the  statement  that 
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had  been  made  in  regard  to  the  lack  of  success  in  treating  those  cases 
which  were  either  thoroughly  exhausted  by  catharsis  previous  to 
operation,  or  in  which  general  sepsis  existed  prior  to  the  operation. 
In  the  majority  of  instances  those  cases  would  prove  fatal  whether 
treated  by  catharsis  or  any  other  method.  He  certainly  objected  to 
the  use  of  opium,  and  had  abandoned  it  in  his  own  practice  as  far  as 
possible.  The  treatment  by  catharsis  had  largely  taken  the  place  of 
the  opium  treatment. 

Dr.  W.  M.  Polk  said  that  such  a  subject  would  naturally  be  con- 
sidered either  from  a  clinical  or  a  theoretical  standpoint.  Those 
who  had  done  much  of  this  work  knew  that  in  former  times  much 
trouble  was  experienced  from  the  administration  of  opium  and  the 
absence  of  catharsis.  It  was  quite  true  that  some  of  the  trouble  was 
due  to  defective  methods  of  operating,  but,  as  a  matter  of  fact,  the 
routine  treatment  in  vogue  prior  to  1888  or  1889  was  the  use  of  opium 
for  the  purpose  of  locking  up  the  intestinal  canal,  according  to  the 
old  treatment  attributed  in  this  country  chiefly  to  Dr.  Alonzo  Clark, 
and  considered  very  generally  to  be  the  best  method  of  treating  peri- 
tonitis— a  condition  assumed  to  be  present  in  all  these  cases.  Grant- 
ing that  a  fair  proportion  of  them  were  operated  upon  with  proper 
regard  to  cleanliness,  on  comparing  this  class  of  cases  with  the  similar 
class  of  cases  coming  before  us  to-day,  and  treated,  not  by  the  routine 
method  of  catharsis,  but  by  the  rational  method  of  catharsis,  we  must 
confess  that  there  seems  to  be  good  reason  for  the  employment  of  the 
latter.  The  question  of  routine  versus  rational  catharsis  seemed  to  be 
the  real  one  in  the  paper,  and  he  thought  the  reader  of  the  paper  had 
struck  the  keynote  of  the  situation  when  he  impressed  upon  us  that 
the  treatment  should  be  rational  and  not  routine.  The  speaker  be- 
lieved that  in  our  efforts  to  find  some  cause  for  the  ill  behavior  of  our 
cases,  other  than  ourselves,  we  were  too  prone  to  place  the  blame  on 
the  accessories  of  the  operation — e.g.,  the  preparation  of  the  patient 
for  the  operation,  etc. — and  we  did  not  charge  ourselves  enough  with 
our  shortcomings  during  the  operation  itself.  As  we  had  improved 
our  methods,  we  had  found  that  such  cases  could  be  treated  in  very 
much  the  same  way  as  other  surgical  patients,  and  that  much  of  the 
previous  and  subsequent  treatment  was  entirely  out  of  place.  Just  so 
sure  as  we  laid  it  down  that  opium  should  be  given  as  a  rule,  we  made 
a  mistake;  and  just  so  sure  as  we  laid  it  down  as  a  rule  that  the 
bowels  should  not  be  moved,  we  made  a  mistake.  Undoubtedly  many 
people  could  go  several  days  with  little  or  no  discomfort  without  a 
movement  of  the  bowels,  whereas  in  another,  locking  up  the  bowels 
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for  even  twenty-four  hours  would  make  that  person  miserable  ;  but  in 
the  majority  of  persons  the  bowels  probably  could  not  be  kept  con- 
fined for  more  than  forty-eight  hours  without  some  resulting  discom- 
fort. Dr.  Grandin  had  called  attention  to  the  fact  that  mercurial 
catharsis  was  often  better  than  saline  catharsis,  and  this  view  he 
heartily  indorsed.  The  high  enema  thirty-six  hours  after  operation 
was  generally  sufficient. 

Some  of  the  facts  brought  up  in  the  paper  were  identical  with 
those  which  had  long  been  recognized  as  being  especially  applicable 
to  cases  of  intestinal  obstruction.  Before  the  days  of  laparotomy  it 
was  well  known  that  sometimes  in  intestinal  obstruction,  with  vomit- 
ing and  distention,  there  would  be  now  and  then  one  which  would 
do  better  under  opium  than  under  the  continued  administration  of 
cathartics.  Given  a  case  of  laparotomy  which  on  the  second  or  third 
day  had  a  rising  pulse,  temperature,  and  respiration,  with  beginning 
tympanites,  the  question  presented  was,  Catharsis  or  opium  ?  Now, 
which  are  the  cases  in  which  the  opium  acts  so  beneficially  ?  Can 
they  be  designated  at  that  date  ?  Are  we  to  purge  the  patient  or  give 
opium  ?  He  would  prefer  to  give  the  patient  a  hot  stimulating  enema 
with  a  view  to  inducing  peristaltic  action,  rather  than  to  give  opium 
while  this  question  was  pending.  There  were  undoubtedly  cases  where 
the  inhibitory  action  of  opium  seemed  necessary,  and  many  nervous 
persons  did  better  under  opium  than  without  it,  even  though  the 
bowels  could  riot  be  moved  at  once. 

Regarding  the  use  of  cathartics  in  limiting  or  preventing  adhesions, 
he  would  say  that  he  thought  those  who  advocated  the  treatment 
upon  that  theory  did  so  not  so  much  from  the  supposed  influence  of 
peristalsis  on  the  late  adhesions  as  on  those  which  would  interfere  with 
the  action  of  the  bowel  at  the  time.  Catharsis  would  correct  the  latter 
condition.  In  conjunction  with  the  attempt  to  produce  peristalsis, 
it  was  not  out  of  place  to  use  external  massage  of  the  abdominal  wall. 
Adhesions  were  dependent  upon  the  kind  of  inflammation  which  oc- 
curred, the  peritonaeum  in  this  particular  differing  in  no  way  from  the 
other  serous  membranes  in  the  body.  Thus  a  certain  intensity  of 
inflammation  produced  a  simple  serous  exudate,  another  produced  a 
purulent  exudation,  while  still  another  might  produce  an  exudate  of 
lymph..  It  was  in  the  last  kind  of  inflammation  that  intestinal  adhe- 
sions were  so  prone  to  occur.  In  the  other  varieties  there  was  no 
such  interference,  and  in  these  cases  the  bowels  might  from  the  be- 
ginning to  the  end  act  regularly,  and  the  patient  die  nevertheless. 
Dr.  Edebohls  had  drawn  attention  to  the  use  of  lavage.    The  very 
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condition  for  which  it  was  used  was  obstruction,  and  that  obstruction, 
in  his  opinion,  would  be  in  all  likelihood  better  prevented  by  catharsis 
and  massage  than  by  inaction,  rendering  lavage  superfluous.  In  con- 
clusion, he  would  say,  Above  all,  do  not  insist  upon  routine  pouring 
of  salines  down  the  throats  of  these  patients. 

Dr.  Brettauer,  in  closing  the  discussion,  said  that  among  those 
who  participated  in  the  discussion,  he  thought  all  except  Dr.  Goffe 
agreed  with  him  regarding  the  unqualified  use  of  early  purgation.  He 
had  never  made  it  a  rule  to  give  opium  in  every  case  of  vomiting  and 
tympanites,  and  he  had  never  said  that  in  cases  presenting  such  symp- 
toms on  the  second  day  the  bowels  should  not  be  moved  ;  he  had 
only  stated  that  it  was  not  the  early  catharsis  to  which  the  good  re- 
sults should  be  attributed.  He  had  not  had  an  opportunity  of  watch- 
ing those  cases  in  which  the  old  routine  treatment  of  artificial  con- 
stipation had  been  followed,  but  he  had  observed  a  great  many  cases 
in  which  the  bowels  were  moved  on  from  the  third  to  the  sixth  day, 
and  where  no  opium  was  given.  He  could  not  see  any  difference  in 
the  condition  of  those  patients  whose  bowels  were  moved  early  after 
simple  operations  and  those  where  they  were  not  moved  early  ;  most 
of  the  surgeons  abroad  had  obtained  results  equal  to  any  that  had 
been  recorded  in  this  country,  and,  so  far  as  he  knew,  only  one  of 
them  followed  Lawson  Tait's  advice.  He  had  tried  lavage  of  the 
stomach,  but  had  not  had  very  good  success  with  it.  In  one  recent 
case  in  which  he  employed  it  the  patient  recovered,  but  he  thought 
this  was  not  due  to  the  lavage,  as  the  vomiting  persisted,  and  the 
bowels  did  not  move  until  about  seven  days  after  operation,  and  then 
only  after  an  olive-oil  enema.  If  he  remembered  correctly,  Klotz  rec- 
ommended lavage  only  for  obstruction,  to  be  employed  about  the 
fourth  day — neither  before  nor  after  this  time.  He  had  followed 
this  advice,  and  he  had  even  gone  so  far  as  to  put  a  full  dose  of  cas- 
tor oil  into  the  stomach  at  the  same  time,  but  the  oil  was  at  once 
rejected. 
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Edited  by  Trumbull  W.  Cleaveland,  M.  D. 

Abstract  of  a  paper  entitled 

IRRIGATION  OF  THE  NON-PUERPERAL  UTERUS. 

By  Frank  W.  T alley,  M.  D. 

The  author  asks  of  the  society  the  consideration  of  the  irrigation 
of  the  non-puerperal  uterus  as  a  means  of  treating  inflammatory  con- 
ditions of  the  organ,  and  as  an  adjuvant  to  the  treatment  of  endome- 
tritis. He  recommends  for  the  purpose  a  small  cannula,  slightly  bent 
at  its  uterine  end  to  facilitate  introduction,  perforated  at  the  end  and 
sides,  allowing  the  escape  of  the  irrigating  fluid  in  every  direction, 
and  provided  with  two  pieces  of  wire  soldered  to  its  sides,  so  that  a 
space  may  be  preserved  between  the  cannula  and  the  uterine  wall, 
permitting  the  return  flow  of  the  fluid  and  providing  for  the  washing 
of  the  mucous  membrane  of  the  uterine  body  and  cervix  throughout 
its  course.  Trie  instrument  has  been  made  of  such  a  size  that  it  will 
just  pass  through  a  No.  15  French  catheter  scale. 

For  office  cases  he  also  recommends  a  bivalve  speculum,  having 
its  lower  valve  guttered  and  provided  with  a  funnel  at  its  distal  end, 
to  which  a  rubber  tube  may  be  attached  for  drainage. 

In  irrigation  the  patient  is  placed  in  the  dorsal  position.  A  foun- 
tain syringe,  holding  from  two  to  four  quarts  of  water  at  a  tempera- 
ture of  no°  F.,  containing  one  drachm  of  bicarbonate  of  soda  and 
thirty  grains  of  carbolic  acid  to  the  quart,  is  hung  about  seven  feet 
above  the  floor.  The  cervix  should  be  previously  cleansed  with  a 
solution  of  carbolic  acid,  1  to  40.  Allow  the  stream  to  pass  through 
the  cannula  until  the  cold  water  and  2\r  in  the  tube  have  been  ex- 
pelled ;  then  gently  introduce  the  cannula  into  the  uterine  cavity.  • 

After  irrigation  is  completed  allow  the  cannula  to  remain  in  place 
a  few  seconds  to  permit  the  fluid  in  the  uterus  to  drain  away,  thus 
preventing  uterine  colic. 

He  insists  on  the  prolonged  application  of  heat  in  order  to  secure 
the  vaso-motor  contraction  and  blanching  of  tissues  ;  this  is  usually 
13 
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obtained  by  the  use  of  two  quarts  of  water  at  no°  F.  in  six  min- 
utes. The  prolonged  irrigation  also  secures  a  thorough  cleansing  of 
the  mucous  surface  for  the  application  of  alterative  remedies.  The 
conditions  to  which  this  method  of  treatment  is  applicable  are  endo- 
metritis, metritis,  and  subinvolution. 

Out  of  one  hundred  cases  thus  treated,  mild  uterine  colic  has  fol- 
lowed in  only  two  instances,  in  one  of  which  a  strong  solution  of 
nitrate  of  silver  had  been  subsequently  used.  Another  case  com- 
plained of  slight  nausea,  due  probably  to  the  carbolic  acid,  as  it  did 
not  occur  afterward  when  that  was  omitted  from  the  solution.  Pa- 
tients experience  great  relief  from  symptoms  due  to  uterine  conges- 
tion. Intra-uterine  medication  is  greatly  facilitated  by  previous  irri- 
gation, owing  to  the  complete  cleansing  of  the  mucous  surface. 

In  conclusion,  the  author  emphasizes  the  necessity  of  allowing  the 
uterus  to  empty  itself  before  withdrawing  the  cannula  as  a  preventive 
of  uterine  colic. 

Discussion. 

Dr.  J.  M.  Baldy  :  I  have  been  familiar  with  Dr.  Talley's  work  in 
this  direction,  and  look  upon  this  method  as  possibly  a  valuable  ad- 
junct to  the  treatment  of  inflammatory  uteri.  The  irrigation  of  the 
uterus,  with  the  object  of  getting  rid  of  acrid,  acid  discharges  prior  to 
making  an  application,  or  even  without  any  idea  of  making  an  appli- 
cation, is  certainly  valuable.  The  same  principle  is  carried  out  in 
other  mucous  cavities  and  is  perfectly  rational. 

There  are  several  points  that  nevertheless  must  be  borne  in  mind, 
notably  the  necessity  of  establishing  free  drainage  during  the  injec- 
tion. The  catheter  shown  provides  for  this  source  of  danger.  That 
point  being  borne  in  mind,  there  is  no  danger.  If  in  one  case  he  has 
had  absorption  of  carbolic  acid  and  gastric  symptoms  from  that 
source,  it  is  a  warning  to  be  cautious  in  regard  to  the  amount  of 
drugs  used  in  the  water.  One  of  the  main  points  of  the  method  is 
the  cleansing  of  the  mucous  membrane,  and  another  is  the  stimulat- 
ing effect  of  the  hot  water  itself.  We  all  use  hot  water  by  vaginal 
injection  for  the  same  purpose  as  Dr.  Talley  uses  it  by  intra-uterine 
injection — that  is,  to  bring  on  the  secondary  effect  of  vaso-motor  con- 
striction. 

I  think  that  possibly  intra-uterine  treatment  carried  out  by  this 
method  will,  to  a  certain  extent,  do  away  with  intra-uterine  applica- 
tion of  strong  drugs.  I  have  often  had  the  impression  that  the  good 
derived  from  intra-uterine  applications  was  not  so  much  due  to  the 
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direct  action  of  the  drug  as  from  the  cleansing  of  the  parts  of  the 
acrid,  acid  discharges  which  are  causing  trouble.  As  far  as  I  have 
been  able  to  note,  that  is  about  the  result  that  is  obtained.  The  re- 
sults that  we  obtained  from  intra-uterine  applications  we  now  obtain 
practically  by  the  simple  injection  of  fluid.  I  believe  that  Dr.  Talley 
has  come  down  to  the  simple  injection  without  any  application  fol- 
lowing. In  some  cases  where  nitrate  of  silver  was  used  there  was 
colic  ;  but  the  same  women  were  subsequently  treated  with  simple 
injections  of  alkaline  water,  slightly  disinfectant,  and  there  was  no 
trouble.  I  can  conceive  that  colic  can  be  set  up  by  the  injection  of 
fluid,  especially  if  part  is  allowed  to  remain.  We  must  bear  in  mind 
the  necessity  of  free  drainage,  and  be  sure  that  no  fluid  is  left  behind. 
I  believe  that  this  treatment  will  prove  a  valuable  and  safe  adjunct  to 
our  armamentarium,  so  far  as  local  treatment  is  concerned. 

Dr.  G.  Betton  Massey  :  This  may  be  an  excellent  mode  of  treat- 
ment for  the  somewhat  insensitive  cases  that  come  to  the  clinics,  and 
are  ready  for  anything  and  complain  but  little  ;  but  I  doubt  whether 
the  method  is  not  too  harsh  for  application  to  the  ordinary  cases  found 
in  private  practice.  It  demands  for  its  easy  and  painless  application 
a  decidedly  patulous  orifice  of  the  uterus.  I  should  think  that  the 
method  was  inappropriate  in  many  cases,  on  account  of  the  necessary 
stretching  that  would  have  to  be  performed.  This  would  be  painful, 
and,  if  performed  as  frequently  as  would  be  required,  would  surely 
give  rise  to  extreme  discomfort.  I  doubt  whether  this  method  will  be 
vigorously  experimented  with  by  many,  as  it  does  not  attain  to  the 
gravity  of  an  operation,  but  is  mere  office  treatment.  Possibly  good 
results  might  be  attained  in  post-puerperal  cases,  but  it  is  to  the  other 
class  of  cases  that  I  refer. 

In  considering  the  propriety  of  this  method  one  should  be  a  little 
careful  in  the  assumption  that  other  mucous  cavities  of  the  body  arc 
at  the  present  time  successfully  treated  by  the  application  of  the 
douche.  Certainly,  most  of  us  should  know  that  in  the  naso-pharynx 
the  douche  has  been  abandoned  on  account  of  the  dangerous  results 
which  might  follow  from  inflammation  of  the  middle  ear.  I  can 
affirm  that  the  cleansing  qualities  of  these  injections  are  not  valuable 
ones.  They  are  always  irritating,  and  I  want  to  protest  against  this 
method -going  out  with  the  sanction  of  this  society  as  a  proper  method 
of  treatment  of  endometritis  ;  it  is  behind  the  times,  and  it  is  dangerous. 

Dr.  William  Easterly  Ashton  :  I  have  listened  with  a  great 
deal  of  interest  to  Dr.  Talley 's  paper,  but  I  can  not  agree  with  him  in 
regard  to  the  benefit  to  be  derived  from  local  treatment  with  hot  water 


196 


Transactiofis  of  Societies. 


in  intra-uterine  diseases.  Those  who  have  had  a  large  experience  with 
intra-uterine  treatment  have  been  much  disappointed  with  the  results. 
Dr.  Baldy  places  this  method  on  a  par  with  such  treatment  as  the  ap- 
plication of  iodine,  carbolic  acid,  etc.  These  methods  have  failed. 
They  have  not  given  us  the  results  that  we  looked  for.  The  dis- 
charges continue.  If  we  look  upon  endometritis  as  due  to  micro- 
organisms, you  can  readily  understand  how  it  is  that  none  of  these 
forms  of  local  treatment  will  cure  the  disease.  If  the  inflammation 
has  become  chronic,  the  micro-organisms  are  situated  in  the  deeper 
layers  of  the  mucous  membrane,  and  it  is  impossible  by  any  method 
of  local  treatment  to  destroy  them.  I  therefore  oppose  this  method, 
for  I  believe  that  these  cases  of  chronic  endometritis  should  be  treated 
with  the  idea  that  the  deeper  structures  are  involved. 

The  only  way  to  get  rid  of  the  disease  and  remove  the  cause  is  by 
thorough  dilatation  and  subsequent  curettement.  Hot  water  will  re- 
duce the  size  temporarily,  but  it  does  not  get  rid  of  the  cause  of  the 
inflammation  Nothing  short  of  the  removal  of  the  deeper  structures, 
of  the  lining  membrane  will  accomplish  this.  The  treatment  with 
hot-water  irrigation  is  not  without  danger  unless  carried  out  with 
aseptic  precautions,  which  it  is  impossible  to  do  in  the  office.  There 
are  a  number  of  contraindications  which  should  be  carefully  consid- 
ered— namely,  various  forms  of  chronic  pelvic  disease.  Under  these 
circumstances,  no  matter  how  gentle  the  manipulation  may  be,  there 
is  a  liability  to  excite  an  acute  inflammation  where  before  only  a 
chronic  one  had  existed. 

Dr.  Charles  P.  Noble  :  I  am  opposed  to  tinkering  with  the  in- 
side of  the  uterus  in  the  office.  It  has  not  been  very  long  since  I 
came  into  practice,  and  at  that  time  the  making  of  applications  to  the 
interior  of  the  uterus  was  the  routine  treatment.  I  have  seen  a  few 
cases  in  which  peritonitis  was  set  up  by  intra-uterine  applications  of 
iodine.  At  that  time  every  case  was  dilated,  swabbed  out  with 
cotton,  and  a  topical  application  of  some  kind  made.  I  agree  with 
what  has  been  said  by  Dr.  Ashton.  I  think  that  the  proper  way  to 
treat  these  cases  is  to  anaesthetize  the  patient,  thoroughly  disinfect 
the  vagina,  and  curette  the  cavity  of  the  uterus.  This  will  cure 
the  trouble.  Many  cases  will  get  well  also  by  treatment  addressed 
to  the  general  health,  together  with  topic  al  applications  in  the 
vagina. 

Dr.  William  H.  Parish  :  I  altogether  fail  to  see  the  force  of  the 
arguments  presented  by  the  gentlemen  opposed  to  this  method.  If 
we  consider  the  subject  with  reference  to  the  character  of  the  uterine 


The  Philadelphia  Obstetrical  Society. 


197 


mucous  membrane  and  with  reference  to  the  results  of  treatment  of 
other  mucous  membranes,  we  must  conclude  that  the  dissimilarity 
between  the  mucous  membrane  of  the  interior  of  the  uterus  and  other 
mucous  membranes  is  not  so  great  as  to  render  it  not  amenable  to 
treatment  successful  in  other  localities,  provided  the  technique  is  a 
proper  one  and  the  treatment  is  the  one  indicated — that  is,  as  regards 
strength  and  the  character  of  the  application.  I  long  ago  quit  the 
application  of  strong  solutions  of  iodine,  of  nitric  acid  and  nitrate  of 
silver,  etc.  In  the  past  I  have  injected  the  uterus  with  syringes  that 
were  not  well  adapted  to  the  purpose.  Uterine  colic  may  be  pro- 
duced in  at  least  two  ways.  One  is  by  the  injection  of  a  fluid  that 
does  not  escape  as  rapidly  as  it  flows  in.  A  second  is  by  the  appli- 
cation of  a  remedy  which  is  too  active  ;  for  instance,  Dr.  Talley  found 
colic  resulted  from  a  solution  of  nitrate  of  silver,  thirty  grains  to  the 
ounce. 

Uterine  colic  is  not  the  most  important  difficulty  that  we  have  to 
contend  with  as  a  result  of  injudicious  treatment  of  the  interior  of  the 
uterus  ;  the  liability  to  cause  more  active  inflammation  of  the  tubes 
must  not  be  forgotten.  The  activity  of  any  inflammation  in  the  tubes 
may  be  increased  by  the  use  of  remedies  of  too  active  a  character.  I 
am  confident  that  in  one  case  I  contributed  to  the  formation  of  a  large 
amount  of  pus  in  the  tubes  by  an  application  of  nitric  acid  to  the  in- 
terior of  the  uterus,  there  being  at  that  time  inflammation  of  the  inte- 
rior of  the  tubes.  Dr.  Talley  has  presented  the  treatment  of  the  in- 
terior of  the  uterus  in  a  different  light.  There  is  no  other  method  of 
douching  the  uterus  which  accomplishes  the  result  so  satisfactorily  as 
his.  The  danger  connected  with  the  introduction  of  fluids  into  the 
Eustachian  tube  does  not  pertain  here.  In  properly-selected  cases 
and  with  proper  appliances  I  do  not  see  why  we  should  not  get  good 
results,  provided  the  remedy  is  not  too  irritating  or  too  active. 

Dr.  Talley,  in  speaking  with  me,  has  said  that  he  has  found  that 
his  method  is  of  greatest  service  where  there  is  a  relaxed  condition  of 
the  uterus  with  a  dilated  condition  of  the  cervical  canal.  He  has  not 
advocated  the  use  of  his  method  in  tightly  constricted  cervices.  In 
the  larger  number  of  cases  of  endometritis  the  cervical  canal  is  re- 
laxed, and  thus  the  treatment  becomes  applicable.  I  think  that  this 
promises  a  good  deal  more  than  the  old  method,  which  has  been 
rightly  condemned.  I  do  not  think  that  it  is  good  treatment  to  carry 
with  the  ordinary  applicator  strong  solutions,  or  with  the  ordinary 
syringe  to  deposit  a  few  drops  of  tincture  of  iodine  or  other  irritant 
in  the  interior  of  the  uterus.    I  think  that  by  the  method  of  Dr. 
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Talley  the  results  will  be  satisfactory,  and  I  hope  that  he  will  continue 
his  experiments. 

Dr.  Barton  C.  Hirst  :  I  have  used  Dr.  Talley's  speculum  in  my 
office  with  great  satisfaction  in  suitable  cases.  Every  one  who  tries 
it  will  like  it.  I  have  modified  the  apparatus  by  using  Skene's  reflex 
catheter  for  the  urethra.  This  is  one  of  the  best  instruments,  I  think, 
for  washing  out  the  non-puerperal  uterus  with  a  not  widely  dilated 
cervical  canal. 

Dr.  J.  M.  Baldy  :  There  were  several  points  raised  in  the  discus- 
sion to  which  I  should  like  to  draw  attention.  Objection  was  made 
to  this  method  on  account  of  the  dilatation  of  the  cervix  that  would 
be  required.  Very  distinctly,  that  is  not  the  class  of  cases  in  which  the 
treatment  would  be  resorted  to,  so  that  this  objection  can  be  thrown  out 
of  consideration.  Again,  that  class  of  cases  in  which  its  use  was  criti- 
cised by  Dr.  Ashton  and  possibly  Dr.  Noble,  in  which  the  curette 
should  be  used,  is  not  the  class  of  cases  in  which  this  treatment  would 
be  recommended.  This  is  not  a  defense  of  the  old  methods  of  intra- 
uterine application  to  which  we  are  all  opposed,  but  it  is  a  substitute 
for  it  in  that  class  of  cases  in  which  we  have  to  do  this  or  allow  the 
patient  to  go  to  her  home  without  any  treatment.  In  those  cases 
where  there  is  sufficient  dilatation  to  permit  the  introduction  of  the 
instrument  without  pain,  the  patients  immediately  after  the  applica- 
tion express  themselves  as  more  comfortable  than  before.  Some  of 
the  patients  have  come  to  feel  that  the  discomforts  which  they  fee^ 
will  be  relieved  by  the  application.  I  am  with  Dr.  Noble  in  the  con- 
demnation of  the  application  of  strong  agents,  but,  in  spite  of  the 
statement  that  we  get  cures  with  the  curette,  I  have  had  as  many 
failures  from  the  curette  as  from  any  other  method.  I  do  not  believe 
that  the  curette  is  a  sovereign  remedy  any  more  than  the  old  methods 
are.  It  will  cure  certain  cases,  but  in  others  it  has  no  effect  even 
after  its  repeated  use. 

Dr.  F.  W.  Talley  :  I  wish  to  thank  the  gentlemen  for  the  discus- 
sion of  the  paper.  I  can  readily  agree  that  there  are  cases  of  endome- 
tritis in  which  the  curette  will  best  effect  a  cure,  but  there  are  a  cer- 
tain number  of  cases  one  sees  which  are  amenable  to  treatment  by 
the  application  of  iodine  and  other  medicaments  to  the  intra-uterine 
canal,  and  in  which  such  treatment  will  be  enhanced  by  the  previous 
washing  out  of  the  uterus.  It  is  not  by  any  means  intended  to  be 
applied  to  all  cases  of  endometritis.  We  know  that  the  old  methods 
of  treatment  have  led  to  disappointment,  and  it  is  as  a  result  of  this 
that  some  advance  has  been  attempted.    I  believe  that  we  all  recog 


The  Philadelphia  Obstetrical  Society. 


199 


nize  fully  the  value  of  heat  in  vaginal  douches  in  the  treatment  of 
pelvic  inflammation,  and  I  consider  the  douching  of  the  uterus  one 
step  in  advance  of  the  vaginal  douching.  It  is  only  to  be  used,  how- 
ever, in  those  cases  in  which  the  cervical  canal  is  patulous,  allowing 
the  cannula  to  pass  without  force  into  the  uterine  cavity.  Of  course, 
this  is  a  new  method  of  treatment,  and  only  an  experiment  so  far,  but 
the  results  have  been  very  flattering. 

Abstract  of  a  paper  entitled 

REPORT   OF   TWO  YEARS'  WORK   IN  ABDOMINAL 
SURGERY  AT  THE  KENSINGTON  HOSPITAL 
FOR  WOMEN,  PHILADELPHIA. 

By  Charles  P.  Noble,  M.  D. 

The  following  report  embraces  all  the  cases  of  abdominal  section 
done  in  the  Kensington  Hospital  for  Women  during  the  past  two 
fiscal  years.  Of  the  ninety-nine  cceliotomies,  ninety-seven  were  done 
by  Dr.  Noble,  the  other  two  by  Dr.  Applebach.  "  The  operations 
were  done  because  the  women  were  invalids  and  incurable  otherwise, 
or  else  to  save  them  from  impending  death." 


CLASSIFICATION  OF  CASES. 

{  Ovarian  Cysts. 

Single   5 

Double   1 

Single  malignant   6 

Double  malignant   1 — 13 

Dermoid  Cysts. 

Single,  on  left  side   1 

Double   1 —  2 

Ovarian  Cyst 

Complicated  by  hydrosalpinx   2 

"  pyosalpinx   2 

"  salpingitis  and  pelvic  adhesions   6 

u  pregnancy   2 

Suppurating   1 — 1?> 
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Retroflexion. 

Retroflexion   i 

Complicated  by  varicocele  of  broad  ligaments   i 

"  double  salpingitis  and  pelvic  adhesions ....  6 

Pyosalpinx. 

Single   2 

Double   10 

With  abscess  of  one  ovary   i 

With  abscess  of  both  ovaries   2 — 15 

Chronic  Ovaritis  and  Salpingitis. 

One  side   4 

Both  sides   6 — 10 


Double  salpingitis,  oophoritis,  with  dense  adhesions  

Hsematoma  of  right  ovary,  cirrhosis  of  left  

Salpingitis,  cystic  ovaries,  endometritis  fungosa,  metrorrhagia 

Hypertrophic  cystic  degeneration  of  ovaries  

Double  salpingitis  with  adventitious  cyst.  

Perityphlitic  abscess  

Stone  in  left  ureter  (accidental  cceliotomy)  

Uterine  fibroids  

Fibro-cyst  of  uterus  

Fibro-sarcoma  of  uterus  

Myxomatous  degeneration  of  uterine  fibroid  

Small  fibroid,  right  ovarian  cyst,  left  ovaritis  

Left  pelvic  cellulitis  (puerperal)  

Enlarged  liver  

Ventral  hernia  

Incarcerated  inguinal  hernia  

Femoral  hernia  

Ruptured  tubal  pregnancy  

Tubercular  peritonitis  

Tubercular  peritonitis — double  pyosalpinx  

Catarrhal  appendicitis  (recurrent)  

Haemorrhage  into  left  horn  of  pregnant  bifid  uterus  

Malignant  tumor  of  kidney  

Epithelioma  of  cervix  uteri  

Malignant  adenoma  of  cervix  uteri  

Carcinoma  peritonei  

Pregnancy — flat  pelvis  


Total 
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CLASSIFICATION  OF  OPERATIONS. 

One  Uterine  Appendage  Removed  for 

Cystic  right  ovary,  menorrhagia   1 

Right  pyosalpinx   1 

Ovaritis   5 

Ovarian  cyst   6 

"  suppurating,  complicated  by  left  pyosalpinx  1 

Retroflexion  with  adherent  appendages   3 

Hypertrophic  cystic  degeneration  cf  left  ovary   1 — 18 

Both  Uterine  Appendages  Removed  for 

Uterine  fibro-myoma   6 

complicated  by  ovarian  cyst....  2 —  8 

Ovarian  cyst   3 

"    complicated  by  suppuration  in  cyst,  or 

pyosalpinx,  or  salpingitis   10 

Pyosalpinx  and  ovarian  abscess   12 

Hematoma  and  cirrhosis  of  ovaries   1 

Cystic  ovaries,  salpingitis,  endometritis  fungosa,  and 

metrorrhagia   1 

Chronic  ovaritis,  salpingitis,  and  adhesions   11 

Ruptured  tubal  pregnancy   1 

Retroflexion  and  adherent  appendages   1 

Bilateral  cystic  degeneration  of  ovaries   1 

Dermoid  cyst   2 — 43 

Miscella?ieous  Cal iotomies. 

Exploratory  incisions   8 

Hysterorrhaphy   2 

Hysterectomy   4 

Herniotomy,  inguinal   1 

ventral   5 

femoral   2 

Evacuation  of  perityphlitic  abscess   1 

Irremovable  sac  of  suppurating  malignant  ovarian  cyst.  1 

Removal  of  vermiform  appendix   1 

Elective  Caesarean  section   1 

Evacuation  of  fluid,  tubercular  peritonitis   1 — 27 
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Vagino-abdominal  Hysterectomy. 


Malignant  adenoma  of  cervix  

Myxomatous  degeneration  of  fibroid 
Epithelioma  of  cervix  


i—  3 


i 


i 


Total 


99 


There  have  been  five  deaths  in  this  series  of  ninety-nine  cases. 
Nos.  2,  21,  57,  89,  and  90  have  died,  or  a  mortality  of  five  per  cent. 

No.  2  had  a  suppurating  ovarian  cyst,  which  filled  up  the  pelvis 
and  was  universally  adherent.  No  landmarks  could  be  recognized  in 
the  pelvis.  The  tumor  presented  somewhat  the  appearance  of  the 
pregnant  uterus,  and,  not  being  able  to  exclude  this  supposition,  the 
operation  was  unfortunately  abandoned.  Septic  peritonitis  resulted 
from  leakage  from  the  tumor,  causing  the  death  of  the  patient. 

No.  21  had  a  suppurating  ovarian  tumor  and  double  pyosalpinx, 
with  tuberculosis  of  the  pelvic  organs  and  of  the  lungs.  She  was  in 
extremely  bad  condition  at  the  time  of  the  operation,  and  died  on  the 
fourth  day.  No  autopsy  could  be  obtained.  Her  death  was  due, 
probably,  to  shock  and  asthenia. 

No.  57  had  a  double  pyosalpinx,  was  a  confirmed  invalid,  and  had 
been  confined  to  bed  for  weeks  before  operation.  She  died  within 
twenty-four  hours  after  the  operation,  without  other  symptoms  than  a 
gradually  failing  pulse.    Her  death  was  probably  due  to  shock. 

No.  89  died  on  the  sixth  day  after  a  vagino-abdominal  hysterec- 
tomy for  epithelioma  of  the  cervix.  This  operation  was  a  very  diffi- 
cult and  tedious  one,  lasting  two  hours.  It  was  accompanied,  also, 
by  considerable  haemorrhage.  Shock  was  very  profound,  and  the 
patient  never  reacted  fully.  The  autopsy  showed  the  peritonaeum  to 
be  entirely  healthy  ;  also  that  the  kidneys  were  healthy  and  the  ureters 
pervious.  Sepsis  and  peritonitis  can  thus  be  excluded.  There  is 
every  reason  to  accept  a  diagnosis  of  a  death  from  shock  and  as- 
thenia. 

No.  90  was  the  subject  of  epilepsy,  and  had  a  retroverted  uterus 
with  a  tender  cystic  left  ovary.  The  left  ovary  and  tube  were  re- 
moved and  a  hysterorrhaphy  done.  The  patient's  temperature  re- 
mained below  ioo°  until  the  evening  of  the  second  day,  with  a  pulse 
of  less  than  80.  She  complained,  however,  of  great  pain,  and  was 
extremely  restless.  This  restlessness  increased.  During  the  follow- 
ing night  the  temperature  became  1020  F.,  with  a  pulse  of  80.  The 
next  morning  the  pulse  was  100,  and  the  temperature  1020  F.  This 
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was  August  26th,  the  hottest  day  of  the  summer.  At  eleven  o'clock 
her  temperature  was  105. 20  F.  She  died  within  two  hours,  in  hyper- 
pyrexia, in  spite  of  assiduous  efforts  at  refrigeration.  The  autopsy 
revealed  a  healthy  peritonaeum  and  no  evidence  of  sepsis.  A  diag- 
nosis of  heat  stroke  was  made  by  the  pathologist. 

Dr.  Noble  urges  strongly  the  necessity  of  early  operations  in  all 
cases  of  serious  pelvic  disease.  While  the  profession  at  large  now  con- 
cede this  point*  in  cases  of  ovarian  tumors  as  soon  as  recognized,  yet  in 
cases  of  pyosalpinx,  hydrosalpinx,  and  haematosalpinx,  ovarian  abscess, 
and  ectopic  gestation,  there  is  doubt  in  the  minds  of  many.  Delay  in  this 
class  cf  cases  leads  to  chronic  invalidism  from  repeated  attacks  of  peri- 
tonitis, slow  septic  absorption,  loss  of  nerve  tone,  and  perhaps  crippled 
vital  organs.  These  are  the  cases  that  die  after  operation,  especially 
if  difficult  and  prolonged.  Nor  are  they  perfectly  cured  by  operation, 
owing  to  habits  of  invalidism  hard  to  break  up,  lost  nervous  tone  diffi- 
cult to  restore,  and  the  fact  that  extreme  emaciation  leaves  a  per- 
manent impress  on  the  body. 

The  local  results  of  the  disease — such  as  agglutination  of  contigu- 
ous abdominal  viscera  ;  the  proximity  of  pus  sacs  to  such  viscera, 
causing  infiltration  of  the  intestinal  walls  and  caseous  degeneration 
of  the  same,  leading  to  faecal  fistulae ;  or  post-operative  intestinal  ad- 
hesions, especially  so  in  cases  of  organized  adhesions — render  the 
operation  more  difficult  to  perform  and  more  dangerous  to  the 
patient. 

In  regard  to  fibroids  of  the  uterus,  he  is  not  yet  ready  to  affirm 
that  every  fibroid  tumor  should  be  removed  as  soon  as  discovered, 
but  is  convinced  that  this  method  would  be  much  better  than  the 
plan  that  has  prevailed  up  to  the  present  time — viz.,  that  of  non-inter- 
ference. At  present  hysterectomy  is  done  only  for  the  larger  fibroids, 
or  those  threatening  life  ;  yet  in  the  hands  of  the  best  operators,  even 
under  these  conditions,  the  mortality  is  but  five  per  cent.  Were  these 
tumors  removed  while  small,  he  believes  the  mortality  might  be  re- 
duced to  one  or  two  per  cent. 

In  reference  to  drainage,  he  says  that  in  the  first  year  covered  by 
the  report  he  drained  in  forty-three  per  cent,  of  cases  ;  in  the  last 
year  in  but  thirty-two  per  cent. ;  formerly  in  ninety  per  cent.  Fear 
of  ventral  hernia  has  led  him  to  dispense  with  drainage  as  much  as 
possible,  but  he  uses  it  in  all  septic  cases,  and  where  there  have  been 
extensive  adhesions.  Also  in  feeble  subjects,  lest  the  diseased  peri- 
tonaeum be  overtaxed  and  septic  peritonitis  arise.  He  uses  gauze  only 
in  incomplete  operations  and  where  there  are  extensive  raw  surfaces. 
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During  the  past  eighteen  months  he  has  employed  the  method  of 
Dr.  Edebohls  in  suturing  abdominal  walls. 

But  three  per  cent,  of  his  cases  were  of  tubercular  origin,  against 
twenty  per  cent,  as  stated  by  Kelly  as  the  general  rule  ;  but  admits 
that  a  systematic  microscopical  examination  was  not  made  in  every 
case. 

In  conclusion,  as  regards  methods  of  operating,  Dr.  Noble  is  in 
favor  of  careful,  systematic  work  rather  than  rapidity.  He  considers 
it  most  important  that  every  step  be  done  properly  at  the  time,  so 
that  nothing  will  have  to  be  done  over. 

Bowel  adhesions  should  be  separated  with  great  care.  In  two 
hundred  cases  he  has  torn  the  bowel  but  once,  and  that  was  in  a  case 
of  cancer.  Ten  or  fifteen  minutes'  time  may  save  the  necessity  of  an 
intestinal  resection.  In  enucleating  adherent  masses  from  the  pelvis, 
he  begins  at  the  point  of  cleavage  at  the  side  of  the  uterus,  and  works 
downward  and  outward,  getting  under  the  mass  so  as  to  separate  the 
deepest  adhesions  first,  using  sponges  to  hold  back  the  intestines. 

The  Trendelenburg  posture  is  of  service  in  cases  of  extreme 
agglutination,  and  also  to  search  for  bleeding  points.  He  employs 
irrigation  as  well  as  drainage  where  the  pelvis  has  been  soiled  with 
septic  materia],  and  advises  careful  sponging  to  secure  perfect  dry- 
ness. 

A  tabulated  history  of  each  case  is  appended. 

Discussion. 

Dr.  G.  Betton  Massey  :  This  is,  of  course,  practically  a  paper  on 
abdominal  surgery,  but  a  position  that  is  taken  by  the  reader  certainly 
opens  the  subject  to  a  word  of  discussion  on  the  part  of  those  who  do 
operate.  The  statement  is  made  that  none  of  these  operations  were 
performed  except  after  everything  else  had  been  thoroughly  ex- 
hausted. This  is  something  that  we  are  all  interested  in.  Personally 
I  am  more  interested  in  the  other  measures  than  in  operation,  and 
with  this  statement  before  me,  it  occurs  to  me  to  question  Dr.  Noble 
as  to  what  was  done  previously  to  operation  in  the  two  cases  of 
haematoma  that  were  mentioned  ?  How  long  a  time  was  given  to  Na- 
ture to  dispose  of  these  blood  cysts  ?  It  is  not  customary  in  other 
portions  of  the  body  to  open  mere  effusions  of  blood,  and  where  the 
effusion  is  large,  as  it  necessarily  is  in  the  pelvis,  a  greater  length  of 
time  is  demanded  for  the  action  of  the  absorptive  efforts  of  Nature. 

The  author  also  reports  six  cases  of  uterine  fibroid.  I  ask  also 
what  had  been  done  in  the  way  of  treatment  in  these  cases  that  had 
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entirely  exhausted  the  efforts  of  conservative  medication  and  necessi- 
tated abdominal  section  ?  It  does  not  answer  these  questions  for  any 
one  to  say  that  he  is  not  an  expert  in  one  of  the  means  of  treatment 
of  fibroid — namely,  electricity.  That  may  be  the  reason  that  we  heard 
nothing  about  the  use  of  electricity,  but  it  challenges  his  position  that 
everything  else  had  been  used  in  these  cases.  This  question  is  par- 
ticularly pertinent  in  Philadelphia,  where  nearly  every  one  thinks  him- 
self absolved  from  the  general  professional  opinion  that  electricity 
should  be  used  before  attempting  bloody  operations  in  fibroids. 

I  want  to  say  something  on  the  allied  question  of  early  operation. 
That  is  something  that  we  are  all  interested  in,  and  it  is  a  matter  also 
brought  up  by  the  remarks  of  Dr.  Price.  In  both  cases  the  speakers 
urged  early  operation,  and  blamed  on  delay  all  sorts  of  dire  conse- 
quences, and  yet,  according  to  their  reports,  there  were  no  dire  con- 
sequences. In  the  first  paper  we  did  not  hear  of  any  deaths.  In  the 
second  paper  we  hear  of  five  deaths  in  the  ninety-nine  cases,  and  cer- 
tainly one  of  these  five  cases  had  not  been  subjected  to  the  terrible 
results  of  delayed  operation.  I  can  very  readily  appreciate  their  de- 
sire to  get  cases  early,  but  the  position  of  the  abdominal  surgeon  who 
urges  early  operation  differs  from  that  of  the  advocate  of  nearly  every 
other  procedure.  He  advocates  something  that  has  grave  elements  of 
danger,  consequently  his  urging  of  early  operation  must  be  offset  by 
the  disadvantages  that  flow  from  the  fact  that  many  cases  so  con- 
demned may  be  cured  by  other  procedures.  I  should  like  more  defi- 
nite information  as  to  the  cases  in  which  late  operation  caused  death. 
If  in  the  other  cases  late  operations  were  all  successful,  why  urge  that 
all  cases  should  be  subjected  to  the  danger  of  operation  that  a  few 
cases  may  be  operated  on  successfully  ? 

Dr.  George  E.  Shoemaker  :  I  think  that  Dr.  Noble  is  to  be  con- 
gratulated both  upon  the  low  mortality  and  upon  the  small  number  of 
minor  lesions  that  appear  in  his  list  of  operations.  At  the  same  time 
I  think  that  one  should  not  include  in  a  list  of  abdominal  sections 
cases  of  inguinal  or  femoral  hernia.  The  risk  in  operations  of  that 
character  is  not  as  great  as  in  abdominal  section  proper,  nor  are  the 
problems  involved  the  same. 

In  regard  to  the  question  of  the  time  when  pelvic  cases  should 
come  into  our  hands,  which  has  been  touched  upon  both  by  Dr.  Price 
and  by  Dr.  Noble,  it  seems  to  me  that  the  general  practitioner  does 
not  always  treat  the  matter  quite  rightly.  He  sometimes  delays  call- 
ing in  counsel  as  though  he  felt  that  to  call  a  surgeon  implied  oper- 
ation.   It  does  not  necessarily  do  so.    Surgeons  are  trying  to  do  hon- 
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est  work,  and  use  their  best  judgment  to  determine  which  cases  should 
be  operated  on  and  which  should  not.  They  are  ready  to  give  the 
results  of  their  experience  without  necessarily  operating  on  every  case. 
I  know  that  the  majority  of  our  surgeons  are  refusing  to  operate  in 
many  of  the  cases  with  regard  to  which  they  are  consulted.  The 
practitioner  sometimes  seems  not  to  regard  himself  responsible  when 
a  case  dies  in  his  hands  without  full  examination.  The  certificate  is 
signed  in  a  general  way,  and  it  is  taken  as  a  matter  of  course.  People 
must  die.  It  seems  to  me  that  he  has  a  duty  in  bringing  to  bear  the 
best  judgment  that  can  be  obtained.  If  he  has  no  experience  himself 
in  that  particular  direction,  should  he  not  bring  to  bear  the  expe- 
rience of  others  ? 

In  regard  to  fibroids,  the  opinion  of  the  best  observers  is  changing 
in  the  direction  of  their  removal,  but  there  are  certainly  many  that  do 
not  cause  symptoms.  These  cases  I  for  one  advise  to  wait  until 
symptoms  do  occur. 

I  wish  to  make  a  suggestion  in  regard  to  Dr.  Noble's  case  of  death 
in  which  he  regarded  heat-stroke  as  the  cause.  I  suggest  that  a  case 
may  be  septic  and  the  average  autopsy  show  no  pus,  no  adhesions 
or  thickening  of  the  peritonaeum.  We  have  septicaemias  with  rapid 
death  in  high  temperature  where  veins  or  lymphatic  vessels  are  the 
chief  seats  of  disease,  as  in  pylephlebitis,  etc.  We  have  sometimes 
obscure  forms  of  uraemia  with  high  temperature,  which  are  not  shown 
by  the  gross  examination  on  autopsy.  Without  attempting  to  decide 
in  this  case  I  should  hesitate  some  time  before  accepting  heat-stroke 
as  the  cause  of  death  after  two  days,  even  in  a  simple  case.  I  have 
had  a  good  deal  of  experience  in  observing  the  work  of  surgeons  in 
hot  weather,  and  I  have  myself  operated  considerably  in  hot  weather, 
and  the  cases  have  done  as  well  or  better  than  those  operated  on  at 
other  times.  1  recently  heard  one  of  the  most  experienced  general 
surgeons  of  this  city  say  that  he  thought  his  cases  did  better  in  hot 
weather  than  in  cold.  It  is  not  conceivable  to  me  that  a  patient  lying 
in  bed  in  a  cool  hospital  could  die  of  simple  heat  elevation. 

The  question  of  operating  on  haematoma  is  of  interest.  It  seems 
to  me  that  when  haematoma  occurs  in  the  tube  the  tube  structure 
itself  is  so  altered  that  we  can  not  conceive  of  the  restoration  of  the 
parts  to  a  natural  condition  after  absorption  of  the  blood.  I  oper- 
ated a  few  weeks  ago  where  I  could  see  nothing  but  a  very  hard  mass 
of  possibly  old  coagulated  blood  inside,  but  it  was  a  black,  greenish- 
looking  tube,  its  outer  extremity  was  without  fimbriae  closed,  smooth, 
and  rounded,  and  although  I  was  obliged  to  call  the  case  one  of  hae- 
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matosalpinx,  I  could  not  conceive  that  the  tube  could  have  been  re- 
stored to  its  natural  function,  especially  as  it  was  tightly  bound  down 
by  the  results  of  old  peritonitis.  The  other  tube  and  ovary  seemed 
fairly  good  and  they  were  not  removed. 

Dr.  Charles  P.  Noble  :  With  reference  to  the  death  reported  as 
due  to  heat-stroke,  I  was  as  slow  to  accept  the  diagnosis  as  is  Dr. 
Shoemaker,  and  it  was  only  after  the  post-mortem  was  made  and  no 
cause  of  death  could  be  found,  and  with  the  clinical  history  before 
me,  that  I  was  prepared  to  accept  the  diagnosis  myself.  As  to  the 
question  whether  a  woman  lying  quietly  in  bed  can  have  heat-stroke,  I 
can  testify  from  my  own  experience  that  this  is  possible.  During  the 
summer  of  1892  I  was  called  in  consultation  with  Dr.  Matthews  in 
the  case  of  a  woman  who  had  been  iying  in  a  room  with  a  draught 
blowing  over  her.  She  had  been  in  bed  two  weeks  convalescing  from 
some  trouble,  I  do  not  remember  what,  but  although  there,  with  a 
draught  over  her,  she  had  heat-stroke.  When  I  saw  her  the  tempera- 
ture was  1080.  We  put  her  in  a  bath  tub  with  ice  and  she  got  well. 
It  is  therefore  quite  possible  to  have  heat-stroke  with  the  patient  in 
a  reasonably  cool  room.  This  patient  had  been  in  the  hospital  for 
epileptics  and  was  sent  to  me.  I  operated  not  with  the  idea  of  curing 
the  epilepsy,  but  to  relieve  the  pelvic  pain  from  which  she  suffered. 
She  was  an  epileptic,  and,  of  course,  had  the  feeble  constitution  which 
epileptics  usually  have  with  lessened  nervous  force.  Instead  of  hav- 
ing the  fortitude  to  endure  pain,  she  simply  fretted  and  worried  from 
the  moment  that  she  woke  up  until  she  was  dead.  This  possibly  pre- 
disposed to  the  occurrence  of  heat-stroke.  She  died  within  forty- 
eight  hours,  and  not  three  days,  as  Dr.  Shoemaker  understood.  I  can 
not  conceive  of  sepsis  in  a  clean  peritonaeum  taking  place  in  forty- 
eight  hours.  How  could  she  have  had  sepsis  at  any  rate  ?  It  was  a 
perfectly  simple,  clean  operation.  Of  all  the  simple  sections  that  I 
have  seen,  this  is  the  only  one  that  has  died.  I  do  not  believe  that  it 
was  a  case  of  septicaemia.  If  it  had  been  septicaemia,  it  must  have 
developed  from  the  peritonaeum  and  there  must  have  been  septic  peri-  t 
tonitis.  There  was  nothing  whatever  to  indicate  sepsis.  I  think, 
therefore,  that  we  shall  have  to  exclude  that  diagnosis.  As  to  whether 
cases  do  well  in  hot  weather,  I  never  hesitate  to  operate,  no  matter 
how -hot  the  weather.  I  have  operated  constantly  all  summer,  and 
have  had  no  trouble  except  in  this  one  case. 

With  reference  to  whether  these  herniotomies  should  be  classed  as 
sections,  that  is  an  open  question.  In  these  cases  we  open  the  abdo- 
men, and  in  two  I  had  a  large  mass  of  omentum  outside.    So  far  as 
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the  risk  is  concerned,  I  think  it  is  the  same  as  in  all  simple  abdominal 
sections — that  is,  inappreciable.  As  the  abdomen  is  opened  in  these 
cases,  I  think  they  should  be  included.  The  only  place  where  a  ques- 
tion might  arise  would  be  in  femoral  hernia  where  you  make  the  open- 
ing on  the  leg. 

With  reference  to  the  point  whether  I  would  operate  on  a  fibroid 
without  any  symptoms,  I  said  that  I  was  not  prepared  to  accept  the 
statement  that  every  fibroid  should  be  removed.  Practically  I  am 
never  called  upon  to  decide  whether  or  not  1  shall  operate  on  a  fibroid 
that  causes  no  symptoms.  If  it  produces  no  symptoms,  the  woman 
does  not  come  to  see  me.  We  are  seldom  called  upon  to  decide  that 
question.  We  sometimes  meet  with  little  fibroids  no  larger  than  the 
finger,  and  no  one  would  undertake  to  do  anything  in  such  a  case 
unless  they  wanted  to  use  electricity.  No  surgeon  would  interfere 
with  such  a  case.    He  would  leave  it  alone. 

Dr.  Massey  asks  about  the  hematomas  of  the  ovary.  My  experi- 
ence with  hematoma  of  the  ovary  is  not  great.  I  recently  operated 
on  one  where  there  was  a  blood  cyst  in  one  ovary,  which  I  removed. 
There  was  a  small  one  in  the  other  ovary,  which  I  split,  took  out  the 
sac,  and  sewed  it  up.  The  woman  was  a  Hebrew  and  would  be  will- 
ing to  run  some  risk  of  future  operation  rather  than  be  sterilized.-  In 
my  judgment,  it  is  wiser  to  take  out  the  ovaries.  These  patients  are 
as  great  sufferers  as  I  know  of,  and  nothing  relieves  them.  The  books 
say  that  they  never  get  well.  The  cases  that  I  have  seen  did  not  im- 
prove under  any  mode  of  treatment,  and  it  is  a  simple  and  safe  matter 
to  cure  them  by  removal. 

It  has  been  asked  why  I  did  not  use  electricity  for  fibroids.  I 
think  that  it  has  been  demonstrated  that  electricity  is  far  more  dan- 
gerous than  hysterectomy.  In  one  hundred  cases  the  mortality  from 
electrical  treatment  would  be  greater  than  if  operation  were  done, 
and  as  electricity  does  not  cure,  while  hysterectomy  does,  I  prefer  to 
take  them  out. 

Dr.  Massey  questions  whether  delay  had  anything  to  do  with  fatal 
result  in  the  deaths  reported.  Every  one  of  these  cases,  except  the 
girl  who  had  epilepsy,  is  a  typical  illustration  of  the  bad  policy  of  de- 
lay. The  first  case  had  an  intraligamentary  tumor  filling  the  entire 
pelvis.  This  became  infected  and  contained  two  quarts  of  pus.  I 
opened  the  abdomen,  but  the  adhesions  were  so  general  and  dense 
that  I  could  make  out  no  landmarks.  The  possibility  of  pregnancy 
suggested  itself,  and  although  my  judgment  should  have  told  me  that 
a  woman  in  that  condition  could  not  be  pregnant,  I  came  to  the  con- 
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elusion  that  she  might  be  pregnant  and  foolishly  abandoned  the  opera- 
tion. She  died  from  leakage  from  the  suppurating  tumor.  Had  the 
case  been  operated  on  some  years  before,  it  would  have  been  possible 
to  have  made  a  correct  diagnosis  and  to  have  saved  the  woman's  life. 
Even  as  it  was,  had  I  gone  on  and  taken  the  tumor  out,  the  woman 
might  have  recovered,  although  even  at  the  autopsy  there  was  great 
difficulty  in  removing  the  sac. 

.  In  the  next  case  the  girl  had  been  in  bed  nearly  a  year.  She  was 
so  nearly  dead  that  I  told  the  family  that  she  would  die  in  a  few  days 
if  nothing  was  done,  and  the  operation  was  undertaken  as  a  ninety- 
ninth  hour  operation.  In  this  connection  I  would  say  that  I  never 
refuse  to  operate  on  anybody.  I  tell  the  patient  honestly  what  I  think 
are  the  prospects,  and  if  they  want  to  take  the  chance  I  operate.  My 
experience  is,  however,  that  the  cases  in  which  I  give  a  practically 
fatal  prognosis  all  die.  This  patient  also  had  phthisis  as  the  result  of 
the  delay. 

The  third  case  had  been  an  invalid  for  five  years,  getting  worse  all 
the  time,  and  had  been  in  bed  for  weeks  when  I  first  saw  her,  and,  as 
in  the  previous  case,  the  operation  was  undertaken  with  the  prognosis 
that  she  would  surely  die  in  a  few  days.  She  was  so  nearly  dead  that, 
although  it  was  an  easy  operation,  she  had  not  sufficient  strength  to 
live  long  enough  for  her  nutrition  to  be  improved  by  alimentation. 

The  fourth  case  was  one  of  cancer,  and  in  that  case  the  result  was 
due  only  partly  to  delay.  The  operation  was  a  long  and  difficult  one, 
and  the  woman  never  rallied. 

Of  the  five  deaths,  three  were  absolutely  due  to  delay.  Another 
bad  consequence  of  delay  is  the  formation  of  adhesions  causing  pain. 
This  the  electricians  are  prone  to  attribute  to  operation,  but  it  is 
brought  about  by  delay  or  in  some  cases  by  the  electricity  which  is 
employed. 

Abstract  of  a  paper  entitled 
REPORT  OF  A  GROUP  OF  INTERESTING  CASES  OF 
ABDOMINAL  SURGERY. 

By  Joseph  Price,  M.  D. 

Case  I. — Aged  thirty-five  years.  Multinodular  fibroid;  had  re- 
fused operation  three  years  before  ;  extensive  pelvic  adhesions.  Su- 
pravaginal hysterectomy  ;  recovery. 

Case  II. — Aged  seventy-five  years.  Ovarian  cystoma  of  enormous 
size  ;  universal  adhesions.    Ovariotomy,  drainage,  and  recovery. 
14 
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Case  III. — Aged  forty-two  years.  Large  multilocular  cystoma  of 
left  side  ;  adhesions.  Left  ovariotomy,  irrigation,  and  drainage  ;  re- 
covery rapid. 

Case  IV. — Aged  twenty-three  years.  Double  pyosalpinx  ;  double 
ovarian  abscess  ;  general  adhesions  to  bowel  and  omentum.  Removal 
of  both  appendages,  irrigation,  and  drainage  ;  recovery. 

Case  V. — Aged  twenty-one  years.  Double  pyosalpinx  and  ova- 
rian abscesses;  adhesions.  Removal  of  both  appendages,  irrigation, 
and  drainage  ;  recovery. 

Case  VI. — Aged  twenty  years.  Huge  pus  tubes  on  both  sides, 
and  abscess  of  one  ovary  ;  had  been  treated  for  a  year  ;  was  emaciated 
and  feeble.  Removal  of  both  appendages,  irrigation,  and  drainage  ; 
recovery. 

Case  VII. — Aged  thirty-nine  years.  Multinodular  fibroid  with 
double  hydrosalpinx.  Removal  of  both  appendages,  irrigation,  and 
drainage;  recovery. 

Case  VIII. — Aged  thirty-one  years.  Dermoid  cyst  of  left  ovary 
and  right  tubal  pregnancy  ;  universal  adhesions ;  refused  operation 
for  over  two  years ;  marked  emaciation.  Double  ovariotomy,  irriga- 
tion, and  drainage  ;  speedy  recovery. 

Case  IX. — Aged  seventeen  years.  Strangulated,  large  cysto-sar- 
coma  of  right  side,  four  twists  in  pedicle;  omentum  greenish;  tumor 
black  and  irreducible  ;  general  angry  peritonitis.  Put  on  the  table  in 
a  state  of  collapse  ;  strychnine,  digitalis,  and  spirits  used  freely  with 
dry  heat;  right  ovariotomy,  irrigation,  and  drainage;  recovery. 

Case  X. — Aged  twenty-three  years.  Double  pyosalpinx,  with  un- 
usually firm  and  extensive  adhesions.  Removal  of  both  appendages, 
irrigation,  and  drainage;  recovery. 

Case  XI. — Aged  forty-eight  years.  Cystoma  of  right  side,  with 
twisted  pedicle.  Right  ovariotomy,  irrigation,  and  drainage;  re- 
covery. 

Case  XII, — Aged  twenty-nine  years.  Great  sufferer  for  seven 
years  ;  universal  intestinal  adhesions  following  previous  abdominal 
section  ;  the  small  intestine  adherent  throughout,  requiring  careful 
separation,  resulting  in  numerous  small  breaches,  requiring  some  forty 
sutures  ;  numerous  points  of  obstruction,  one  diverticulum.  Irriga- 
tion and  drainage  ;  recovery. 

Case  XIII. — Aged  thirty-eight  years.  Large  multilocular  cystoma 
of  right  side  ;  adhesions  to  liver  and  both  kidneys.  Right  ovariotomy, 
irrigation,  and  drainage;  recovery. 

Case  XIV.  — Aged  thirty-one  years.    Double  pyosalpinx  ;  univer- 
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sal  adhesions.  Removal  of  both  appendages,  irrigation,  and  drainage ; 
recovery. 

Case  XV. — Aged  thirty-two  years.  Suppurating  right  ovarian 
dermoid  cyst ;  huge  pus  tube  on  right  side  ;  cyst  adherent  to  bladder, 
uterus,  and  iliac  fossae ;  cyst  and  tube  completely  filling  pelvic  cavity. 
Removal  of  right  appendage,  irrigation,  and  drainage  ;  recovery. 

Case  XVI. — Aged  twenty-two  years.  Double  hydrosalpinx;  ad- 
hesions ;  appendages  fixed  in  hollow  of  sacrum  ;  specific  history  and 
morphine  habit.  Removal  of  both  appendages,  irrigation,  and  drain- 
age; recovery. 

Case  XVII. — Aged  thirty-five  years.  Double  pyosalpinx  ;  double 
ovarian  abscess  ;  firm  adhesions.  Removal  of  both  appendages,  irri- 
gation, and  drainage ;  recovery. 

Case  XVIII. — Aged  thirty-seven  years.  Fibro-myoma  of  uterus  ; 
hematosalpinx,  and  cyst  size  of  orange  of  right  ovary  ;  universal 
adhesions  to  bowel,  omentum,  and  pelvis.  Supravaginal,  extraperi- 
toneal hysterectomy  ;  holes  in  omentum  closed  ;  irrigation  and  drain- 
age ;  recovery. 

All  of  these  cases  were  delayed  operations  ;  many  of  them  had 
been  refused  operation.  Some  had  suffered  repeated  attacks  of  peri- 
tonitis, and  were  wrecked  in  health. 

Dr.  Price  draws  special  attention  to  the  necessity  of  thorough  irri- 
gation and  drainage  in  "all  cases  in  which  there  is  leakage  of  pus  or 
muddy  lymph,  in  cases  of  ruptured  ovarian  cysts  with  localized  or 
general  peritonitis,  of  suppurative  dermoids,  and  where  there  is  fluid 
in  the  peritoneal  cavity  antedating  the  operation." 

In  cases  of  healthy  tumors,  where  no  adhesions  have  to  be  broken 
up  and  no  escape  of  pus  has  occurred,  drainage  is  unnecessary. 

He  says  :  "  Some  of  the  critics  of  drainage  go  so  far  as  to  main- 
tain that  drainage  is  an  admission  of  imperfect  surgery.  At  the  same 
time  they  tell  us  that  they  lost  four  cases  from  sepsis  due  to  carefully 
prepared  catgut  ligatures.  When  a  man  condemns  drainage,  I  feel 
that  he  has  been  operating  in  a  number  of  cases  in  which  he  should 
not — for  instance,  removing  comparatively  healthy  appendages  in 
cases  of  globus  hystericus,  or  sensitive  back,  etc." 

The  question  as  to  when,  where,  and  by  whom  the  work  should  be 
done  is  easily  answered.  First,  it  should  always  be  done  early  ;  sec- 
ond, where  all  environments  are  cleanly,  the  best  results  being  obtained 
in  clean  private  houses,  next  in  private  hospitals,  because  the  condi- 
tions are  better  controlled  by  the  surgeon  than  in  general  hospitals  ; 
third,  by  a  specially  trained  operator — one  who  has  experience  in  gen- 
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eral  surgery,  as,  unfortunately,  many  of  the  younger  school  of  gynae- 
cologists have  begun  the  study  of  surgery  in  the  peritoneal  cavity ; 
last,  and  not  least,  he  places  the  importance  of  skilled  nursing. 

Discussion. 

Dr.  M.  Price  :  There  are  three  cases  in  the  hospital  in  which  I 
have  been  much  interested,  and  I  think  that  they  explain  some  few- 
points  in  abdominal  surgery.  I  am  confident  that  many  of  our  deaths 
in  pelvic  surgery — in  fact,  almost  all,  except  those  complicated  with 
malignancy — can  be  explained  by  the  fact  that  we  have  not  done 
complete  work.  In  these  cases  there  were  tumors  in  two,  complicated 
by  attempt  at  removal,  where  probably  antiseptic  fluids  were  used. 
Every  square  inch  of  the  bowel  was  adherent,  and  the  bowels  were 
united  by  such  well-formed  adhesions  as  to  require  the  scissors  for 
their  separation.  In  one  case  over  forty  sutures  were  required,  and 
in  the  other  I  did  not  count  them,  but  I  was  tying  sutures  for  half  an 
hour.  One  of  these  patients  had  taken  twelve  grains  of  morphine  a 
day  for  a  long  time,  and  was  maniacal  when  admitted  to  the  hospital. 
That  woman  was  almost  entirely  devoid  of  pain  after  the  operation. 
Drainage  was  free  for  twenty-four  to  forty-eight  hours,  and  the  re- 
covery was  an  ideal  one.  In  both  cases  the  recovery  has  been  abso- 
lutely ideal.  In  one  case  it  was  impossible  to  tear  away  the  adhesions, 
the  scissors  being  needed.  I  am  confident  that  all  three  of  these  pa- 
tients would  have  died  had  the  tumor  been  removed  and  the  patient 
placed  in  bed  without  complete  separation  of  the  bowel.  As  shown  in 
the  report,  there  were  in  three  different  places  complete  obstruction 
by  bands  of  adhesions. 

I  am  confident  that  many  cases  are  returned  to  bed  without  thor- 
ough examination  of  the  bowel,  and  thus  we  often  leave  a  condition 
which  must  necessarily  prove  fatal.  Although  the  surgery,  so  far  as 
the  tumor  is  concerned,  may  be  perfect,  yet  if  we  leave  adherent  and 
necessarily  incarcerated  viscera,  we  kill  our  patient. 

Some  six  or  eight  years  ago  I  operated,  in  the  old  Gynsecean  Hos- 
pital, on  a  young  negro  woman  with  supposed  fibroid  as  large  as  a 
cocoanut.  When  I  opened  the  abdomen  I  found  the  bowels  in  about 
the  same  condition  as  in  one  of  the  cases  referred  to.  She  had  been 
kicked  in  the  abdomen  by  a  colt.  I  tore  the  adhesions  apart  and 
hunted  for  the  fibroid,  but  the  fibroid  was  gone.  The  tumor  consisted 
simply  of  a  mass  of  intestine  fastened  together  by  the  peritonitis  fol- 
lowing the  injury.  The  patient  made  an  uninterrupted  recovery,  and 
she  still  calls  to  see  me  occasionally  to  show  that  she  is  still  well.  She 
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is  as  well  to-day  as  I  am.  I  am  confident  that  complete  surgery,  and 
only  complete  surgery,  with  the  separation  of  adherent  loops  of  bowel 
and  leaving  the  intestines  in,  as  nearly  as  possible,  their  normal  con- 
dition, will  save  most,  if  not  all,  of  these  cases. 

Dr.  Joseph  Price  :  What  my  brother  says  about  bowel  adhesions 
is  true,  and  I  am  satisfied  that  many  early  deaths  (following  opera- 
tions) are  due  to  the  omission  on  the  part  of  the  operator  to  release 
pre-existing  adherent  and  fixed  ileum,  and  to  free  all  kinks  and  adhe- 
sions. After  the  removal  of  the  tumor  the  descent  of  the  bowel  be- 
comes quite  great,  and  angulation  and  strangulation  become  marked. 
The  older  surgeons  had  a  great  dread  of  touching  or  even  looking  at 
the  bowels,  but  it  is  surprising  the  tolerance  that  the  contents  of  the 
abdomen  show  to  prolonged  manipulation.  They  will  not  bear  ex- 
posure to  the  atmosphere.  I  am  satisfied  that  eventration  is  thrice 
more  dangerous  than  prolonged  separation  of  adherent  small  bowel 
lasting  half  an  hour  or  longer.  In  some  four  recent  cases  I  spent  from 
half  an  hour  to  three  quarters  of  an  hour  with  my  index  fingers  and 
thumbs  separating  the  generally  adherent  small  bowel  that  I  might 
see  the  mesentery.  Before  this  the  mesentery  was  not  to  be  seen  at 
any  point.  In  the  last  case  I  used  the  scissors,  as  the  strength  of  my 
thumb  and  finger  was  scarcely  sufficient  to  tear  the  adhesions  without 
the  risk  of  wounding  the  bowel  ;  and  just  here  I  may  say  that  the 
scissors  can.be  used  with  greater  safety  and  freedom  in  some  cases 
than  the  fingers,  and  consume  less  time  in  repairing  the  damage  to  the 
bowel.    It  takes  time  to  repair  small  breaches  and  rents. 

My  confidence  with  drainage,  I  repeat,  increases  with  increased 
experience.  In  the  month  of  August,  nothing  gave  me  more  pleasure 
than  the  exhibition  of  seventeen  sections  on  one  floor,  sixteen  of  which 
had  been  drained.  It  gave  me  great  pleasure  to  show  them  with 
cheerful  faces,  clean  tongues,  and  reading  newspapers.  Some  of  these 
cases  should  have  died  on  the  table. 

Again,  in  regard  to  opium,  what  I  say  may  seem  uncharitable,  but 
the  man  who  has  not  learned  to  get  along  without  opium  in  doing 
abdominal  surgery  has  not  learned  to  properly  manage  his  cases  or  to 
do  his  work  with  the  least  risk  and  greatest  comfort  to  both  patient 
and  operator. 
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TRANSACTIONS  OF  THE  OBSTETRICAL  SOCIETY 
OF  LONDON. 

June  7,  1893. 

(Continued  from  January  Number.) 

ON  THE  ABSORPTION  OF  FIBROID  TUMORS   OF  THE 
UTERUS,  WITH  A  REPORT  OF  A  SUSPECTED  CASE. 

By  AL3AN  Doran,  F.  R.  C.  S., 
Surgeon  to  the  Samaritan  Free  Hospital. 

(Received  March  3,  1893.) 
{Abstract.) 

A  woman,  aged  foity  years,  was  admitted  into  hospital  under  the 
author's  care  on  May  9,  1890.  About  three  years  previously  a  lump 
was  felt  in  the  left  iliac  fossa.  It  never  disappeared,  and  gave  rise  to 
dragging  pains  when  she  walked  about.  Thirteen  weeks  before  ad- 
mission she  was  seized  with  abdominal  pains  and  dysuria.  A  fortnight 
before  admission  she  fell  down,  receiving  a  heavy  blow  on  the  tumor. 
Severe  abdominal  pain  and  fever  followed.  On  admission,  a  solid,  very 
hard  mass  was  detected  ;  it  filled  the  left  iliac  fossa  and  reached  upward 
to  the  left,  above  the  umbilical  level.  The  os  uteri  lay  close  to  the 
pubes  ;  the  cervix  was  almost  absorbed  in  the  tumor,  which  bulged 
far  down  in  the  pelvis  behind  the  vagina.  The  mass  was  fixed. 
After  three  weeks'  rest  and  appropriate  treatment  the  tumor  moved 
freely  ;  a  second  lobe  was  detected  to  its  right,  reaching  half-way  to 
the  umbilicus.  On  February  10,  1891,  the  tumor  was  again  examined 
by  the  author.  It  could  just  be  felt  above  the  pelvic  brim  to  the  left, 
and  no  longer  extended  downward  behind  the  cervix.  A  discharge 
of  foetid  fluid  occurred  in  August,  1890,  and  since  then  the  tumor 
had  steadily  diminished  in  size.  On  November  25,  1892,  the  author 
once  more  examined  the  patient.  There  was  no  trace  of  any  tumor. 
The  uterus  was  freely  movable  ;  its  cavity  measured  three  inches 
and  a  half. 

The  author  believes  that  this  case  was  an  instance  of  the  absorp- 
tion of  a  uterine  fibroid  before  the  menopause.    The  injury  provoked 
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inflammation,  followed  by  impaction,  then  resolution  of  the  inflam- 
matory products  and  slow  disappearance  of  the  tumor.  The  dis- 
charge may  have  been  due  to  breaking  down  of  a  submucous  growth  ; 
the  masses  in  the  abdomen,  however,  were  clearly  not  submucous. 
The  body  which  had  filled  Douglas's  pouch  moved  freely  as  part  of 
the  tumor,  after  subsidence  of  the  inflammation,  so  that  it  could  not 
have  been  an  abscess  or  solid  inflammatory  deposit. 

Similar  cases  of  disappearance  of  fibroids  in  association  with  in- 
flammation, congestion,  or  injury  have  been  recorded  by  Rigby, 
Prieger,  Playfair,  von  Mosetig,  and  Gueniot. 

The  author  has  collected  thirty-seven  cases  of  disappearance  (not 
always  complete)  of  uterine  fibroids.  Brief  histories,  taken  in  all 
cases  direct  from  the  original  sources,  are  appended,  and  the  cases 
are  tabulated  thus  : 

1.  Spontaneous  disappearance  of  fibroids  directly  associated  with 
pregnancy — thirteen  cases. 

2.  Spontaneous  disappearance  of  fibroids  ;  patients  under  forty- 
five;  history  indicating  inflammatory  complication,  congestion,  or 
injury — six  cases. 

3.  Spontaneous  disappearance  of  fibroids  ;  patients  reported  as 
under  forty-five  ;  cases  not  directly  associated  with  pregnancy,  pelvic 
inflammation,  etc. — ten  cases. 

4.  Spontaneous  disappearance  of  fibroids  ;  patients  over  forty-five, 
or  no  age  given  ;  cases  not  associated  with  pregnancy,  pelvic  inflam- 
mation, etc. — eight  cases. 

Sources  of  fallacy  are  discussed,  and  the  possible  effects  of  treat- 
ment noticed.  The  relation  of  the  disappearance  of  fibroids  to  the 
menopause  is  uncertain.  Kleinwachter  finds  that  these  tumors  do 
not,  as  a  rule,  cease  to  grow  at  that  epoch  of  life. 

Although  any  one  of  the  cases  here  reported  may  be  based  on  an 
error  of  diagnosis,  nevertheless  so  many  cases  have  been  recorded  by 
experienced  authorities  that  there  can  be  no  doubt  that  fibroid  uterine 
tumors  of  considerable  size  sometimes  disappear  spontaneously  be- 
fore the  menopause. 

E.  A.  G.,  aged  forty  years,  a  laundress,  married  twenty  years  and 
the  mother  of  one  child  (no  history  of  abortions),  was  admitted  under 
my  care  into  the  Samaritan  Free  Hospital  on  May  9,  1890. 

She  informed  me  that  seventeen  years  previously  she  had  suffered 
from  "  inflammation  of  the  bowels."  Her  sole  confinement  took  place 
twelve  years  before  admission.  Three  years  ago  she  had  another 
attack  of  "  inflammation  of  the  bowels  with  constipation. "    She  kept 
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her  bed  for  eleven  weeks,  and  then  discovered  a  lump  in  the  left  iliac 
fossa.  It  never  disappeared,  and  gave  rise  to  dragging  pains  when 
she  walked  about.  Thirteen  weeks  before  admission  she  was  seized 
with  abdominal  pains  and  dysuria.  She  placed  herself  under  the 
care  of  Mr.  Hogg  and  Mr.  Langston  Scott,  of  Ealing.  A  fortnight 
before  admission  she  fell  down,  receiving  a  severe  blow  on  the  tumor. 
Intense  abdominal  pain  ensued,  and  she  had  to  keep  her  bed  ;  mor- 
phine was  given  and  poultices  applied. 

On  admission,  I  noted  that  the  patient  was  a  tall  woman,  well 
nourished,  with  an  expression  of  pain  on  her  face,  the  alae  nasi  dilat- 
ing, respirations  rapid,  and  the  knees  drawn  up. 

The  abdomen  was  tender  on  pressure.  A  solid  mass  filled  the 
left  iliac  fossa  and  reached  upward  to  the  left,  above  the  umbilical 
level,  scarcely  extending  to  the  right  of  the  middle  line.  It  felt  very 
hard,  yet  there  was  resonance  on  percussion  all  over  its  surface,  and 
crepitation  when  the  palm  was  pressed  against  the  abdomen. 

On  pelvic  exploration,  I  found  the  os  uteri  high  up  close  against 
the  pubes.  The  cervix  was  almost  absorbed,  as  it  seemed,  in  the 
tumor,  which  bulged  far  down  the  pelvis  behind  the  vagina.  I  passed 
a  soft  catheter  into  the  os  (its  position  and  the  state  of  the  parts 
rendered  the  use  of  the  uterine  sound  dangerous),  and  it  passed  up- 
ward and  backward  two  inches.  The  uterus  and  the  pelvic  and 
abdominal  mass  were  quite  immovable.  The  labia  and  vagina  were 
oedematous,  the  legs  free  from  oedema. 

The  period  was  regular  and  occurred  about  every  twenty-four 
days,  and  no  profuse  "show"  had  been  noted.'  The  last  took  place 
fourteen  days  before  admission.  The  urine  was  scanty,  pale,  spe- 
cific gravity  1.015  (it  never  rose  higher  even  to  the  day  when  she 
was  discharged),  and  on  boiling  it  with  nitric  acid  marked  opacity  was 
developed.  The  tongue  was  rough  and  bright  red,  with  white  fur 
along  the  middle  line.  She  passed  mucous  stools,  an  i  suffered  badly 
from  large  internal  haemorrhoids.  The  pulse  was  120.  The  temper- 
ature, 1020  on  admission,  never  rose  higher — unfortunately,  the  tem- 
perature record  was  not  preserved. 

After  careful  consideration  I  came  to  the  conclusion  that  the 
symptoms  and  physical  signs  implied  impaction  of  a  uterine  fibroid  in 
the  pelvis.  Dr.  Bantock  and  Mr.  Meredith  also  explored  the  parts 
with  great  care,  and  came  to  the  same  conclusion.  We  agreed  that 
the  case  required  rest,  and  that  no  operation  was  at  t!ie  time  indicated. 
I  gave  saline  purgatives,  which  afforded  her  great  relief.  The  pulse 
and  temperature  fell  to  normal. 
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On  May  16th  I  could  detect  a  smaller  solid  mass,  to  the  right  of 
the  larger,  occupying  the  hypogastrium.  It  reached  half  way  to  the 
umbilicus.  The  cervix,  the  mass  in  the  pelvis,  and  the  two  solid 
masses  in  the  abdomen  now  moved  freely  together  as  though  they 
formed  one  tumor.  No  impaction  remained.  The  patient  was  dis- 
charged on  June  6,  1890,  in  fairly  good  health. 

On  February  10,  1891,  she  visited  me  at  the  hospital.  The  period 
had  not  appeared  during  her  stay  in  hospital,  and  did  not  recur  till  a 
week  before  this  visit.  The  vulva  was  not  cedematous  ;  there  were 
some  small,  slightly  tender,  external  piles. 

On  pressure  over  the  lower  part  of  the  abdomen,  the  tumor  could 
just  be  felt  above  the  pelvic  brim  to  the  left.  The  cervix  uteri  lay 
high  up  in  the  pelvis  as  before,  and  close  to  the  pubes.  The  sound 
passed  two  inches  and  a  half  forward  ;  the  uterus  was  almost  fixed. 
The  tumor  no  longer  extended  downward  behind  the  vagina.  It  now 
felt  like  a  fibroid  involving  the  left  broad  ligament.  The  patient  said 
that  on  Friday,  August  1,  1890,  something  suddenly  burst  and  dis- 
charged stinking  fluid.  Since  then  the  tumor  seemed  to  disappear 
gradually  ;  the  discharge  had  been  constant  but  scanty,  and  was  di- 
minishing. 

On  November  25,  1892,  I  saw  the  patient  once  more.  There  was 
no  trace  of  any  tumor.  The  cervix  still  lay  close  to  the  pubes  ;  the 
uterine  cavity  measured  three  inches  and  a  half  and  was  fairly  mov- 
able. There  was  no  tumor  in  the  abdomen,  nor  in  Douglas's  pouch. 
The  right  fornix  was  free,  there  was  some  resistance  in  the  left,  but 
no  tumor,  though  bimanual  palpation  was  perfectly  practicable.  The 
patient  had  an  ulcer  in  the  lower  third  of  the  left  leg,  but  was  other- 
wise in  excellent  health. 

Was  this  case  an  instance  of  the  absorption  of  a  uterine  fibroid 
before  the  menopause  ?  I  feel  sure  that  it  was  so  to  a  certain  extent. 
The  masses  in  the  pelvis  and  abdomen  with  the  uterus  moved  freely 
together  after  the  patient  had  lain  in  bed  for  seven  days.  At  the  be- 
ginning everything  was  fixed,  and  there  was  high  temperature  and 
great  tenderness.  In  fact,  inflammation  was  evidently  present,  and 
as  evidently  subsided  at  the  end  of  the  week.  Then  not  only  was 
the  tumor  movable,  but  it  was  also  much  easier  to  define.  Two 
months  later  something  burst.  Whether  it  burst  into  the  uterus  or 
the  vagina  I  can  not  say.  It  might  have  been  a  parametric  abscess 
discharging  through  the  upper  part  of  the  vagina,  but  I  could  not  find 
any  evidence  to  support  this  theory.  The  mass  in  Douglas's  pouch 
moved  freely  with  the  tumor  by  May  16th,  and  so  could  not  have  been 
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an  abscess.  More  probably  there  was  fibroid  disease  of  the  uterus 
first,  then  impaction  and  pelvic  inflammation,  and  then  breaking  down 
of  a  submucous  fibroid  growth  in  the  uterine  wall.  The  bilobed  ab- 
dominal tumor  could  not  have  been  an  intra-uterine  fibroid.  The 
history  contraindicates  solid  tumor  of  the  ovary  or  any  other  organ. 
After  the  discharge  the  tumor  at  once  began  to  grow  smaller,  and 
within  eighteen  months  it  had  disappeared  altogether.  The  impac- 
tion and  inflammation  had  damaged  its  vitality,  and  hence  its  disap- 
pearance. 

At  the  least  there  was  more  or  less  fibroid  disease,  although  some 
part  of  the  mass  felt  at  first  might  have  been  an  inflammatory  prod- 
uct. In  my  own  opinion,  the  amount  of  actual  inflammatory  effusion 
was  trifling,  and  the  enlargement,  at  the  time  that  the  symptoms  were 
acute,  can  be  explained  by  oedema  of  the  tumor.  The  blow  had  set 
up  inflammation,  and  the  increase  in  size  involved  impaction  and 
oedema.  I  will  refer  to  similar  cases  related  by  Drs.  Playfair  (16)  and 
Prieger  (15),  where  fibroids  apparently  or  really  underwent  involution 
after  inflammatory  complications.  This  subject — disappearance  of 
fibroids — is  of  much  interest.  The  evidence  is  only  in  any  sense 
satisfactory.  The  fibroid  is  not  seen,  but  only  diagnosticated,  except 
in  von  Mosetig's  (18)  and  in  Herpin  and  Mayor's  (2)  cases,  where  it 
was  seen  during  abdominal  section. 

Involution  after  the  menopause  is  slow,  and  we  all  know  how  ex- 
treme calcareous  changes  sometimes  develop.  As  this  involution 
nearly  always  occurs  more  or  less  in  fibroids,  at  the  change  of  life,* 
cases  of  spontaneous  disappearance  of  these  tumors  at  an  earlier  age 
may  represent  a  premature  menopause.  Cases  in  patients  over  forty- 
five  are  hardly  abnormal,  especially  when  the  disappearance  is  slow, 
as  in  Ashwell's  series  (31-33).  The  catamenial  history  is  very  impor- 
tant, but  too  often  wanting. 

The  most  probable  true  cases  of  spontaneous  disappearance  of 
fibroids,  independent  of  the  menopause,  are  these  where  pregnancy 
sets  up  the  process  of  involution  which  extends  from  the  uterus  to 
the  tumor,  more  or  less  a  myoma.  In  my  paper  on  Myoma  and  Fi- 
bro-myoma  of  the  Uterus  f  I  noted  how  a  fibroid  shares  in  the  hy- 
pertrophic changes  affecting  the  uterus  during  pregnancy.  Indeed, 
the  muscle  cells  of  the  fibroid  grow  even  larger  than  do  those  in  the 
uterine  walls  (Joe.  «/.,  PI.  II,  fig.  3).    If  the  process  of  evolution  be 


*  Klcinwiichter  is  of  a  different  opinion,  as  will  presently  be  noted, 
f  Trans.  Obstet.  Soc,  vol.  xxx,  1888. 
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exaggerated  in  the  tumor,  it  is  easy  to  understand  how  involution 
may  be  more  marked  in  the  morbid  growth  than  in  the  uterus.  Cor- 
nil,  who  recently  examined  a  large  myoma  removed  by  M.  Pean  at 
the  fourth  month  of  pregnancy,  found  that  the  pressure  of  the  hyper- 
trophied  fibers  on  each  other  caused  atrophy.  Chrobak  found  cystic 
and  necrotic  changes  in  a  fibroid  removed  with  the  uterus  and  a  six 
months'  foetus.* 

One  great  difficulty  in  regard  to  research  into  the  subject  of  this 
paper  lies  in  the  unsatisfactory  nature  of  measurements.  For  not 
only  is  the  tumor  rarely  seen  in  the  course  of  an  exploratory  opera- 
tion, for  instance,  but  it  is  hard  to  measure.  Hence  in  the  appended 
tables  the  estimate  of  the  size  and  form  of  the  tumor,  as  recorded  by 
different  observers,  is  either  based  on  the  height  to  which  the  uterus 
rises  above  the  pubes,  or  is  given  by  unsatisfactory  comparisons,  such 
as  "as  large  as  a  man's  head,"  or  "  a  child's  head,"  "a  foetal  head," 
"a  man's  fist,"  "a  large  orange,"  "an  orange,"  "a  walnut,"  or  ua 
door  knob."    "Comment  is  needless,"  as  a  journalist  would  say. 

As  much  that  is  known  about  the  spontaneous  disappearance  of 
fibroids  is  taken  from  second-hand  information,  and  as  the  original 
observations  are  in  many  instances  difficult  of  access,  I  intend  to 
quote  those  observations  as  fully  as  possible.  The  record  will  not,  I 
fancy,  prove  so  tedious  as  would  at  first  appear — in  fact,  the  clinical 
histories  mostly  err  in  being  too  short  rather  than  too  long.  The  facts 
of  each  case,  as  well  as  the  numerous  sources  of  fallacy,  will  be  made 
apparent.  In  accordance  with  what  has  already  been  said,  I  will 
divide  these  thirty-seven  cases  into  four  large  groups  : 

1.  Spontaneous  disappearance,  more  or  less  complete,  of  fibroids 
directly  associated  with  pregnancy — thirteen  cases. 

2.  Spontaneous  disappearance  of  fibroids  in  patients  under  forty- 
five,  with  a  distinct  history  of  inflammatory  complications,  congestion, 
injury,  etc. — six  cases. 

3.  Spontaneous  disappearance  of  fibroids  in  patients  reported  as 
under  forty-five,  not  directly  associated  with  pregnancy,  inflammation, 
or  injury — ten  cases. 

4.  Spontaneous  disappearance  of  fibroids  in  patients  reported,  as 
over  forty-five,  or  no  age  given  ;  cases  not  directly  associated  with 
pregnancy,  inflammation,  or  injury — eight  cases. 

The  four  tables  correspond  to  this  classification.    Group  1  is  the 


*  The  question  of  cystic  and  necrotic  changes  in  fibroids  is  discussed  in  my  paper 
on  Cystic  Fibroids.    Medico-chirurgical  Transactions,  vol.  lxxvi,  1893. 
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most  natural  and  most  satisfactory ;  Group  2  includes  the  case  on 
which  this  memoir  is  based  ;  while  Groups  3  and  4  include  much 
that  is  matter  for  doubt.  In  some  reports  it  is  not  always  easy  to 
make  sure  whether  the  age  of  the  patient  is  given  as  at  the  beginning 
or  the  end  of  her  clinical  history.  The  youngest  cases  in  Group  3 
seem  to  be  the  most  certain  examples  of  absolutely  spontaneous  invo- 
lution. 

I.  Opinions  on  the  Disappearance  of  Fibroids. 

I  will  begin  with  a  few  words  on  the  opinions  of  writers  who  have 
had  more  or  less  experience  of  the  condition  under  consideration. 
The  general  doctrines  of  great  authorities  may  be  found  in  their  well- 
known  and  accessible  treatises.  On  the  whole,  perhaps,  the  best  sum- 
mary is  to  be  found  in  Dr.  Barnes's  text-book. 

"  If  we  can  demonstrate  a  sensible  diminution  in  the  bulk  of  a 
tumor,  and  even  follow  the  diminution  on  to  complete  disappearance, 
the  only  doubt  as  to  the  reality  of  absorption  rests  on  the  possibility 
of  an  error  of  diagnosis.  The  supposed  tumor  might  have  been  retro- 
uterine haematocele,  an  enlarged  body  of  the  uterus  from  hyperplasia, 
or  some  other  condition.  That  some  cases  of  cure  by  absorption,  re- 
ported before  the  characters  of  retro-uterine  hematocele  were  known, 
were  falsely  interpreted  is  highly  probable.  But  the  reality  of  fibroid 
tumors  having  been  absorbed  is  too  well  established  to  admit  of 
doubt." 

Dr.  Meadows  is  quoted  in  some  text-books  as  a  practical  authority 
on  the  subject,  but  he  merely  states  that  cases  of  disappearance  of 
fibroids  have  occurred  in  his  experience,  without  adding  any  clinical 
report.  Dr.  C.  H.  F.  Routh,  in  1863,  turned  attention  to  the  tenden- 
cies of  fibroids  to  diminish  and  afterward  increase.  The  cases  of 
disappearance  under  his  own  observation  will  be  described. 

Dr.  Play  fair,  in  a  communication  to  these  Transactions,  the  name 
of  which  I  have  purposely  repeated  at  the  heading  of  the  present 
memoir,  is  careful  to  distinguish  between  cases  of  disappearance  of 
fibroids  before  the  menopause  and  cases  where  fibroids  have  disap- 
peared at  or  about  that  period  of  a  woman's  life. 

Dr.  McClintock  believed  in  the  spontaneous  destruction  of  fibroids 
inclosed  in  the  uterine  tissue  (as  separate  from  polypi).  "  It  seems  a 
thing  not  impossible  for  tumors  having  apparently  all  the  characters 
of  the  kind  we  have  been  considering"  (that  is,  uterine  fibroids)  "to 
be  removed  by  a  process  of  atrophy  or  absorption.  .  .  .  No  example 
has  come  under  my  own  observation."    Sir  Charles  Clarke's  case, 
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which  he  quotes,  was  clearly  an  example  of  breaking  down  and  dis- 
charge of  the  debris  of  a  submucous  fibroid  through  the  vagina.  At 
the  beginning  of  the  history  the  tumor  "  was  found  descending  into 
the  vagina  from  the  cavity  of  the  uterus."  The  patient  died,  "worn 
out  by  pain  and  discharge."  At  the  necropsy,  "upon  the  anterior 
part  of  it"  (the  uterus),  "near  the  fundus,  were  found  two  small  tu- 
mors as  large  as  peas,  which  were  probably  the  same  tumors  before 
felt  of  the  size  above  mentioned"  ("one  the  size  of  a  man's  fist,  the 
other  twice  this  size  "),  "  as  there  was  no  other  vestige  of  them."  The 
"probability  "  is  strong  in  this  case. 

Pozzi  classes  cases  of  alleged  disappearance  of  uterine  fibroids 
under  "  softening."  He  observes  that  the  tumors  increase  together 
with  the  uterus  in  pregnancy,  and  that  they  grow  softer  after  delivery, 
"  by  a  process  which  has  been  attributed,  on  somewhat  hypothetical 
grounds,  to  fatty  degeneration."  In  a  work  published  nearly  twenty 
years  ago,  and  occasionally  quoted  second-hand,  he  introduces  Gue- 
niot's  cases,  which  will  here  be  related  direct  from  the  original  source. 
He  adds  the  three  following  cases,  which  are  of  little  value,  as  it  is 
only  implied  that  spontaneous  cure  occurred.  I  give  them  below  as 
a  warning  to  all  who  would  rely  on  second-hand  and  imperfect  in- 
formation.   M.  Pozzi  does  not  include  them  in  his  standard  work. 

1.  Spontaneous  cure  ("  aucnn  traite?nent  chirurgical "),  case  of  pro- 
found anaemia  with  large  and  multiple  interstitial  fibroids  ;  raenor- 
rhagia.  A  year  after  observation  the  floodings  had  ceased  and  the 
patient  was  well.    "  No  information  as  to  the  local  condition." 

2.  A  "  sister  "  refused  vaginal  examination.  Severe  menorrhagia. 
A  hard  tumor,  rising  several  fingers'  breadth  above  the  pubes,  bearing 
all  the  characters  of  a  fibroid.  No  surgical  treatment.  Recovery. 
No  fresh  local  examination. 

3.  Menorrhagia  after  operation  for  a  fibrous  tumor  projecting  from 
the  cervix.  An  interstitial  fibroid  developed.  Floodings  ceased.  The 
tumor  remained  "half  as  big  as  an  adult's  head,"  but  no  note  is  made 
of  its  size  before  the  floodings  ceased.    Patient's  health  perfect. 

Courty  writes  :  "  As  to  the  natural  reabsorption  of  the  tumor, 
though  it  must  never  be  absolutely  counted  upon,  such  remarkable 
examples  are  known  (I  myself  have  seen  very  authentic  cases)  of 
satisfactory  modifications  and  of  cure  by  well-directed  medication, 
that  we  must  not  hesitate  to  prescribe  all  methods  of  which  the  action, 
as  a  resolvent,  is  incontestable." 

Professor  Schroeder  states  that  there  can  be  "  no  doubt  that  the 
recession  and  even  the  complete  disappearance  of  these  growths  is 
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observed."  He  admits  that  the  diagnosis  "  may  appear  a  little  doubt- 
ful "  in  some  of  the  many  recorded  cases,  but  in  the  majority  the  cor- 
rectness of  diagnosis  is  "beyond  question." 

Gusserow,  a  very  high  authority  on  all  things  connected  with 
fibroids,  speaks  of  the  process  of  disappearance  as  mere  atrophy, 
fatty  degeneration  of  the  muscular  elements,  and  shriveling  of  the 
connective  tissue  ;  in  fact,  a  kind  of  cirrhosis.  He  significantly  adds 
that  it  is  well  known  that  many  observations  on  the  disappearance  of 
fibroids  are  unreliable. 

Carl  Schorler  has  written  in  a  truly  scientific  spirit  on  uterine 
fibroids,  and  in  association  with  the  subject  of  this  communication  we 
may  note  how  he  has  collected  series  of  cases  improved  by  ergot,  and 
others  not  improved  by  the  use  of  that  drug.  In  the  "improvement  " 
series  we  find  that  the  majority  of  patients  were  over  forty-five. 
Hence  the  coincidence  of  climacteric  changes  must  be  remembered, 
as  these  changes  may  claim  the  chief  share  in  cure. 

De  Sinety 's  opinion  on  the  subject  deserves  notice,  not  only  be- 
cause he  is  a  high  authority  on  uterine  pathology,  and  wrote  the 
opinion  to  which  I  refer  as  recently  as  1886,  but  also  because  he  ex- 
presses it  in  an  article  in  the  well-known  colossal  standard  medical 
dictionary  as  popular  in  this  country  as  in  France.  French  writers 
are  known  to  be  very  industrious  in  hunting  up  original  records  and 
digesting  the  results  in  summaries.  De  Sinety  writes  :  "  Cases  of 
spontaneous  disappearance  of  fibroids  are  at  the  present  day  fairly 
numerous  in  the  annals  of  science.  This  reabsorption  is  effected  by 
different  processes.  Pregnancy  and  the  menopause  appear  to  exer- 
cise an  influence  on  these  retrograde  phenomena,  although  they  have 
also  been  observed  in  nulliparous  women  and  during  the  most  active 
period  of  sexual  life  ;  sometimes  fibroids  undergo  fatty  degeneration." 

De  Sinety  is,  we  must  note,  rather  vague  as  to  the  spontaneous  ' 
disappearance  of  fibroids  independent  of  pregnancy  and  the  meno- 
pause. He  confines  himself  to  saying  that  cases  "have  also  been  ob- 
served." Further  on  he  writes  about  rare  cases  of  softening  and  dis- 
charge of  the  tumor  without  suppuration  or  gangrene.  Here  it  is 
particularly  noteworthy  that  while  he  says  not  a  word  about  personal 
experience  of  spontaneous  disappearance  of  fibroids,  he  now  goes  out 
of  his  way  to  describe  a  case  of  cure  by  spontaneous  elimination. 

"  We  have  observed  a  case  of  this  kind  where  a  fibroid  tumor  was 
eliminated  piecemeal  in  shreds  so  much  resembling  fcetal  membranes 
that  they  had  been  diagnosticated  anatomically  as  such.  Histological 
examination  showed  that  these  membranous  products,  spontaneously 
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expelled  and  followed  by  a  foetid  discharge  resembling  the  lochia, 
represented  a  fibro-myoma.  A  few  years  later  this  patient  became 
pregnant,  aborted,  and  expelled  at  the  same  time  fresh  pieces  of  the 
tumor,  mixed  with  placental  relics." 

The  foetid  discharge  occurred  in  my  case. 

The  most  recent  clinical  work  on  the  changes  observed  in  fibroids 
was  published  in  the  beginning  of  1893  by  Professor  Kleinwachter,  of 
Czernowitz,  already  known  as  an  investigator  into  the  pathogenesis 
of  myoma.  He  records  forty  fairly  long  histories  of  uterine  fibroids 
under  his  own  observation.  He  finds  that  it  is  quite  exceptional  for 
a  fibroid  to  diminish  or  even  remain  quite  stationary  before  the  meno- 
pause. He  also  maintains  that  it  is  likewise  exceptional  for  fibroids 
to  grow  less  after  the  menopause.  Only  one  out  of  his  forty  seem  to 
have  grown  less  when  the  catamenia  disappeared.  But  the  clinical 
histories  of  the  series  date  from  1884  or  later;  hence  few,  if  any, 
"  change-of-life  cases "  have  been  watched  for  a  sufficiently  long 
period.  There  remains  time  for  many  to  diminish.  When  experi- 
enced observers  say  that  fibroids  grow  less  after  the  menopause,  they 
do  not  necessarily  mean  immediately  after.  Professor  Kleinwachter's 
three  cases  of  disappearance  of  fibroids  will  be  related. 

At  the  onset  I  must  point  out  that  in  many  of  these  cases  the 
"  disappearance  "  is  by  no  means  complete. 

II.  Cases  as  Reported. 

1 .  Spontaneous  Disappearance  of  Fibroids  directly  associated  with 

Pregnancy. 

(1)  Scanzoni's  case  of  resolution  of  a  fibroid  during  post-partum 
involution  of  the  uterus  has  been  widely  quoted.  His  own  words  are  : 
"  We,  for  example,  observed  a  fibroid  of  about  the  size  of  a  man's 
head,  and  thoroughly  diagnosticated,  disappear  so  completely  during 
the  puerperium  that  six  weeks  after  delivery  not  a  trace  was  to  be 
found  of  the  tumor  which  had  existed  for  eleven  years." 

Gusserow  shows  that  the  slow  or  quick  growth  of  a  fibroid  de- 
pends on  the  prevalence  of  fibrous  or  of  muscular  tissue.  This  point 
is  hard  to  determine  clinically,  but  a  purely  myomatous  tumor  must 
vary  in  size  more  than  a  fibro-myoma,  and  is  assuredly  more  likely  to 
be  influenced  by  gestation  and  involution. 

(2)  Herpin  witnessed  a  Caesarean  section  performed  by  Mayor,  of 
Geneva,  who,  he  notes,  was  the  first  to  apply  auscultation  to  the  diag- 
nosis of  pregnancy.    The  patient  had  already  borne  two  children. 
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A  solid,  but  not  bony,  pelvic  tumor  had  been  detected  at  the  seventh 
month.  "  Labor  pains  set  in  at  term.  Caesarean  section  was  per- 
formed, the  result  being  fortunate  for  mother  and  child  ;  the  tumor 
itself  ultimately  disappeared."  It  is  unfortunate  that  no  note  could 
be  made  of  the  appearance  of  the  tumor  as  seen  or  felt  at  the  opera- 
tion, though,  no  doubt,  the  operator  rightly  avoided  disturbing  the 
parts  as  much  as  possible. 

(3)  A  patient  under  Pozzi's  care  became  pregnant  when  under- 
going treatment  for  a  large  fibroid  at  a  watering  place.  The  tumor 
grew  to  double  its  size  previous  to  gestation.  Delivery  occurred 
without  any  complication,  and  the  fibroid  afterward  disappeared 
without  leaving  a  trace  behind.  M.  Pozzi  adds  that  Gusserow  has 
rightly  pointed  out  that  fatty  degeneration  of  fibroids  has  never  been 
proved  microscopically,  excepting  in  Freund  and  Martin's  two  cases, 
where  the  tumors  did  not  diminish  in  size. 

(4)  Dr.  Kidd,  of  Dublin,  speaks  of  a  case  where  a  student,  after 
delivering  a  woman  (age  not  stated),  mistook  a  fibroid  for  a  twin. 
Dr.  Kidd  was  called  in  and  discovered  a  "large  fibrous  tumor." 
Two  months  afterward  he  found  that  the  uterus  had  gone  back  to  its 
normal  size.  The  tumor  was,  he  states,  "  intra-uterine  "  ;  it  must 
have  been,  in  fact,  more  or  less  submucous. 

(5)  Dr.  Sedgwick  was  called  in  to  a  woman,  aged  thirty  years, 
suffering  from  retroversion  of  the  gravid  uterus  in  the  second  month  ; 
there  was  a  fibrous  tumor  in  the  posterior  wall.  Abortion  followed. 
Within  a  year  she  again  became  pregnant,  and  suffered  from  uncon- 
trollable vomiting.  The  uterus  was  easily  examined  through  the  very 
thin  parietes  of  the  emaciated  patient  ;  in  its  front  wall  were  four 
fibrous  tumors,  each  as  big  as  a  walnut,  and  toward  the  middle  of  the 
posterior  wall  another  of  the  same  size.  She  was  delivered  at  term. 
In  her  next,  as  well  as  in  subsequent  pregnancies,  Dr.  Sedgwick  re- 
peatedly explored  her,  but  could  find  no  trace  of  the  fibroids.  The 
abdominal  walls  remained  thin. 

(6)  Professor  A.  R.  Simpson  describes  a  typical  case  of  involution 
of  a  uterine  fibroid  after  labor  which  he  traced  in  conjunction  with 
Dr.  James  Young.  The  third  stage  of  labor  was  "troublesome"; 
next  day  the  fundus  was  an  inch  or  two  below  the  level  of  the  um- 
bilicus. A  large,  firm,  equable  mass  could  be  easily  manipulated 
through  the  relaxed  abdominal  wall,  growing  from  the  upper  part  of 
the  anterior  wall  of  the  uterus,  and  reaching  the  size  of  a  child's  head 
in  the  right  hypochondrium.  This  large  fibroid  mass  became  greatly 
reduced  in  size  during  the  puerperal  week,  and  when  the  patient 
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passed  from  under  Dr.  Young's  observation  it  had  diminished  to  the 
size  of  a  hen's  egg,  and  was  lodged  within  the  pelvic  cavity. 

(7)  Professor  Simpson  reports  a  second  case  of  involution  of  a 
fibroid  after  pregnancy  in  his  own  practice.  However,  during  ges- 
tation it  only  "  felt  as  if  of  the  size  of  a  walnut "  through  the  abdomi- 
nal walls.  It  disappeared  within  two  months.  Eight  months  later 
Professor  Simpson  found  her  in  the  fifth  or  sixth  month  of  her  second 
pregnancy.  44  The  outline  of  the  uterus  was  smooth  ;  the  tumor  had 
melted  completely  away,  and  had  never  been  reproduced."  He  ad- 
mits that  "  there  is  more  room  for  discussion  as  to  whether  such  a 
process  occurs  in  them  (fibroids)  under  other  circumstances  " — out- 
side pregnancy.  He  contents  himself  with  seeing  no  reason  to  doubt 
that  a  fibroid  may  be  disintegrated,  without  subsequent  expulsion 
through  the  genital  canal,  in  non-pregnant  subjects,  but  he  does  not 
put  forward  any  clinical  evidence. 

Dr.  Emmet's  three  cases  of  disappearance  of  a  fibroid  in  the  ante- 
rior wall  during  pregnancy  are  classical  ;  they  are  quoted,  for  exam- 
ple, in  the  third  French  edition  of  Courty's  treatise,  Maladies  de 
rUte'rus,  page  1111.  It  is  significant,  showing  how  little  trust  can 
be  placed  in  the  very  best  text-books  as  regards  questions  of  detail 
and  any  second-hand  information,  that  the  important  subject  here 
quoted  is  relegated  by  Courty  to  a  footnote,  and  that  no  mention  is 
made  of  the  size  of  the  absorbed  fibroids.  On  reference  to  the  origi- 
nal wrork,  I  find  that  in  Emmet's  first  case  (8)  the  fibroid,  during  the 
third  month  of  pregnancy,  was  "as  prominent  and  well  defined  as  a 
door  knob  would  be  when  in  the  grasp  of  the  hand."  In  the  second 
(9)  the  size  of  the  fibroid  is  not  even  indicated.  In  the  third  (10) 
"  the  tumor  was  much  smaller  than  in  either  of  the  other  cases,  but 
the  fact  was  as  well  settled  in  my  mind  as  to  its  disappearance  during 
her  pregnancy." 

(11)  Dr.  Madge  read  a  paper  before  this  society  over  eleven  years 
ago,  where  he  very  carefully  observed  the  growth  of  a  cluster  of 
fibroids,  varying  in  size  from  that  of  a  walnut  to  a  large  orange,  on 
the  uterus  of  a  pregnant  woman  who,  it  must  be  noted,  was  forty 
years  old.  Six  months  after  delivery  three  of  the  smaller  outgrowths 
had  disappeared.  Sixteen  months  after,  the  uterus  with  the  largest 
fibroid  was  still  easily  felt  above  the  pubes  ;  two  of  the  smaller  tumors 
were  distinctly  made  out.  Of  the  rest  of  the  large  cluster  observed 
during  pregnancy,  and  until  three  months  after  labor,  only  traces  re- 
mained, one  such  trace  being  about  the  size  of  a  bean. 

(12)  Quite  recently  the  Transactions  have  been  enriched  by  Dr, 

15 


226 


Transactions  of  Societies. 


John  Phillips's  case  where  a  woman  was  delivered,  when  thirty-six, 
by  craniotomy,  in  consequence  of  a  large  fibroid  in  the  anterior  wall 
blocking  up  the  pelvis.  This  tumor  was  of  the  size  of  a  cocoanut. 
A  year  later  the  patient  was  again  confined,  and  died  from  post-par- 
tum  haemorrhage.  The  placenta  was  adherent  over  the  site  of  the 
previously  existing  fibroid,  the  uterine  wall  was  much  thickened  in 
that  position,  but  no  further  trace  of  the  tumor  could  be  discovered. 
There  was  a  small  intramural  fibroid  in  the  posterior  uterine  wall. 
The  uterus  was  exhibited  before  the  society. 

(13)  Kleinwachter,  a  most  accurate  contemporary  observer,  has 
recorded  a  good  example  of  involution  of  a  fibroid  after  pregnancy. 
The  patient,  aged  thirty-two,  was  in  the  fifth  month  of  her  fifth  preg- 
nancy in  April,  1888.  A  hard,  crescentic,  pedunculated  tumor  "  the 
size  of  half  a  fist  "  stood  out  in  relief  from  the  right  side  of  the  gravid 
uterus.  A  month  later  it  was  larger.  The  patient  was  safely  deliv- 
ered. In  June,  1890,  the  tumor  had  disappeared.  The  uterus  was  a 
little  above  the  normal  size.    Menstruation  was  normal. 

In  No.  2i,  Class  3,  pregnancy  occurred  after  the  fibroid  had  be- 
gun to  diminish  conspicuously.  In  No.  19,  Class  2,  the  tumor  appar- 
ently did  not  diminish  till  about  a  year  after  delivery. 

2.  Spontaneous  Disappearance  of  Fibroids  ;  Patients  under  Forty-five ; 
History  indicating  Inflammatory  Co?nplication ;  Congestion;  Injury, 
etc. 

(14)  Dr.  Rigby  had  a  case  under  observation  in  St.  Bartholomew's 
Hospital.  "  Two  large  masses,  having  all  the  characters  of  fibrous 
tumor,  could  be  felt  through  the  abdominal  parietes,  the  one  imme- 
diately behind  and  above  the  symphysis  pubis,  and  evidently  arising 
from  or  seated  in  the  uterus  ;  the  other  above  it,  and  extending  nearly 
or  up  to  the  umbilicus.  She  was  suffering  severely  from  an  attack  of 
pelvic  inflammation,  with  great  excitement  of  the  circulation ;  six 
leeches  were  applied  per  vaginam  to  the  most  painful  spot,  and  a  pro- 
fuse haemorrhage  followed,  which  could  not  be  stopped  until  she  had 
lost  a  large  quantity  of  blood  ;  the  flushed  face  had  become  pale,  the 
hard  throbbing  pulse  soft  and  feeble.  In  a  week  the  lower  tumor  had 
evidently  become  softer  and  smaller,  and  in  the  course  of  a  month 
could  be  no  longer  felt.  The  other  one  had  also  undergone  similar 
changes,  but  in  less  degree  ;  and  in  about  six  or  eight  weeks  more 
disappeared  also." 

(15)  Dr.  Prieger,  who  naturally  desired  to  demonstrate  the  excel- 
lences of  Kreuznach,  dwelt  (loc.  cit.,  page  187)  on  his  Case  5,  Mrs. 
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I.,  from  the  north  of  England.    She  had  a  fibroid  which  formed  an 
enormous  mass  closely  connected  with  the  uterus,  and  appeared  as 
though  in  the  last  month  of  pregnancy.    After  a  course  of  baths  at 
Kreuznach  it  was  found  that  the  expected  process  of  absorption  had 
taken  place,  so  that  the  mass  was  reduced  to  several  growths,  easily 
distinguishable  on  deep  pressure  with  the  fingers  on  the  abdomen, 
and  separately  connected  with  the  uterus.    They  were  only  united  to 
each  other  by  bandlike  structures — evidently  adhesions.    This  ob- 
servation suggests  the  previous  disappearance  of  old  inflammatory 
products,  very  possibly  as  the  result  of  treatment  at  Kreuznach.  The 
full  history  {Joe.  cit.,  page  244)  of  the  case  confirms  this  suggestion. 
Dr.  Prieger  first  saw  the  patient  (a  married  childless  lady,  "who  had 
reached  climacteric  years,"  page  248)  in  the  spring  of  1847.  From 
the  uterus  sprang  a  mass  "  of  the  size  of  a  big  man's  head."    It  com- 
pletely filled  the  true  pelvis,  and  reached  upward  higher  than  the 
umbilicus.    It  formed  a  compact  mass,  not  uniform  in  hardness,  and 
bearing  on  its  surface  several  deep  grooves  or  depressions.  The 
hardness  was  considerable,  so  that  the  substance  of  the  tumor  only 
yielded  to  the  touch  at  a  few  points  which  were  mostly  in  the  neigh- 
borhood of  the  grooves.    The  patient  made  out  that  the  tumor  had 
doubled  its  previous  size  within  the  last  three  months  before  Dr. 
Prieger  examined  her.    She  came  under  his  treatment  at  Kreuznach, 
and  was  subjected  to  a  course  of  baths  and  systematic  alkaline  fomen- 
tations.   The  tumor  soon  became  softer.    In  July,  1847,  ne  found 
that  it  was  no  longer  uniform,  but  multiple,  and  in  a  few  months  the 
individual  fibroids  became  smaller,  and  ligamentous  bands  ran  be- 
tween them.    An  attack  of  flooding  and  fever  occurred  in  August, 
and  subsided  after  rest.    On  returning  to  England,  the  patient  found 
that  the  tumor  grew  bigger  again,  so  she  returned  to  Kreuznach  in 
the  season  of  1848.    The  tumor  once  more  diminished  in  size;  some 
of  the  smaller  and  softer  outgrowths  disappeared  completely.  In 
1849  s^e  underwent  a  third  course  of  treatment  at  Kreuznach,  and 
the  tumor  became  so  small  that  Dr.  Prieger  wrote  and  informed  her 
English  medical  adviser  that  further  diminution  could  hardly  be  ex- 
pected.   The  period  ceased  in  1850.    In  1851  the  patient  paid  her 
last  visit  to  Kreuznach,  as  the  tumor  had  slightly  increased  in  size. 
It  grew  smaller  again,  and  after  that  date  seems  to  have  remained 
quiescent  until  the  case  was  reported  two  years  later. 

In  fact,  this  was,  in  all  probability,  a  case  of  multiple  fibroid  tu- 
mors, welded  together  by  adhesions  which  converted  them  into  a 
single  large  tumor.    Rest,  baths,  and  fomentations  caused  the  reso- 
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lution  of  most  of  the  adhesions,  and  the  separate  fibroid  outgrowths 
grew  smaller,  owing  in  part,  perhaps,  to  the  influence  of  the  climacteric. 

(16)  Dr.  Playfair  relates  a  case  of  very  high  interest,  as  it  demon- 
strates the  dangers  of  the  sound,  even  in  skilled  hands  ;  and  it  also 
resembles,  in  two  essential  points,  the  case  in  my  own  experience,  for 
the  fibroid  became  fixed  and  disappeared  after  inflammatory  compli- 
cations. The  patient  was  thirty-five,  and  subject  to  metrorrhagia. 
In  February,  1867,  the  cavity  of  the  pelvis  was  found  to  be  occupied 
by  a  large  nodular  mass  of  uterine  fibroid,  principally  attached  to  the 
right  side  of  the  uterus,  but  also  occupying  Douglas's  space,  which 
could  be  felt  through  the  abdomen,  and  was  apparently  about  the 
size  of  an  adult  head.  The  uterus  itself  was  pushed  up  behind  the 
symphysis  pubis.  Shortly  afterward  an  attempt  to  pass  the  sound 
proved  a  failure,  as  the  tumor  projected  so  much  into  the  uterine 
cavity.  An  acute  attack  of  pelvic  inflammation  followed.  The  uterus 
and  its  growths  became  fixed,  and  so  much  exudation  was  thrown  out 
that  the  nodules  on  the  mass  could  no  longer  be  distinguished.  After 
the  patient  had  remained  in  hospital  for  a  month  about  half  a  pint  of 
pus  was  discharged  from  the  vagina.  Twelve  days  later  the  patient 
was  discharged.  The  site  of  exit  of  the  pus  could  not  be  detected. 
"  The  tumors  were  in  much  the  same  condition  as  formerly."  In 
January,  1868,  Dr.  Playfair  again  examined  her.  "  The  uterus  was 
then  in  its  natural  position  in  the  pelvis,  and  freely  movable.  No 
trace  of  the  fibroid  tumors  could  be  felt,  and  the  only  unnatural  con- 
dition I  could  make  out  was  an  indefinite  sense  of  thickening  in  the 
right  broad  ligament." 

(17)  My  own  case  comes  under  a  similar  category.  As  in  Dr. 
Playfair's,  there  was  a  nodular  mass  bearing  all  the  characters  of  a 
fibroid,  and  pelvic  inflammation  occurred,  followed  first  by  discharge, 
and  then  by  disappearance  of  the  fibroid. 

(18)  Professor  von  Mosetig  read  before  a  Vienna  society  in  Octo- 
ber, 1888,  an  account  of  a  case  where  the  pelvis  of  a  patient  was 
blocked  by  a  lobulated  tumor  "as  large  as  a  man's  head,"  which 
reached  upward  as  far  as  two  fingers'  breadth  below  the  umbilicus. 
The  patient  began  to  suffer  in  February,  1888,  from  the  usual  pres- 
sure symptoms,  and  metrorrhagia,  which  went  on  for  three  months. 
The  cervix  was  not  high  in  the  pelvis,  but  was  compressed  antero- 
posteriorly.  The  tumor  was  quite  fixed.  On  October  7th  von  Mosetig 
performed  an  exploratory  operation.  The  tumor  could  not  be  moved, 
and  its  surface  on  exposure  and  manipulation  became  deeply  con- 
gested, ecchymosis  appearing  at  several  points.    He  expressed  no 
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doubt  in  his  report  that  the  tumor  was  a  fibroid.  The  wound  was 
closed.  Very  soon  all  discomfort  passed  away.  On  examining  the 
patient  on  the  fourteenth  day,  von  Mosetig  "  could  hardly  believe  his 
own  eyes."  The  tumor  had  diminished  by  more  than  one  half. 
Douglas's  pouch,  previously  filled  by  a  firm  mass,  was  now  free. 
Eight  days  later  the  tumor  was  yet  smaller,  "  scarcely  as  large  as  a 
man's  fist."  He  attributes  the  phenomenon  to  the  hyperemia  ob- 
served during  the  operation.  It  caused  the  tumor  to  diminish,  just 
as  similar  uterine  fibroids  grow  smaller  during  erysipelas.  He  has 
even  known  a  soft  sarcoma  to  diminish  in  the  course  of  the  same  dis- 
ease, through  changes  induced  by  hyperaemia. 

(19)  Dr.  Gueniot's  case  was  first  seen  in  March,  1868.  She  was 
then  forty  years  old  and  seven  months  pregnant,  and  further  afflicted 
with  a  huge  fibroid,  as  well  as  several  smaller  outgrowths,  which  could 
be  felt  through  the  abdominal  walls  on  the  anterior  surface  of  the 
uterus.  The  tumor  itself  almost  filled  the  pelvic  cavity,  pushing  the 
cervix  forward  and  flattening  the  rectum.  Owing  to  the  pregnancy, 
its  upper  limits  could  not  be  determined.  Dr.  Jarjavay  had  examined 
the  case  a  year  before  ;  the  tumor  was  then  "  as  big  as  a  child's  head, 
and  as  hard  as  marble."  At  the  eighth  month  the  pelvis  was  so 
blocked  that  it  was  determined  to  perform  Caesarean  section  at  term 
if  the  fibroid  did  not  rise  out  of  the  pelvis.  Fortunately,  this  is  just 
what  occurred  on  May  17th,  after  labor  pains  had  been  for  two  hours 
in  progress  and  a  quantity  of  liquor  amnii  had  escaped.  The  tumor 
rose  slowly,  but  it  was  not  till  sixteen  hours  after  the  beginning  of 
labor  that  it  came  to  lie  entirely  above  the  pelvic  inlet.  The  fcetal 
head  was  then  able  to  occupy  its  right  place  in  the  pelvis,  and  was 
delivered  four  hours  later.  The  patient  suffered  afterward  from 
chronic  urticaria,  dysuria,  painful  micturition,  and  occasional  menor- 
rhagia.  The  fibroid  seemed  to  remain  stationary,  then  she  was  seized 
with  dull  pains  and  malaise  for  a  month.  Great  relief  followed,  and 
in  June,  1869,  she  told  Dr.  Gueniot  that  she  had  never  felt  so  well  for 
ten  years.  He  examined,  but  found  that  the  tumor  had  but  little 
diminished  in  size.  The  smaller  outgrowths  lay  on  the  front  of  the 
uterus,  the  largest  being  as  big  as  a  hen's  egg.  The  fundus  reached 
four  inches  above  the  pubes.  Eight  months  later  the  patient's  health 
again  failed,  flooding  set  in,  and  Dr.  Gueniot  found  that  the  tumor 
had  become  softer.  Violent  laborlike  pains  were  observed  in  Sep- 
tember, 1870.  On  November  2d  Dr.  Gueniot  found  that  the  cervix 
was  effaced  as  in  my  case,  its  posterior  lip  being,  as  it  were,  absorbed 
by  the  tumor.    The  anterior  lip  was  recognized  as  a  slight  elevation ; 
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on  touch,  sharp  neuralgic  pains  were  set  up.  By  December  27th  the 
body  of  the  uterus  was  found  much  smaller  ;  the  fundus  and  the 
smaller  fibroids  hardly  rose  above  the  pubes.  The  pelvic  cavity  was 
almost  free,  as  the  large  tumor  had  diminished  in  size  by  over  one 
half.  There  was  no  history  of  the  discharge  of  any  solid  or  fluid  by 
the  vagina,  rectum,  or  bladder.  (In  August,  1890,  No.  17  discharged.) 
But  during  the  whole  of  December  the  patient  was  feverish,  the  rise 
of  temperature  being  distinctly  intermittent  at  first,  but  soon  becom- 
ing constant.  Dr.  Gueniot  speaks  of  this  condition  as  "  true  reabsorp- 
tion  fever."  At  the  same  time  she  was  very  weak  and  grew  emaciated, 
keeping  to  her  bed.  Yet  she  had  never  been  so  easy  as  to  defecation 
and  micturition  since  her  illness.  A  course  of  quinine  and  arsenic 
was  tried,  but  set  up  gastritis  and  stomatitis.  On  January  6th  a  diet 
of  cold  broth  was  prescribed,  and  it  answered  well,  for  at  the  end  of 
ten  days  the  patient  was  convalescent 

On  September  4,  187 1,  Dr.  Gueniot  again  examined  the  patient. 
The  body  of  the  uterus  was  anteverted  and  about  one  third  larger 
than  usual.  The  fundus  could  be  felt  level  with  the  pubes  on  bi- 
manual palpation.  A  firm  tuberosity  was  detected  on  its  anterior  sur- 
face. The  vaginal  fornices  were  quite  free  ;  not  a  trace  of  the  large 
tumor  could  be  detected.  His  last  report  is  dated  December  27,  187 1. 
The  condition  remained  as  in  September.  The  period  was  somewhat 
irregular,  often  appearing  at  short  intervals,  with  discharge  of  small 
clots.  The  patient,  then  forty-three  years  old,  bore  fatigue  well  and 
felt  quite  strong. 

3.  Spontaneous  Disappearance  of  Fibroids ;  Patients  reported  as  under 
Forty -jive ;  Cases  not  directly  associated  with  Pregnancy,  Pelvic 
Inflammation,  etc. 

(20)  Dr.  Playfair  describes  a  case  where  the  patient  was  only 
twenty-two.  She  had  borne  three  children  and  was  subject  to  epi- 
lepsy. In  November,  1865,  Dr.  Playfair  detected  a  firm  globular 
fibroid  tumor,  the  size  of  a  large  orange,  attached  behind  and  to  the 
right  side  of  the  uterus.  There  was  menorrhagia.  She  was  kept  for 
six  months  under  the  influence  of  bromide  of  potassium,  and  the  fits 
disappeared  for  a  time.  In  July,  1866,  Dr.  Playfair  again  examined 
her.  "  The  most  careful  and  prolonged  examination  failed  to  enable 
me  to  detect  any  trace  of  the  tumor  which  had  formerly  been  so  fre- 
quently felt. 

(21)  In  a  case  described  by  Dr.  McClintock  the  patient  was 
twenty-eight,  four  years  married,  and  never  pregnant.    The  uterus 
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formed  a  tumor  above  the  pubes  of  the  size  of  an  orange,  hard  and 
tender.  After  a  three  months'  course  of  chloride  of  calcium,  given 
with  tincture  of  perchloride  of  iron,  she  left  the  hospital  in  February, 
1858,  with  the  tumor  much  reduced  in  size.  Dr.  McClintock  did  not 
see  her  again  till  June,  1861,  when  no  trace  of  the  tumor  remained. 
She  had  become  pregnant  in  January,  i860,  and  gave  birth  to  a  dead 
child  at  the  end  of  the  eighth  month.  The  pregnancy,  no  doubt, 
played  some  part  in  effecting  the  complete  disappearance  of  the  tumor. 

(22)  M.  Behier  describes  a  case  where  a  large  fibroid  tumor  dis- 
appeared within  three  months.  The  patient  was  a  laundress,  aged 
twenty-nine.  Thirteen  months  before  admission  into  hospital  dys- 
menorrhea and  menorrhagia  set  in ;  she  had  recently  been  confined. 
She  then  noticed  a  small  tumor  in  the  hypogastrium.  Shortly  before 
admission  severe  flooding  occurred  during  a  period,  and  the  tumor 
suddenly  became  much  larger.  M.  Behier  found  the  lower  part  of 
the  abdomen  filled  by  a  solid  firm  tumor,  with  a  perfectly  smooth  sur- 
face. It  was  eight  inches  and  a  half  broad  and  seven  inches  in  ver- 
tical measurement.  The  lateral  fornices  were  effaced,  and  all  move- 
ments of  the  uterus  in  the  pelvis  were  communicated  to  the  abdominal 
tumor.  No  special  treatment  was  adopted,  but  the  pain  and  flooding 
were  treated  "by  appropriate  means."  There  was  no  rise  of  temper- 
ature. The  tumor  steadily  and  rapidly  diminished  in  size,  the  patient 
remaining  in  hospital  under  careful  observation.  Three  months  after 
admission  M.  Behier  found  that  it  had  totally  disappeared.  The 
cure,  he  insisted,  was  quite  spontaneous.  The  distinct  history  of 
menorrhagia  tends  to  confirm  the  diagnosis  of  fibroid.  Dr.  Gueniot 
publishes  this  case. 

(23)  Courty  publishes  the  case  of  a  barren  woman  aged  thirty, 
subject  for  long  to  uterine  congestions  and  floodings.  An  interstitial 
tumor  in  the  anterior  uterine  wall  was  clearly  defined.  After  being 
treated  for  several  months  with  steel,  ergot,  and  other  means,  she  got 
better.  A  year  after  his  last  visit  Dr.  Courty  saw  her  again.  The 
uterus  had  so  much  diminished  that  hardly  any  trace  remained  of  the 
swelling,  once  so  marked,  which  he  had  detected  in  its  anterior  seg- 
ment. 

M.  Courty  says  nothing  whatever  about  the  size  of  the  fibroid  in 
the  anterior  wall  when  he  first  saw  it.  The  paragraph  on  this  case  is 
not  included  in  Dr.  Agnes  McClaren's  translation  of  the  same  (third) 
edition  of  M.  Courty's  work.    (See  p.  667,  translation.) 

(24)  Hildebrandt,  in  a  memoir  on  the  effects  of  subcutaneous  in- 
jections of  ergot,  includes  a  case  where  the  patient  was  thirty-three 
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and  the  uterus  the  seat  of  a  large  fibroid,  so  that  that  organ  was  of 
the  size  normally  attained  at  the  twenty-eighth  week  of  pregnancy. 
After  fifteen  weeks'  treatment  the  uterus,  easily  explored  by  bimanual 
palpation,  was  no  larger  than  in  a  healthy  non-pregnant  multipara, 
and  its  cavity  was  of  the  normal  length.  In  his  other  successful  cases 
the  diminution  was  much  less.  The  direct  or  indirect  part  played  by 
the  ergot  can  not  be  discussed. 

(25)  Dr.  C.  H.  F.  Routh,  in  his  Lettsomian  Lectures,  says  that 
he  has  met  with  at  least  two  distinct  cases  of  large  fibroid  which,  he 
would  say,  filled  the  pelvis,  and  materially  interfered  with  the  func- 
tions in  that  cavity,  where  the  tumors  had  gradually  diminished  to 
the  size  of  small  apples.  In  one  case  the  patient  was  about  thirty-five, 
with  menorrhagia.  Dr.  Routh  informed  me  of  her  age  in  a  private 
letter,  and  added  that  she  is  now  (March,  1893)  living,  aged  about 
sixty-five.    The  tumor  has  disappeared. 

(26)  Kleinwachter,  in  his  series  of  forty  fibroids  where  the  history 
was  carefully  watched,  includes  one  case  where  the  patient  was  thirty- 
seven  in  March,  1884,  and  subject  to  severe  haemorrhages.  The 
uterus  was  hard  and  irregular  in  outline.  Its  right  horn  extended  to 
two  fingers'  breadth  below  the  umbilicus.  Ergotine  was  given. .  In 
January,  1885,  the  uterus  was  smaller,  the  metrorrhagia  had  ceased. 
In  June,  1886,  the  uterus  was  not  over  the  size  of  a  fist.  Menstru- 
ation was  regular. 

(27)  M.  Depaul  once  examined  a  woman  about  thirty-eight  years 
old,  subject  to  great  anaemia  from  flooding.  A  fibroid  as  big  as  a 
man's  fist  could  be  felt  in  the  anterior  wall  of  the  uterus.  She  under- 
went a  hydropathic  course  of  treatment.  Eight  months  after  M.  De- 
paul first  examined  her,  he  again  explored  the  pelvis.  The  tumor  had 
entirely  disappeared.  She  had  not  borne  children  for  many  years. 
This  case  was  originally  published  by  Dr.  Gueniot. 

(28)  One  case  of  Dr.  Ashwell's  will  find  place  here  ;  the  remaining 
will  be  found  in  the  next  series.  Dr.  Playfair  shows  that  Dr.  Ashwell 
can  not  be  correct  in  attributing  the  disappearance  of  the  tumors  to 
the  prolonged  use  of  iodine  alone,  since  apparently  all  four  patients 
were  over  thirty-nine  and  two  were  forty-eight. 

Dr.  Ashwell,  in  November,  1840,  first  saw  this  case.  She  was 
forty  years  old,  and  two  months  previously  had  discovered  an  enlarge- 
ment in  the  hypogastric  region,  which  was  tender,  but  not  very  pain- 
ful. It  became  larger,  and  as  there  was  much  pain  she  was  examined. 
"A  tumor  of  considerable  induration  [the  Italics  are  Dr.  Ashwell's]  was 
discovered.    Ii  had  risen  three  or  four  inches  toward  the  umbilicus, 
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and  although  it  passed  a  little  to  the  right  of  the  mesian  [sic]  line  of 
the  body,  by  far  the  larger  portion  was  in  the  left  hypogastric  region. 
The  cervix  uteri  was  swollen,  patulous,  and  indurated  in  several 
spots."  Iodine  and  iron  were  given  and  leeches  applied  on  alternate 
mornings  to  the  tumor.  "  The  morbid  enlargement,  by  the  end  of 
February,  did  not  exceed  the  bulk  of  a  large  Seville  orange,  it  having 
in  November  equaled  in  size  a  fcetal  cranium  at  the  full  period  of 
gestation."  By  August,  1841,  the  tumor  had  "sunk  quite  within  the 
pelvic  cavity,"  and  "the  cervix  was  much  more  healthy.  In  1845, 
and  subsequently  in  185 1,  I  was  informed  that  not  a  vestige  of  the 
tumor  remained."  No  doubt  this  tumor  greatly  diminished,  but  it  is 
not  stated  who  gave  the  information  that  not  a  vestige  remained  at 
the  end  of  five  years,  when  the  patient  was  forty-five. 

(29)  In  Dr.  C.  H.  F.  Routh's  second  case  (see  Case  25)  the  pa- 
tient, aged  forty,  was  matron  at  a  charitable  institution,  and  Dr.  Routh 
informs  me  that  she  was  "very  regular,  with  abundance."  The  dimi- 
nution took  about  two  years. 

4.  Spontaneous  Disappeara7ice  of  Fibroids  ;  Patients  reported  as  over 
Forty -five,  or  no  Age  given  j  Cases  not  associated  with  Pregnancy-, 
Pelvic  Inflammation,  etc. 

(30)  Kleinwachter  records  a  second  case  of  marked  diminution, 
though  not  actual  disappearance,  of  these  tumors,  independent  of 
pregnancy.  The  patient,  first  examined  in  July,  1884,  was  forty-five 
years  old,  and  suffered  from  menorrhagia.  The  fundus  reached  to 
within  two  fingers'  breadth  of  the  umbilicus.  Ergotine  was  given. 
Ten  months  later  the  tumor  was  a  little  smaller.  Menstruation  ceased 
in  1889.  In  February,  1S91,  the  tumor  was  hardly  "half  the  size  of 
a  fist."  This  case  will  not  surp'rise  many  British  observers,  yet  Pro- 
fessor Kleinwachter  believes  that  fibroids  do  not,  as  a  rule,  grow 
smaller  at  the  menopause.  The  first  case  has  already  been  noted  ;  it 
occurred  before  climacteric  years.  The  three  remaining  cases  re 
ported  by  Dr.  Ashwell  (see  No.  28)  may  be  placed  here. 

(31)  The  patient  was  forty-six.  She  "had  a  tumor  on  the  left 
side  of  the  abdomen,  occupying  the  space  between  the  umbilicus,  the 
anterior  superior  spinous  process  of  the  ilium,  and  the  symphysis  pubis- 
It  was  hard"  (Italics  in  original),  "not  very  painful  to  the  touch,  and 
about  the  size  of  the  fcetal  head.  The  os  and  cervix  uteri  presented 
no  abnormal  indications.  The  tumor  could  be  balanced  by  the  fin- 
gers placed  on  the  cervix,  and  when  pressure  was  made  upward  the 
tumor  was  distinctly  elevated  and  protruded  the  abdominal  integu- 
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ments,  so  much  as  to  render  its  outline  distinctly  visible.  Externa; 
pressure  above  and  around  the  growth  forced  down  the  whole  uterus 
much  lower  in  the  cavity  of  the  pelvis,  and  left  no  doubt  that  the  tu- 
mor was  really  uterine."  Menstruation  was  profuse,  and  severe 
haemorrhages  frequently  occurred  between  the  periods.  The  iodine 
treatment  was  sedulously  employed  for  nearly  two  years.  "  At  this  pe- 
riod the  tumor  was  not  diminished  in  size,  and  but  little  in  hardness." 
The  patient  was  sent  to  the  south  coast  of  Devonshire.  The  tumor 
and  bleedings  began  to  subside  within  a  few  months.  c<  On  careful 
examination,  now  five  years  from  its  first  recognition,  I  could  discover 
no  traces  of  the  tumor."  The  patient  was  then  fifty  ;  it  is  not  stated 
that  the  menopause  had  arrived.  The  case  is  noted  as  "  communi- 
cated by  Mr.  Richard  Wedd,  of  Cheshunt."  It  is  not  clear  whether  the 
personal  pronouns  in  the  above  quotation  refer  to  Dr.  Ashwell  or  to 
Mr.  Wedd. 

(32)  The  patient  was  aged  forty-eight ;  "  first  perceived  a  tumor 
about  the  size  of  a  small  melon  three  years  ago.  It  was  then  low 
down  in  the  hypogastric  region."  Menstruation  became  profuse,  and 
there  were  haemorrhages  between  the  periods.  "  Now  the  tumor  is 
as  large  as  a  moderate-sized  adult  head,  lobulated,  and  in  several  of 
its  more  prominent  portions  of  extreme  hardness.  It  reaches  nearly 
as  high  as  the  umbilicus,  and  protrudes  the  abdominal  integuments, 
giving  to  the  patient  the  appearance  of  a  pregnancy  of  the  fifth  or 
sixth  month.  .  .  .  The  os  uteri  is  patulous  ;  and  its  lips,  together 
with  the  cervix,  are  soft  and  swollen,  but  without  any  spots  of  indura- 
tion." Iodine  was  given.  The  period  ceased  when  the  patient  was 
fifty-two.  Two  years  later  "  the  tumor  was  not  larger  than  an  orange. 
By  examining  per  vaginatn  I  could  discover  scarcely  any  hardness  of 
the  cervix."  Thus  the  tumor  took  six  years  to  reduce  itself  to  insig- 
nificant proportions  ;  but  the  patient  was  then  fifty-four.  Two  years 
later,  when  she  was  fifty-six,  Dr.  Ashwell  could  "  externally  scarcely 
make  out  any  tumor." 

(33)  There  is  much  confusion  about  the  age  of  this  case.  The 
patient  is  reported  as  "  Mrs.  B.,  aged  forty-eight."  She  was  under 
Dr.  Ashwell's  care  in  Guy's  Hospital  in  the  spring  of  1837,  "suffering 
considerable  pain  from  a  large  hard  uterine  tumor  about  the  size  of  a 
child's  head.  Iodine  was  given,  and  "  the  tumor  continued  slowly  to 
diminish."  Dr.  Ashwell  lost  sight  of  her  till  1853,  when  she  consulted 
him  about  some  pulmonary  trouble.  "  On  examination,  externally  no 
tumor  was  perceptible  even  when  the  fingers  were  pressed  deeply  down 
behind  the  pubes,  and  the  cervix  uteri  is  quite  healthy." 
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Dr.  Ashwell  adds:  "  Mrs.  B.  married  in  November,  1837,  the 
tumor  then  being  as  large  as  a  small  melon.  She  had  been  pregnant 
only  once,  and  aborted  at  two  months  ;  this  was  very  soon  after  mar- 
riage. She  has  ceased  to  menstruate  two  years.  The  tumor  de- 
creased rather  more  rapidly  for  two  or  three  years  after  her  marriage, 
and  she  assures  me  that  for  the  last  four  years  it  has  been  as  imper- 
ceptible as  at  present." 

If  the  patient  was  forty-eight  at  the  beginning  of  the  history  in 
J837,*  she  must  have  been  sixty-four  in  1853  at  the  end.  If  so,  the 
menopause,  two  years  before,  occurred  when  she  was  sixty-two !  In 
all  probability  she  was  thirty-two  when  first  seen,  forty-six  at  the 
menopause,  and  forty-eight  when  last  seen  ;  this  would  place  her  in 
Series  3,  not  Series  4. 

Yet  in  No.  32  Dr.  Ashwell  states  at  the  beginning  that  the  patient 
was  "  aged  forty-eight,"  while  four  years  later  she  was  "  then  fifty- 
two  years  of  age,"  so  that  the  age  refers  to  the  beginning  of  the 
history. 

I  suspect  that  in  No.  33  Dr.  Ashwell  meant  to  say  that  the  patient 
was  forty-eight  when  she  consulted  him  in  1853.  The  previous  part 
of  the  history  was  admittedly  imperfect. 

This  case  is  an  object  lesson  on  the  dangers  of  hasty  reference 
and  second-hand  quotation. 

These  three  cases  of  Dr.  Ashwell's  are  practically  of  small  value, 
but  they  have  been  quoted  as  examples  of  the  spontaneous  disappear- 
ance of  fibroids.  Dr.  Playfair  rightly  connects  the  result  with  the 
age  of  the  patients. 

(34)  Dr.  Kidd  (of  Dublin)  kindly  sent  me  the  details  of  an  un- 
published case  in  February,  1893.  The  patient  was  single,  and  aged 
sixty-one  at  the  above  date.  "  She  was  living  in  Germany  as  a  gov- 
erness in  1867,  and  then  for  the  first  time  found  that  menstruation 
became  excessive.  She  came  under  my  care  in  1868,  when  about 
thirty-six  years  of  age.  On  examination,  I  found  a  fibrous  tumor  in 
the  interior  of  the  uterus.  The  uterus  extended  to  midway  between 
the  umbilicus  and  pubes.  She  was  very  anaemic  from  loss  of  blood, 
but  still  able  to  carry  on  her  work  as  a  governess,  and  would  not  sub- 
mit to  any  operative  interference. 

"In  1870  Dr.  McClintock  saw  her  with  me.    The  tumor  was  now 


*  "  1837  "  can  n°t  be  a  misprint  for  "  1847,"  as  Dr.  Ashwell  was  Obstetric 
Physician  to  Guy's  Hospital  at  the  former  date,  when  the  patient  was  in  that  institu- 
tion, according  to  the  clinical  history,  but  had  retired  before  1847. 
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as  large  as  the  uterus  about  the  seventh  month  of  pregnancy.  The 
haemorrhages  were  so  profuse  as  to  prevent  her  making  any  exertion. 
We  dilated  the  cervix,  and  found  a  large  tumor  in  the  uterine  cavity. 
We  thought  it  unadvisable  to  make  any  attempt  to  remove  it.  We 
brushed  the  surface  over  freely  with  strong  nitric  acid  which  checked 
the  bleeding,  and  after  a  time  she  was  able  to  resume  her  work,  but 
the  tumor  continued  to  grow  till  it  was  as  high  as  the  xiphoid  carti- 
lage." 

In  1884,  when  she  was  aged  fifty-two,  menstruation  ceased.  The 
tumor  now  began  to  diminish  and  gradually  disappeared. 

"  I  saw  this  lady  on  February  8,  1893.  The  abdomen  presents  no 
appearance  of  a  tumor.  On  passing  my  finger  into  the  vagina,  I 
found  the  body  of  the  uterus  still  as  large  as  it  could  be  about  the 
twelfth  or  fourteenth  week  of  pregnancy.  I  did  not  think  it  wise  to 
pass  a  sound."    The  patient  was  in  good  health. 

This  must  be  included  as  a  menopause  case,  since  the  tumor  did 
not  apparently  begin  to  diminish  till  the  patient  was  fifty-two  and 
reached  the  menopause,  which  was  protracted. 

It  is  rather  a  good  normal  biological  history  of  a  fibroid  than  a 
case  of  "spontaneous  disappearance."  We  find  protracted  meno- 
pause, and  diminution  of  the  tumor  afterward,  symptoms  usually  ex- 
pected in  fibroid  disease.  More  such  histories  are  wanted,  such  as 
Kleinwachter  recently  published.  That  author's  opinion  relating  to 
the  menopause  is,  however,  peculiar. 

(35)  Another  case  under  Dr.  Kidd  is  of  great  interest.  A  single 
lady,  aged  forty-four,  first  consulted  him  in  1852.  The  age  is  not 
stated  in  the  original  article  on  the  case.  Dr.  Kidd  kindly  informs 
me,  in  a  letter,  that  the  patient  died  in  1875  or  J876,  aged  about 
sixty-seven.  Hence  she  was  about  forty-four  when  she  first  came 
under  his  care,  and  in  1867,  when  it  had  reached  its  highest  stage  of 
development,  she  was  fifty-three.  The  menopause,  not  occurring  till 
several  years  later,  was  much  protracted.  There  was  a  tumor  about 
the  size  of  a  goose's  egg.  He  watched  the  case  ;  a  second  tumor  devel- 
oped, and  by  1859  the  abdomen  was  as  large  as  in  the  seventh  or  eighth 
month  of  pregnancy.  A  portion  of  the  tumor  lay  behind  the  uterus, 
pushing  it  upward  and  forward.  The  tumor  was  "  of  stony  hardness," 
the  uterine  cavity  "  of  normal  length."  There  was  no  uterine  haemor- 
rhage, but  great  pain  in  the  tumor  during  the  catamenia,  and  difficulty 
in  defecation.  In  1861  the  lower  part  of  the  tumor  was  fixed  in 
the  bony  pelvis,  being  quite  immovable  ;  the  upper  part  reached  to 
midway  between  the  umbilicus  and  ensiform  cartilage.    The  uterus 
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lay  too  high  in  the  pelvis  to  be  reached  by  digital  exploration.  The 
tumor  pressed  on  the  right  great  sciatic  nerve,  causing  severe  pain. 
An  air  pessary  gave  relief.  At  the  end  of  1863  menstruation  became 
irregular,  and  the  patient  stated  that  she  occasionally  passed  flesh- 
like masses  "  which  she  believed  to  have  been  coagula,  as  I  presume 
they  were."  Menstruation  ceased;  the  abdomen  gradually  dimin- 
ished in  size. 

'"On  the  26th  of  June,  1867,  I  saw  this  lady  and  examined  her 
carefully.  I  could  not  detect  any  tumor  in  the  abdomen.  On  pass- 
ing my  finger  into  the  vagina,  I  found  a  firm  round  tumor  in  Douglas's 
space,  movable,  hard,  but  yielding  slightly  to  the  finger  on  pressure. 
The  uterus  was  easily  felt,  pushed  a  little  forward  by  the  tumor,  but 
nearly  in  its  normal  position.  The  vaginal  portion  of  the  cervix  and 
the  os  were  quite  defined.  The  uterus  moved  freely  and  independ- 
ently of  the  tumor.  The  patient  had  not  known  of  the  existence  of 
this  part  of  the  tumor,  and  believed  the  whole  had  disappeared." 

Unfortunately,  Dr.  Kidd  gives  no  information  as  to  the  patient's 
age.  We  can  not  presume  that  the  cessation  of  the  catamenia  repre- 
sented a  natural  menopause.  If  so,  the  case  is  at  least  interesting  as 
illustrating  how  a  large  fibroid  may  disappear  entirely  from  the  abdo- 
men and  cease  to  cause  pelvic  trouble  at  the  "change  of  life." 

(36)  A  case  "  of  the  complete  removal  of  a  fibrous  tumor  by  ab- 
sorption "  is  recorded  by  Dr.  Matthews  Duncan.  "What  enhances 
the  value  in  this  case,"  says  Dr.  McClintock,  "  besides  the  thorough 
competency  of  the  observer,  is  Dr.  Duncan's  own  acknowledgment 
that  he  has  been,  as  it  were,  forced  against  his  judgment,  by  the  evi- 
dence of  a  single  case,  to  admit  the  possibility  of  the  complete  re- 
moval of  a  large  fibrous  tumor  by  absorption."  Dr.  Playfair  testifies 
to  the  value  of  this  case  on  the  same  grounds.  Dr.  Duncan  writes  : 
"  The  tumor  was  as  large  as  the  fcetal  head  at  the  end  of  pregnancy. 
It  was  as  easily  and  as  perfectly  diagnosticated  as  any  case  could  be. 
There  was  no  doubt  ever  thrown  upon  the  nature  of  the  case  by  any 
of  the  experienced  practitioners  who  examined  it.  It  had  every  char- 
acter and  symptom  of  a  fibrous  tumor.  The  patient  was  long  in  the 
most  aggravated  state  of  anaemia.  Now  there  is  as  certainly  no  uterine 
tumor  as  there  was  certainly  one  formerly.  The  only  method  of  es- 
cape for  me,  in  the  evidence  of  this  case  in  favor  of  complete  absorp- 
tion, is  the  supposition  that  the  tumor  may  have  become  spontaneously 
enucleated,  separated,  and  discharged  without  the  consciousness  of  the 
patient.  This  alternative,  I  confess,  considering  the  cleanly  habits 
and  truthful  character  of  my  patient,  seems  more  unlikely  than  the 
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other."  Dr.  McClintock  quotes  the  above  in  full.  On  reference  to 
Dr.  Matthews  Duncan's  original  record  of  the  case,  1  find  that  he 
adds:  ''Whatever  maybe  the  truth  regarding  this  individual  case, 
every  one  will  admit  that  it  is  unreasonable,  in  the  present  state  of 
therapeutics,  to  expect  absorption  of  a  fibrous  uterine  tumor."  The 
patient  had  taken  "  small  doses  of  iodide  and  bromide  of  potassium 
almost  constantly  for  years  ;  but  extensive  experience  with  these 
remedies  does  not  lead  me  to  attribute  to  their  use  this  singular  good 
result." 

Thus  wrote  Dr.  Duncan  in  1868.  Twenty-five  years'  further  ex- 
perience has  led  gynaecologists  to  confirm  fully  his  opinion.  I  regret 
to  say  that  he  does  not  give  the  age  of  the  patient.  If  she  was  over 
forty-five  the  disappearance  of  the  fibroid  would  not  be  a  matter  of 
great  interest.  He  is  careful  to  add,  in  a  footnote:  "Cases  of  atrophy 
and  absorption  after  delivery  require  separate  study  as  occurring 
under  special  conditions."  It  is  strange  that  he  does  not  apply  a 
similar  rule  to  cases  occurring  near  the  menopause. 

(37)  Pean,  after  observing  that  fibroids  tend  to  diminish  toward 
the  menopause,  and  even  to  disappear,  describes  a  case  which  he  saw 
five  years  before  publication  of  his  report,  but  the  patient's  age -is  not 
given.  He  discovered  a  fibroid  filling  almost  the  entire  abdomen. 
As  it  caused  no  symptoms  beyond  a  little  inconvenience,  he  advised 
that  operative  interference  be  postponed.  He  saw  the  patient  five 
years  later,  and  was  very  agreeably  surprised  to  find  that  she  had 
almost  got  rid  of  her  tumor.  "  The  treatment,  confined  to  the  admin- 
istration of  arsenic  and  tonics,  had  been  sufficient  to  produce  this 
result."  I  may  here  remark  that  a  solid  ovarian  tumor  could  not  have 
disappeared  spontaneously. 

These  cases  might  be  discussed  at  great  length,  but  this  communi-  . 
cation  is  already,  I  fear,  inconveniently  long.    The  tables  may  assist 
the  inquirer. 

Errors  in  diagnosis  are  possible  in  every  case,  and  I  may  safely 
say  they  must  have  occurred  in  several  cases.  Yet  fibroid  uterine 
tumors  have  been  familiar  to  practitioners  and  specialists  for  long 
beyond  the  last  generation  ;  nor  are  they  hard  to  distinguish,  especially 
when  multiple  or  well  lobulated.  Small  subperitoneal  growths  are 
easy  to  detect  and  hard  to  mistake,  and  their  disappearance  has  been 
closely  observed  (as  in  8,  10,  and  11,  for  example).  If  such  growths 
disappear,  larger  growths,  more  exposed  to  traumatic  and  inflamma- 
tory dangers,  may  likewise  vanish.  The  history  of  haemorrhages  is 
important,  but  the  absence  of  bleeding  proves  nothing,  since  that 
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complication  is  absent  in  most  subperitoneal  and  many  interstitial 
fibroids.  Perimetritic  tumors  show  very  definite  symptoms  ;  hydro- 
salpinx and  pyosalpinx  are  never  so  hard  as  fibroids.  Parametric 
effusions  are  ill-defined,  though  often  very  hard,  and  are  attended  by 
severe  constitutional  symptoms  not  noted  in  most  of  the  cases  here 
collected.  , 

In  these  days  we  can  all  distinguish  between  the  disappearance  of 
a  fibroid  and  the  discharge  of  an  intra-uterine  growth  of  the  same 
nature,  piecemeal ;  as  in  Sir  C.Clarke's  case,  which  I  quoted  with 
Dr.  McClintock's  general  observations  on  the  subject.  This  compli- 
cation, as  I  have  already  said,  possibly  existed,  together  with  the  un- 
doubted presence  of  other  fibroids,  in  my  own  case. 

Series  4  is  necessary  to  include  with  the  other  series,  for  the  dis- 
appearance of  fibroids  in  age  is,  as  far  as  our  present  knowledge  can 
guide  us,  a  subject  inseparably  connected  with  their  disappearance  at 
an  earlier  epoch  of  a  woman's  life.  I  have  shown  how  Kleinwachter 
at  least  finds  that  fibroids  do  not  usually  grow  smaller  after  the  meno- 
pause, though  his  cases  were  not  watched  for  a  sufficiently  long  period 
afterward  to  warrant  his  assumption  that  they  may  not  begin  to  de- 
crease steadily  a  few  years  later.  I  often  see  several  patients  in  whose 
cases  I  refused  operation  some  years  since  on  account  of  the  age 
approaching  the  menopause ;  they  have  long  passed  that  age,  and 
their  fibroids  are  decidedly  smaller.  I  have  not  known  absolute  dis- 
appearance to  occur  in  any  of  these  cases. 

In  some  of  the  cases  here  recorded,  ergot,  chloride  of  calcium,  or 
other  drugs  or  therapeutic  measures  may  have  played  a  considerable 
part  in  causing  the  disappearance  of  the  growth  ;  but  wide  experience 
has  shown  us  that,  as  a  rule,  these  means,  now  seldom  relied  upon, 
rarely  insure  much  benefit.  The  more  reliable  advocates  of  electricity 
simply  claim  that  the  fibroids  grow  smaller  and  cease  to  give  trouble 
under  their  treatment.  If,  on  the  other  hand,  electricity  acted  thor- 
oughly, the  disappearance  of  the  fibroid  could  not  be  called  in  any 
sense  "spontaneous.""  This  question  has,  however,  been  well  dis- 
cussed before  the  Obstetrical  Society.. 
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Discussion. 

Dr.  Duncan  agreed  with  the  author  that  uterine  myomata  some- 
times spontaneously  disappeared  before  the  onset  of  the  menopause. 
He  mentioned  the  case  of  a  patient,  aged  thirty-three,  who  consulted 
him  some  two  years  and  a  half  previously.  She  was  suffering  from 
profuse  metrorrhagia,  was  very  anaemic,  and  said  that  her  abdomen 
had  been  rapidly  enlarging  for  three  months  before  her  visit.  On  ex- 
amination, a  soft  central  tumor  was  felt  in  the  lower  abdomen,  reach- 
ing up  to  the  umbilicus  ;  it  was  found  on  bimanual  examination  to  be 
continuous  with  the  uterus,  and  the  sound  passed  four  inches  and 
a  half.  Abdominal  section  was  performed  (as  the  woman  seemed  in 
a  dangerous  condition),  but  the  tumor  was  everywhere  fixed  to  the 
surrounding  organs  by  adhesions  which  bled  profusely  on  attempting 
to  break  them  down,  so  the  haemorrhage  was  arrested  and  the  opera- 
tion of  removing  either  the  tumor  or  its  appendages  was  not  proceeded 
with.  The  patient  came  to  see  Dr.  Duncan  a  year  ago,  looking  much 
improved,  and  on  examination  he  found,  to  his  intense  surprise,  that 
the  tumor  had  altogether  disappeared,  and  the  uterus  felt  of  normal 
size.  He  had  at  the  time  of  operation  diagnosticated  the  case  as  one 
of  sarcoma  uteri,  and  was  at  a  loss  to  explain  the  disappearance  of  the 
tumor. 

Dr.  Graily  Hewitt  stated  that  in  course  of  practice  he  had  some 
years  ago  met  with  two  cases  in  which  he  had  observed  disappear- 
ance, apparently  by  absorption,  of  uterine  fibroid  growths  in  women 
before  the  menopause.  He  considered  the  difficulty  of  getting  really 
reliable  proof  of  such  occurrence  great,  but  in  the  cases  mentioned  he 
believed  there  was  no  doubt  as  to  the  accuracy  of  the  observation. 

Dr.  Lewers  mentioned  a  case  of  uterine  fibroid  he  had  seen  that 
day,  which  showed  well  how  different  minds  drew  different  conclu- 
sions from  the  same  set  of  circumstances.  The  patient  in  question 
had  been  treated  by  him  in  the  London  Hospital  some  three  or  four 
years  ago  by  four  applications  of  electricity,  according  to  Apostoli's 
method.  He  could  not  satisfy  himself  that  any  benefit  had  resulted. 
The  patient,  however,  was  now  much  better,  though  still  suffering  a 
great  deal  of  pain,  and  naturally  enough  attributed  the  improvement 
to  the  treatment  adopted  while  in  hospital.  As  she  was  now  forty- 
seven  years  old,  he  himself  thought  it  more  likely  that  her  improve- 
ment was  due  to  the  approach  of  the  menopause. 

Mr.  Alban  Doran,  in  reply,  said  that  he  felt  interested  in  Dr. 
William  Duncan's  case  which  resembled  Von  Mosetig's.  Most  fibroids 
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did  not  disappear  after  exploratory  operations,  and  the  phenomenon 
was  certainly  rare.  Science  could  offer  no  explanation  how  it  was 
brought  about.  He  agreed  with  Mr.  Skene  Keith  in  thinking  that  a 
submucous  fibroid  existed  in  his  own  case,  and  that  its  sloughing  en- 
couraged changes  in  the  remaining  fibroid  growths  sufficient  to  insure 
their  destruction.  He  also  found  that  fibroids  became  rather  more 
troublesome  at  the  menopause  than  before  ;  Mr.  Keith  seemed  cor- 
rect in  stating  that  it  was  not  till  about  two  years  later  that  they  be- 
gan to  diminish.  Mr.  Doran  was  not  aware  that  Mr.  Skene  Keith 
had  ever  before  claimed  that  Apostoli's  treatment  caused  uterine 
fibroids  to  disappear.  Dr.  Keith,  in  the  British  Medical  Journal,  * 
stated  that  the  treatment  "  puts  a  woman  with  a  fibrous  tumor  who 
suffers  much  into  the  position  of  a  woman  with  a  fibrous  tumor  who 
does  not  suffer,  or  may  be  even  unaware  of  its  presence.  //  does  not 
bring  about  the  disappearance  of  the  tumor,  or  it  does  so  very  rarely,  but 
the  size  is  lessened  more  or  less — one  half,  one  third,  two  thirds." 
Mr.  Doran  was  therefore  interested  in  Mr.  Skene  Keith's  assertion, 
made  that  evening,  that  he  had  seen  fibroid  tumors  really  disappear 
after  electrolysis.  Dr.  Graily  Hewitt's  two  cases  of  absorption  of 
fibroids  were  of  value,  especially  as  it  appeared  that  the  patients  were 
both  under  forty.  In  Mr.  Doran's  own  case  the  presence  of  inflam- 
matory exudation  was  certain,  as  in  Prieger's  patient.  In  both,  he 
admitted,  the,,  disappearance  of  a  bulky  mass  represented  in  part  the 
melting  down  of  widespread  exudation  and  infiltration,  as  well  as 
oedema,  but  he  had  little  doubt  that  in  both  large  fibroid  masses  were 
absorbed  as  well.  Dr.  Lewers's  observation  was  important.  It  would 
come  under  the  qualifications  which  applied  to  Series  4  in  his  tables, 
the  patient  being  over  forty-five,  so  that  the  share  in  the  diminution 
of  the  fibroid,  which  might  be  allowed  to  Apostoli's  treatment  four 
years  previously,  remained  problematical. 


*  On  the  Treatment  of  Uterine  Tumors  by  Electricity.  Btit.  Med.  Journ., 
vol.  i,  1889,  p.  1281. 
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ITEMS  OF  INTEREST  AND  ABSTRACTS. 

Method  of  controlling  the  Circulation  in  the  Pelvis  by 
compressing  the  abdominal  aorta. 

In  the  Annals  of  Surgery  for  January,  Dr.  William  Macewen  gives 
the  following  mode  of  controlling  the  circulation  through  the  ab- 
dominal aorta. 

As  the  patient  lies  on  his  back  on  the  table,  the  assistant,  facing 
the  patient's  feet,  stands  on  the  left  side  of  the  table  in  a  line  with  the 
patient's  umbilicus.  He  then  places  his  closed  right  hand  upon  the 
patient's  abdomen  a  little  to  the  left  of  the  middle  line,  the  knuckles 
of  the  index  finger  just  touching  the  upper  border  of  the  umbilicus, 
so  that  the  whole  shut  hand  will  embrace  about  three  inches  of  the 
distal  extremity  of  the  aorta  above  its  bifurcation.  The  assistant  then 
— standing  upon  his  left  foot,  his  right  foot  crossing  his  left  and  rest- 
ing upon  the  toes  of  the  right  (an  attitude  commonly  assumed  by  pub- 
lic speakers) — leans  upon  his  right  hand,  and  thereby  exercises  the 
necessary  amount  of  pressure.  With  the  index  finger  of  the  assistant's 
left  hand  the  weight  necessary  for  the  purpose  can  easily  be  estimated 
by  the  effect  produced  upon  the  flow  of  blood  through  the  common 
femoral  at  the  brim  of  the  pelvis.  WThenever  the  flow  of  blood  through 
the  femorals  is  absolutely  arrested  the  abdominal  aorta  is  sufficiently 
controlled,  and  no  further  weight  ought  to  be  applied. 

The  weight  exercised  can  be  varied  at  will  by  increasing  or  de- 
creasing the  angle  which  the  assistant's  body  makes  with  the  floor. 

As  the  abdominal  aorta  sometimes  bifurcates  higher  than  usual,  ' 
before  the  operation  is  commenced  a  trial  of  the  effect  of  the  pressure 
at  the  part  selected  ought  to  be  made,  testing  the  result  of  pressure 
on  both  femorals.  When  both  are  equally  controlled,  the  bifurcation 
occurs  below  the  point  pressed  on ;  when  only  one  is  controlled,  the 
hand  requires  to  be  placed  on  a  more  proximal  part. 

As  there  is  no  direct  muscular  effort  required  in  maintaining  the 
pressure  further  than  the  preservation  of  the  equilibrium,  the  position 
can  be  maintained  by  the  assistant  without  undue  strain  on  his  part, 
and  without  shifting  his  hand  for  at  least  half  an  hour,  a  time  amply 
sufficient  for  the  performance  of  most  operations  requiring  the  control 
of  the  circulation  through  the  abdominal  aorta. 
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In  order  to  eliminate  the  personal  equation,  the  author  has  usually 
selected  a  different  person  each  time  he  has  had  occasion  to  control 
the  abdominal  aorta,  and  while  there  were  slight  differences  between 
the  various  persons  chosen,  the  object  was  always  efficiently  secured. 
The  majority  of  those  who  exercised  pressure  in  this  way  said,  at  the 
end  of  the  operation,  that  they  could  have  further  maintained  the 
pressure  for  a  considerable  time. 

Among  the  cases  in  the  author's  practice  in  which  the  abdominal 
aorta  was  thus  controlled  were  disarticulations  at  the  hip  joint,  ampu- 
tations at  the  upper  third  of  the  femur,  large  pelvic  vascular  tumors, 
intrapelvic  haemorrhage,  and  traumatic  haemorrhage  from  the  external 
iliacs  ;  in  all  the  control  of  the  circulation  was  absolute.  In  the  am- 
putations of  the  hip  none  of  the  patients  lost  from  the  proximal  side 
of  the  cut  vessels  more  than  a  couple  of  ounces  of  blood,  and  that 
only  from  the  oozing  of  the  general  surface ;  there  was  none  from  the 
main  vessels.  In  amputations,  also,  after  the  main  vessels  were  liga- 
tured, the  assistant  could,  by  a  slight  momentary  relaxation  of  the 
pressure,  "  show  "  the  position  of  any  hidden  or  retracted  vessel  with- 
out altering  the  position  of  the  hand  relatively  to  the  aorta.  This 
form  of  pressure  would  be  equally  valuable  for  uterine  haemorrhage. 

A  priori  one  might  fear  that  pressure  might  be  exerted  on  some  of 
the  coils  of  the  small  intestine  and  thereby  produce  injury.  As  far 
as  one  can  judge,  this  did  not  result.  Only  on  two  occasions  did  the 
patient  complain,  for  a  few  hours  after  the  operation,  of  a  sensation 
of  pain  over  the  part  pressed  on,  which  was  only  elicited  on  interro- 
gation.   All  the  others,  though  specifically  asked,  said  they  had  no  pain. 

There  is  one  point  to  be  guarded  against.  Should  the  patient 
vomit  or  cough  violently,  the  pressure  would  require  to  be  increased, 
as  otherwise  the  muscles  in  the  abdominal  walls  are  apt,  during  the 
strain,  to  elevate  the  hand  from  the  aorta.  The  operation  during 
vomiting  might  be  postponed  for  a  few  minutes  while  local  pressure 
is  applied. 

The  author  has  applied  this  method  in  his  practice  for  over  fifteen 
years,  and  has  found  it  simple,  always  ready,  easily  applied,  and  effi- 
cient. 

Uretero-ureteral  Anastomosis — Uretero-ureterostomy. 

Dr.  Howard  Kelly  calls  attention  to  the  danger  of  wounding  the 
ureter  in  dealing  with  myomatous  uteri  and  other  large  pelvic  tumors. 
The  liability  to  injury  is  much  increased  when  the  ureter  is  displaced 
to  one  side  or  lifted  out  of  its  normal  position  by  the  tumor. 
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His  attention  was  first  called  to  this  subject  about  eight  years  ago 
in  the  case  of  a  little  girl,  about  three  years  old,  in  whom  he  found  a 
large  dilated  ureter  coursing  over  the  top  of  a  retroperitoneal  sarcoma. 
The  tumor  had  lifted  the  ureter  entirely  out  of  the  pelvis,  displacing 
it  upward  into  the  lower  abdomen.  The  most  marked  displacement 
that  he  had  encountered  since  that  time  occurred  in  the  patient  whose 
history  forms  the  basis  of  this  communication. 

The  patient,  a  mulatto  twenty-five  years  of  age,  was  sent  to  me  by 
Dr.  Cheston,  of  West  River,  Md.  Three  weeks  previous  to  her  ad- 
mission to  the  gynaecological  ward  of  the  Johns  Hopkins  Hospital 
she  had  given  birth  to  a  stillborn  child  in  the  eighth  month.  Imme- 
diately after  this  labor  a  large  tumor  was  found  lying  transversely  in 
the  false  pelvis  from  one  iliac  fossa  to  the  other,  and  filling  the  whole 
lower  abdomen.  From  its  peculiar  form  some  doubt  was  entertained 
in  a  consultation  concerning  the  nature  of  the  tumor,  as  it  was  thought 
that  it  might  be  an  extra-uterine  foetus.  As  the  patient  did  not  gain 
strength  after  her  confinement  and  seemed  to  be  failing  rapidly,  she 
was  referred  to  my  ward  in  the  Johns  Hopkins  Hospital. 

On  examining  her,  I  found  a  large  nodular  mass  about  the  size  and 
somewhat  the  shape  of  a  large  foetus  at  term,  which  filled  both  the 
true  and  false  pelvis  and  extended  up  above  the  umbilicus.  The 
small  cervix,  the  vault  of  the  vagina,  and  the  bladder  were  drawn  up 
into  the  abdomen  and  displaced  to  the  left. 

Her  temperature  on  admission  was  37.7°  C.  (99.80  F.),  ranging 
from  37. 8°  to  38.90  C.  (ioo°  to  1020  F.)  up  to  the  time  of  operation. 
Her  pulse  was  full  and  strong,  varying  from  74  to  120.  Urinary 
examination  :  Color,  amber  ;  flocculent  precipitate ;  acid ;  specific 
gravity,  1.018  ;  albumin  but  no  casts. 

From  the  density  of  the  masses  and  their  relation  to  the  cervix, 
the  diagnosis  of  myoma  uteri  was  made. 

Hysteromyomectomy  was  performed  May  1,  1892.  The  large 
myomatous  uterus  was  exposed  immediately  beneath  the  peritonaeum 
and  lifted  out  of  the  abdomen  through  an  incision  twenty-four  centi- 
metres long.  Both  tubes  and  cornua  uteri  were  drawn  high  up  into 
the  abdomen  by  the  tumor,  the  round  ligaments  lying  like  guy-ropes 
close  to  the  sides  of  the  enlarged  uterus.  The  uterus  exhibited  three 
myomatous  masses — one  about  twelve  centimetres  in  diameter  at  either 
cornu,  and  the  third  and  largest  eighteen  centimetres  in  diameter, 
partly  within  the  pelvis,  below  the  mass  at  the  right  cornu  (Fig.  1). 

The  round  ligaments  and  both  ovarian  arteries  and  veins  were 
ligated  near  the  brim  of  the  pelvis,  after  which  the  broad  ligament  on 
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the  right  side  was  opened  and  its  peritoneal  layers  pushed  to  the  front 
and  back  of  the  pelvis,  thus  exposing  the  uterine  vessels  on  the  floor 
of  the  pelvis.  At  this  juncture  a  large  flat  vessel,  one  centimetre  in 
diameter,  resembling  an  engorged  vein,  was  exposed  for  about  seven 
centimetres  of  its  length  on  the  anterior  surface  of  the  lower  pelvic 
mass.  Its  course  was  toward  the  cornu  uteri,  where  it  disappeared 
among  the  congeries  of  dilated  veins  (Fig.  i). 


Fig.  i. — Coronal  section  of  pelvis.  T1,  T2,  T3,  myomatous  uterus.  Right  ureter 
seen  running  over  top  of  large  myomatous  nodule,  T3 ;  vagina,  bladder,  and  cervix 
drawn  upward  and  displaced  to  left ;  L.  U.,  left  ureter  in  normal  position,  FT.  O., 
Fallopian  tubes  and  ovaries. 

A  careful  examination  of  the  vessel  was  made  and  its  resemblance 
to  a  ureter  spoken  of,  but,  as  the  upper  extremity  appeared  to  run  di- 
rectly into  the  tumor  among  the  vessels,  the  conclusion  was  drawn 
that  it  was  one  of  the  enlarged  veins  so  often  seen  in  these  cases  ;  it 
was  therefore  doubly  ligated  and  cut.  The  nature  of  the  error  was 
apparent  as  soon  as  it  was  severed,  as  its  patulous  lumen  and  thick 
walls  showed  it  to  be  the  ureter.  This  opinion  was  confirmed  by 
passing  a  sound  downward  into  the  bladder  and  upward  over  the 
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pelvic  brim  toward  the  kidney.  The  ureter  was  enlarged  to  about 
four  times  its  normal  diameter,  forming  a  well-marked  hydro-ureter,  a 
condition  not  infrequently  found  resulting  from  the  pressure  of  large 


Fig.  2. — U,  flaps  of  uterine  stump  approximated  with  interrupted  silk  sutures.  Peri- 
toneal layers  of  broad  ligament  approximated  with  continuous  silk  suture  on  left 
side  ;  right  side  lying  open,  exposing  cut  ureter ;  R,  rectum  ;  V,  vesica. 

myomata.  On  removing  the  upper  ligature,  about  twenty  cubic  cen- 
timetres of  clear  urine  escaped. 

While  deciding  how  to  deal  with  this  complication  I  continued  the 
operation  and  ligated  the  uterine  vessels  on  either  side  low  down  on 
the  pelvic  floor.  The  tumor  masses,  together  with  the  body  of  the 
uterus,  were  removed  by  an  incision  through  the  cervix.  The  cervical 
canal  was  disinfected  with  pure  carbolic  acid  and  the  flaps  of  the  uterine 
stump  approximated  by  a  few  silk  sutures  (Fig.  2). 

I  then  turned  my  attention  to  the  cut  ureter.  There  were  mani- 
festly three  possible  modes  of  treatment — either  to  bring  the  upper 
end  out  through  an  opening  in  the  flank  or  the  middle  line  of  the  ab- 
domen and  thus  establish  a  urinary  fistula,  or  to  remove  the  right  kid- 
ney, or  to  attempt  the  bolder  plan  of  anastomosing  the  divided  ends. 

Although  not  aware  that  a  successful  anastomosis  of  the  ureter  had 
ever  been  accomplished  in  the  human  subject,  I  felt  that  I  could  un- 
dertake with  considerable  confidence  a  plan  devised  and  practiced 
successfully  upon  the  dog  by  Dr.  W.  Van  Hook,  of  Chicago,  and 
which  I  had  previously  considered  in  this  connection. 

Dr.  Van  Hook's  method  consists  in  tying  the  lower  end  of  the 
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ureter  and  then  making  a  slit  into  it  below  the  ligature.  He  then  in- 
vaginates  the  upper  end  into  the  lower  through  this  slit. 

Proceeding  according  to  this  method,  I  first  ligated  the  lower  end 
of  the  ureter  close  to  its  cut  extremity,  and  made  a  longitudinal  slit 
one  centimetre  in  length  in  its  anterior  wall  a  half  centimetre  below 
the  ligature. 

A  fine  silk  suture  was  then  passed  through  the  posterior  wall  of 
the  lower  portion  from  without  inward,  a  half  centimetre  below  the 
lower  angle  of  the  slit ;  this  was  brought  out  through  the  slit  and 
caught  in  the  outer  coats  of  the  upper  portion  of  the  ureter  two  milli- 
metres from  its  end,  and  then  carried  back  into  the  slit,  emerging 
through  the  wall  of  the  ureter  close  to  the  original  point  of  entrance. 
(Fig.  3.) 

A  second  suture  was  passed  at  a  point  directly  opposite,  catching 
the  upper  end  in  a  similar  manner. 

By  making  traction  on  these  sutures  while  holding  the  slit  open 
the  upper  end  of  the  ureter  was  readily  invaginated  into  the  lower. 


Fig.  3. — Right  half  of  pelvis.    Traction  FlG.  4. — Upper  portion  of  ureter  in- 

sutures,  S,  S,  in  place  ready  to  in-  vaginated  into  lower  ;  traction.su- 

vaginate  upper  end  of  ureter  into  tures  S,  S,  tied ;  lateral  fixation 

lower.  sutures  in  place. 


These  sutures  were  snugly  tied,  and,  in  order  to  avoid  the  risk  of 
urine  backing  up  through  the  slit,  the  edges  were  sutured  to  the  in- 
tussuscepted  ureter  with  about  ten  fine  silk  interrupted  rectangular 
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sutures,  catching  only  the  outer  coats.  The  anastomosis  was  thus 
completed.    (Fig.  4.) 

The  loose  peritonaeum  in  the  anterior  part  of  the  pelvis  was  now 
drawn  over  the  field  of  operation  and  attached  to  the  posterior  sur- 
face of  the  stump  and  the  broad  ligaments  by  a  continuous  suture, 
except  at  the  point  where  the  ureter  was  united.  Here  two  pieces  of 
iodoform  gauze  were  laid  over  the  anastomosed  ends  and  brought  out 
at  the  lower  angle  of  the  abdominal  wound,  to  insure  drainage  of  the 
urine  in  case  the  operation  was  unsuccessful.  The  remainder  of  the 
abdominal  incision  was  closed  in  the  usual  manner.  During  the  first 
day  after  operation  the  patient  was  catheterized  every  few  hours  to 
prevent  the  possibility  of  the  urine  in  the  bladder  backing  up  against 
the  anastomosis.  On  the  second  day  she  passed  urine  voluntarily, 
after  which  the  catheter  was  no  longer  used.  At  no  time  was  there 
the  slightest  urinary  odor  on  the  dressings,  and  on  the  third  day  the 
gauze  drainage  was  removed.  The  sutures  were  removed  on  the 
eighth  day.  Union  per  ftrimam  throughout.  The  abdomen  remained 
flat,  the  patient  had  no  nausea,  and  the  convalescence  throughout  was 
uninterrupted. 

Albumin  was  present  in  considerable  quantities  before  the  .opera- 
tion, but  at  no  time  following  the  operation 
was  there  more  than  a  trace,  and  the  urinary 
record  indicates  only  a  faint  trace  at  the  time 
of  her  discharge.  The  amount  of  urine  ex- 
creted was  less  than  five  hundred  cubic  centi- 
metres for  nine  days  after  operation,  not  al- 
lowing for  an  uncertain  quantity  lost  at  stool. 
On  the  twenty-seventh  day  after  operation  she 
was  excreting  1,080  cubic  centimetres,  and  on 
the  forty-second  day  1,120  cubic  centimetres. 

She  was  allowed  to  get  out  of  bed  on  the 
seventeenth  day,  and  was  discharged  in  excel- 
lent health  six  weeks  after  the  operation. 

He  reported  this  case  at  the  Johns  Hop- 
kins Hospital  Medical  Society  on  October  9th 
of  this  year.  Dr.  Bloodgood,  resident  sur- 
geon of  the  hospital,  was  happily  able  to  illus- 
trate his  remarks  graphically  by  producing  at 
the  same  meeting  of  the  society  the  anasto- 
mosed ureter  of  a  dog,  operated  upon  by  him 
in  a  similar  manner  two  months  and  a  half  previously.    In  this  case 


FlG.  5. — Sketch  from  al- 
coholic specimen  of 
anastomosed  ureter 
from  the  dog.  Lu- 
men split  and  held 
open  by  pins.  Point 
of  anastomosis  in 
center. 
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the  function  of  the  ureter  was  not  in  the  least  interfered  with.  Its 
lumen  was  not  lessened  at  the  point  of  anastomosis,  there  was  no 
dilatation  or  hydro-ureter  above  the  anastomosis,  and  there  was  no 
affection  of  the  kidney  of  that  side.    He  was  indebted  to  Dr.  Blood- 


Fig.  6. — Traction  sutures  in  place  ;  these  sutures  pass  through  posterior  wall  of 

ureter  but  once. 

good  for  the  following  notes  and  sketches,  which  he  had  placed  at 
my  disposal : 

"Anastomosis  of  the  Right  Ureter  i?i  a  Dog. — Exhibition  of  the  kid- 
ney and  ureter  removed  two  months  and  a  half  after  the  operation. 
No  dilatation  of  the  upper  portion  of  the  ureter,  no  stricture  at  the 
anastomosis,  and  perfect  restoration  of  the  continuity  of  the  canal 
and  mucous  membrane.    (Fig.  5.) 

"  Operation,  July,  1893. — Large  dog  ;  ether  and  morphine  narcosis. 
A  long  incision  was  made  in  the  right  side,  opening  the  abdominal 
cavity.  The  peritonaeum  was  torn  open,  exposing  the  right  ureter. 
The  ureter  was  lifted  from  its  bed  and  severed  ten  centimetres  from 
the  bladder. 

"After  ligating  the  lower  end  a  longitudinal  incision  was  made  in 
its  ventral  wall  1.5  centimetre  long,  beginning  0.5  centimetre  from 
the  ligature.  Two  black  silk  sutures  were  passed  through  each  lateral 
wall  of  the  lower  ureter,  through  the  longitudinal  incision,  and  out 
through  the  lateral  wall.    (Fig.  6.) 

"  Using  these  two  sutures  as  tractors,  and  with  the  aid  of  a  probe, 
the  upper  ureter  was  drawn  into  the  lumen  of  the  lower,  through  the 
longitudinal  incision,  and  the  sutures  tied. 

"  Two  additional  sutures  were  passed  through  the  lateral  walls 
(not  including  the  mucous  coat)  where  the  ends  overlapped  (Fig.  7). 
The  anastomosed  ureter  was  dropped  back  into  its  bed  and  the  ab- 
dominal wound  closed.  The  dog  made  a  perfect  recovery,  without 
untoward  symptoms. 

"On  October  7,  1893,  the  dog  was  again  etherized  and  the  kidney 
and  ureter  were  removed  through  a  median  incision.  The  kidney  was 
normal  and  the  upper  end  of  the  ureter  was  not  dilated.    The  lower 
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portion  ended  in  a  blind  sac  at  the  point  of  ligature.  The  upper 
portion  anastomosed  with  the  lower  in  a  slight  curve.  There  was  no 
stricture  and  the  mucous  membrane  was  continuous.    (Fig.  8.) 


Fig.  7. — Ureter  anastomosed  ;  traction       Fig.  8. — Longitudinal  section  of  ureter, 


"There  wras  some  difficulty  in  invaginating  the  upper  portion  into 
the  lower  ;  to  obviate  this,  a  long  incision  was  made.  Bleeding  from 
the  artery  accompanying  the  upper  portion  of  the  ureter  caused  some 
inconvenience." — Annals  of  Surgery. 

Executive  Committee  of  the  Congress  of  American  Physicians  and 
Surgeons. — A  meeting  of  the  Executive  Committee  of  the  Congress  of 
American  Physicians  and  Surgeons  was  recently  held  at  the  house  of 
the  chairman,  Dr.  Landon  Carter  Gray.  Dr.  William  T.  Lusk  repre- 
sented the  American  Gynaecological  Association.  Dr.  S.  C:  Busey 
was  appointed  on  the  local  Committee  of  Arrangements  in  Washington, 
representing  the  Gynaecological  Association.  The  subject  selected 
for  discussion  by  the  congress  at  its  next  annual  meeting  at  Washing- 
ton, in  the  latter  part  of  May,  1894,  was  The  Conservative  Treat- 
ment of  the  Female  Pelvic  Organs. 

Dr.  W.  H.  Carmalt,  of  New  Haven,  Conn.,  resigned  from  the  sub- 
committee deputed  to  take  charge  of  the  organization  of  the  congress, 
and  Dr.  William  H.  Welch,  of  Baltimore,  was  appointed  in  his  place, 
so  that  the  committee  now  consists  of  Dr.  A.  L.  Loomis,  President  of 
the  Congress ;  Dr.  Landon  Carter  Gray,  Chairman  of  the  Executive 
Committee  ;  Dr.  Newton  M.  Shaffer,  Secretary  of  the  Executive  Com- 
mittee; and  Dr.  William  H.  Welch. — Medical  Review. 


sutures  tied  and  two  fixation  sutures 
in  place  ready  to  be  tied. 


showing  new  lumen  and  diverticu- 
lum. 


* 


THE 


NEW  YORK  JOURNAL 

OF 

GYNECOLOGY  and  OBSTETRICS. 


MARCH,  1894. 


OPIUM  AND  CATHARSIS  AFTER  ABDOMINAL  SECTION  * 
By  Eugene  Boise,  M.  D.,  Grand  Rapids,  Mich. 

The  use  of  opiates  in  any  form  after  abdominal  operations  has 
been  strongly  condemned  by  some  of  our  most  successful  operators 
and  equally  strongly  advocated  by  others.  To  aid  me  in  investigat- 
ing the  question  as  to  which  view  is  correct,  I  sent  a  copy  of  the  fol- 
lowing letter  to  each  of  four  well-known  and  successful  operators  : 

"  Dear  Doctor  :  I  am  studying  the  effect  of  opium  (in  some  form) 
after  abdominal  section.  .  .  .  Will  it  be  asking  too  much  that  you 
give  me  your  views  on  the  subject  and  the  reasons  therefor  ..'.?" 

Dr.  A.  C.  Bernays,  of  St.  Louis,  says :  "  I  have  not  permitted  the 
administration  of  opium  or  morphine  in  any  way  in  the  last  six  hun- 
dred cases  I  have  done  .  .  .  and  my  results  have  been  gratifying,  to 
say  the  least.  I  strongly  advise  against  laparotomy  in  any  case  of 
appendicitis  or  intestinal  obstruction  when  opium  has  been  given  by 
the  medical  attendant  for  several  days  (this  statement  should  include 
cases  of  ruptured  tubal  pregnancy  and  nearly  all  intra-abdominal  le- 
sions that  might  require  a  section).  If  the  operation  is  done  under 
such  circumstances  the  death-rate  will  be  three  or  four  times  greater 
than  in  cases  where  no  opiate  has  been  given." 

Dr.'J.  F.  W.  Ross,  of  Toronto,  Canada,  says,  in  speaking  of  pur- 
gation and  opium  : 

"  If  a  case  has  no  symptoms  of  distention,  nothing  is  given  to 

*  Read  by  invitation  at  a  meeting  of  the  New  York  Obstetrical  Society,  Jan- 
uary 16,  1894. 
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open  the  bowels  until  the  fourth  day;  then  a  little  calomel  or  licorice 
powder  is  administered,  together  with  an  enema  of  soapsuds.  If 
distention  begins  to  cause  pain,  I  give  at  once  one  grain  of  calomel 
every  fifteen  minutes  until  eight  grains  have  been  administered  or 
else  two  grains  every  half-hour  until  the  same  dose  has  been  reached. 
The  size  of  each  single  dose  given  depends  on  the  condition  of  the 
stomach.  A  one-grain  dose  placed  on  the  tongue  seems  to  produce 
less  reverse  peristalsis  than  a  two-grain  dose  ;  the  relief  from  flatus, 
and  therefore  from  pain,  is  very  marked,  even  though  no  motion  of 
the  bowels  takes  place. 

44  If  any  one  wishes  to  try  this,  let  him  eat  a  hearty  dinner  and  be 
compelled  to  retain  the  flatus  formed  during  the  process  of  digestion  ; 
pain  in  the  abdomen  will  soon  come  on  and,  if  the  flatus  is  hot  re- 
lieved, the  pain  will  become  quite  intense. 

14  After  the  calomel,  one  or  two  Seidlitz  powders  or  doses  of  sul- 
phate of  magnesia  are  given  every  half-hour  and  I  do  not  hesitate  to 
give  two  or  three  compound  cathartic  pills  with  the  sugar  coating  re- 
moved. In  the  face  of  this,  it  seems  that  it  is  unwise  to  use  opium 
unless  called  for  by  prolonged  pain  producing  loss  of  sleep.  In  many 
of  these  cases,  if  the  patient  has  a  tendency  to  remain  awake  for  the 
first  night,  a  hypodermic  of  not  more  than  an  eighth  of  a  grain  of 
the  sulphate  of  morphia  should  be  given  toward  morning.  The  nurse 
should  be  allowed  a  free  hand  in  the  administration  of  this  one  dose 
but  should  not  be  allowed  to  administer  more  than  this  without  the 
permission  of  the  surgeon. 

44  In  old  opium  takers  I  always  keep  up  the  use  of  the  opium  after 
the  operation  ;  if  this  is  not  done  they  are  sure  to  vomit  until  it  is 
given,  and  after  its  administration  the  vomiting  will  quickly  disappear. 
They  have  a  great  deal  more  restlessness  without  the  opium  than  with 
it.  In  one  or  two  cases  I  have  been  forced  to  administer  large  doses 
owing  to  the  fact  that  the  patients  have  been  consuming  two  or  three 
grains  of  morphine  three  or  four  times  a  day  previous  to  the  opera- 
tion. It  must  not  be  expected  that  the  administration  of  opium,  or 
the  want  of  the  administration  of  purgatives,  will  kill  the  patient. 
Many  a  case  of  pus  infection  from  rupture  of  a  pus  tube  will  die  in 
spite  of  all  the  purgatives  that  can  be  administered,  and  flatus  will  be 
present  at  the  time  of  death  ;  but  it  certainly  is  not  the  flatus  that 
kills  the  patient.  Without  the  administration  of  opium,  flatus  will  be 
perceived  in  the  bowel  after  almost  every  abdominal  operation  dur- 
ing the  first  forty-eight  hours.  This  will  be  particularly  noticed 
in  cases  in  which  the  abdomen  has  been  considerably  distended  by 
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the  tumor  and  a  very  lax  condition  of  the  walls  remains  after  its  re- 
moval. 

"  The  administration  of  opium  has  a  tendency,  I  believe,  to  permit 
of  distention  of  the  intestines  by  gas,  but  its  administration  is  not 
fraught  with  the  terrible  consequences  attributed  to  it  by  many  op- 
erators. 

"  Operators  at  times  have  a  tendency  to  run  in  grooves  ;  they  seem 
to  absorb  an  idea  without  taking  into  consideration  other  circum- 
stances that  may  modify  it. 

"  During  the  last  ten  years  so  much  has  been  written  in  the  journals 
that  the  tyro  in  abdominal  surgery  would  think  that  all  that  was  re- 
quired was  to  do  an  operation  of  the  greatest  magnitude,  put  in  a 
drainage-tube  and  purge  the  patient,  and  that  patient  was  sure  to  get 
well  ;  but  many  of  the  operators  fail  to  let  the  young  beginner  know 
that  even  in  their  hands  many  cases  with  perfect  drainage  and  thor- 
ough purgation  die  if  the  contents  of  the  tumor  have  escaped  into 
the  abdomen  and  infected  it.  I  have  had  cases  in  which  a  very  small 
dose  of  opium  has  produced  vomiting.  I  have  had  cases  in  which 
tight  ligation  of  a  broad  pedicle  has  produced  vomiting,  and  if  opium 
had  been  administered  it  would  no  doubt  have  been  charged  with 
the  production  of  the  vomiting.  I  have  had  cases  in  which  opium 
has  relieved  persistent  vomiting  and  then  again  I  have  had  the  best 
results  in  its  administration  to  opium  eaters,  so  tnat  it  is  impossible 
to  lay  down  any  hard  and  fast  rule  or  to  make  any  sweeping  asser- 
tions regarding  its  use.  There  is  a  happy  intermediate  course  to  be 
pursued,  and  this  course  can  only  be  followed  out  after  considerable 
experience." 

Dr.  Joseph  Price  says  : 

"  I  am  satisfied  it  [opium]  has  no  place  in  abdominal  surgery  ex- 
cept in  hopelessly  malignant  cases.  Again  I  am  convinced,  from  pro- 
longed experience  and  careful  observation,  that  the  abdominal  surgeon 
has  something  important  to  learn  if  he  does  not  know  how  to  get 
along  without  opium.  It  will  be  a  revelation  to  him  when  he  tries 
carefully  and  faithfully  the  '  let-alone  '  method  of  management.  After 
sections  for  all  known  troubles,  so  mixed  and  varied,  in  the  abdomen 
and  pelvis,  the  pain  soon  subsides  if  the  patients  have  been  carefully 
prepared.  Without  opium  you  have  perfect  control  of  your  patient — 
a  cheerful,  patient  patient.  With  opium  you  have  lasting  discomfort, 
apprehension  and  restlessness,  a  blunting  of  important  centers,  a 
restless  patient,  coated  tongue,  a  tendency  to  tympany  and  nausea. 
Your  patients,  after  the  use  of  opium,  are  difficult  to  nurse. 
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"  For  many  years  I  have  done  large  numbers  of  sections  without  the 
use  of  opiates  in  any  shape.  I  have  the  happiest  and  most  comfort- 
able patients  I  have  ever  seen  in  hospitals.  .  .  .  Morphine,  as  com- 
monly used,  would  be  a  punishment  to  both  my  patients  and  nurses. 
It  would  also  favor  a  mortality  that  does  not  exist. 

"Abdominal  section,  where  actual  disease  exists  with  the  opium 
habit,  is  the  best  treatment  I  know.  Nothing  will  cure  the  opium 
habit  so  quickly  as  a  section.  .  .  .  We  have  an  army  of  women  in 
America  dying  from  the  opium  habit — larger  than  our  standing  army 
The  profession  is  wholly  responsible  for  the  loose  and  indiscriminate 
abuse  of  the  drug.  .  .  ." 

These  statements  represent  the  conclusions  arrived  at  after  long 
experience  by  men  whose  skill  and  success  are  universally  admitted. 
I  shall  not  comment  on  them  or  attempt  to  discuss  them  but,  from 
theoretical  considerations  which  are  borne  out  by  my  practical  ex- 
periences, I  am  firm  in  the  conviction  that,  while  many  cases,  perhaps 
the  majority,  do  not  need  opium  in  any  form,  there  are  many  cases  in 
which  the  use  of  an  opiate  after  section  is  not  only  good  treatment 
but  is  demanded  by  the  best  interests  of  the  patient.  And  I  venture 
to  state  it  as  a  fact  that  the  more  severe  the  operation,  the  greater  the 
shock,  the  more  intense  the  "  colic  "  and  the  more  threatening  the 
condition  of  intestinal  paresis  or  obstruction,  the  greater  is  the  benefit 
of  an  opiate. 

To  arrive  at  just  conclusions  as  to  whether  opium  after  section  is 
beneficial  or  otherwise,  it  is  necessary,  first,  to  have  a  correct  and 
clear  knowledge  as  to  its  physiological  action  and,  second,  to  reason 
from  this  as  to  its  action  with  reference  to  the  conditions  existing 
after  abdominal  operations. 

Experimental  study  has  established,  according  to  Bartholow  and  . 
others,  that  opium  in  full  therapeutic  doses,  after  a  short  stage  of 
stimulation,  is  sedative  to  the  cerebro-spinal  and  sympathetic  nervous 
systems.  It  is  sedative  to  the  sensory  portion  of  the  cerebro-spinal 
system,  relieving  pain.  It  is  sedative  to  the  motor  portion  of  the 
cerebro-spinal  system,  allaying  restlessness. 

It  is  sedative  to  the  vaso-motor  portion  of  the  sympathetic  system 
as  is  shown  by  the  evidences  of  paresis,  manifested  by  the  lessened 
force  and  frequency  of  the  cardiac  contractions,  the  fuller,  softer 
pulse,  the  flushed  surface  and  the  injected  conjunctivae. 

It  is  sedative  to  the  general  sympathetic  system  as  is  shown 
by  the  contracted  pupil,  due  to  paresis  of  the  pupillary  branch 
of  the  cervical  sympathetic  ;  by  the  lessened  secretion  of  gastro- 
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intestinal  glands  by  reason  of  paresis  of  the  fibers  supplying 
Meissner's  plexus  ;  by  the  lessened  peristalsis  due,  first,  to  sedation 
of  the  fibers  supplying  Auerbach's  plexus  and,  secondly,  to  dilation 
of  the  arterioles  of  the  intestinal  walls. 

Aside  from  its  anodyne  and  hypnotic  properties,  its  quieting  in- 
fluence on  peristalsis  is  its  most  marked  characteristic.  Its  tendency 
to  promote  constipation  is  as  well  known  as  its  ability  to  quiet  pain. 
And  I  think  it  is  generally  admitted  that  it  is  principally  this  prop- 
erty or  tendency  which  leads  to  the  condemnation  of  its  use  after 
sections. 

That  this  feeling  is  unfounded  will,  I  think,  be  shown  by  a  closer 
study  of  its  action  and  the  post-operative  conditions  which  generally 
exist. 

Intestinal  peristalsis  is  that  rhythmical  contraction  of  the  muscular 
coat  of  the  intestines  by  which  its  contents  are  propelled.  It  is 
caused  by  various  agents  which  act  generally  through  the  agency  of 
the  sympathetic  or  vaso-motor  nerves  supplying  the  part.  Stimula- 
tion of  the  motor  branches  of  the  sympathetic  nerves  which  terminate 
in  a  fine  ganglionic  plexus  known  as  Auerbach's  plexus,  situated  in 
the  muscular  coat  of  the  intestines,  causes  contraction  of  the  muscles 
supplied  by  such  nerves.  It  has  also  been  experimentally  demon- 
strated by  Brunton  and  others  that  stimulation  of  the  vaso-motor 
nerves  of  the  intestines,  by  which  the  arterioles  are  contracted,  increases 
peristalsis  ;  paresis  of  the  same  nerves,  by  which  the  arterioles  are 
dilated,  decreases  peristalsis.  In  other  words,  excess  of  venous  blood 
causes  increased  peristalsis  while  excess  of  arterial  blood  decreases  it. 
Also,  an  empty  intestine,  when  the  nerve  supply  is  in  a  normal  con- 
dition, is  generally  quiet.  Distention  of  the  intestinal  canal  by  gases, 
fluids  or  other  material  stimulates  peristalsis  either  by  direct  action 
on  the  muscular  fiber  itself  or  through  direct  irritation  of  Auerbach's 
plexus. 

Opium,  in  normal  conditions  of  the  system,  constipates  by  reason  of 
its  sedative  influence  on  the  intestinal  sympathetic  system — first,  by 
reason  of  its  sedation  of  those  fibers  which  terminate  in  the  sub- 
mucous ganglionic  plexus,  known  as  Meissner's,  which  supplies  the 
glands,  and  presides  over  their  function  of  secretion,  thus  lessening 
the  quantity  of  fluid  in  the  canal ;  secondly,  by  direct  sedation  of  the 
motor  fibers  and  Auerbach's  plexus  ;  and,  thirdly,  by  sedation  of  the 
vaso-motor  nerves  of  the  intestines  by  which  the  arterioles  are  dilated 
and  arterial  blood  becomes  in  excess. 

But  it  is  within  the  experience  of  all  of  you  that  in  certain  abnor 
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mal  conditions  a  free  dose  of  opium  relieves  previously  existing  con- 
stipation. Authentic  instances  of  this  are  too  common  to  need 
reiteration. 

Brunton  cites  instances  of  ovarian  neuralgia  with  constipation 
where  the  administration  of  opium  to  relieve  the  pain  relieved  at  the 
same  time  the  constipation. 

What  is  the  rational  explanation  of  the  fact  ?  It  is  another  appli- 
cation of  the  principle  illustrated  in  the  production  of  perspiration  by 
regulating  the  surface  heat. 

In  normal  conditions  the  application  of  artificial  heat  to  the  sur- 
face soon  induces  perspiration  but  when  the  body  heat  is  excessive 
and  the  skin  dry,  eooling  the  surface  down  to  a  certain  temperature 
induces  perspiration.  So  with  opium.  It  is  always  a  sedative  to  the 
sympathetic  nervous  system.  Sedation  of  the  abnormally  excited  in- 
testinal sympathetic  nerve  supply  quiets  its  excessive,  irregular  and 
obstructive  action  and  allows  normal  physiological  action.  This  is, 
without  doubt,  the  correct  explanation.  Now,  what  are  the  conditions 
after  abdominal  section  and  do  they  in  any  way  contraindicate  the 
use  of  this  drug?  Or,  in  other  words,  what  are  the  contraindica- 
tions to  the  use  of  opium  during  the  first  twenty-four  or  thirty-six 
hours  after  abdominal  sections  ? 

It  is  said  to  obtund  the  sensibilities  and  thus  mask  symptoms  ;  to 
cause  coated  tongue,  nausea  and  subsequent  restlessness,  with  a 
tendency  to  tympany  (Price).  It  is  said  to  lessen  peristalsis  and  thus 
interfere  with  the  production  of  catharsis.  It  does  quiet  restlessness 
and  thus,  in  cases  of  secondary  haemorrhage,  may  tend  to  obscure 
important  conditions  ;  but  by  thus  quieting  restlessness  it  removes 
one  important  danger  as  to  causation  of  haemorrhage.  In  all  other 
cases  it  is  desirable  that  early  pain  and  restlessness  should  be  quieted. 
Opium  and  morphine  do  undeniably  cause  in  many  patients  coated 
tongue,  foul  breath  and  almost  uncontrollable  nausea.  This  is  an 
objection  that  is  valid  and  undeniable  but,  to  my  mind,  it  is  the  only 
one.  The  anodyne  and  sedative  qualities  are  desirable  and  of  great 
advantage  in  nearly  all  sections  of  any  considerable  severity  ;  I  there- 
fore advocate  and  use  either  some  salt  of  codeia,  or  svapnia  (prefer- 
ably codeine),  which  retain  the  anodyne  and  sedative  properties  with- 
out the  nauseating.  As  early  as  1834  Barbier*  instituted  a  series  of 
experiments  which  indicated  to  him  that  codeine  had  a  special  seda- 
tive influence  on  the  sympathetic  system  of  nerves,  especially  notice- 


*  Schmidt 's  fahrbiu  h,  vol.  ii,  p.  267. 
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able  in  its  influence  on  the  plexuses  controlling  the  stomach  and 
bowels.  In  1856  Berthe  *  made  much  more  complete  investigations 
and  confirmed  Barbier's  conclusions  that  codeine  has  almost  specific 
action  on  the  sympathetic  nerves,  and  that  it  lessened  the  irritability 
of  the  intestine  to  such  an  extent  that  a  dog,  which  had  received 
fifteen  grains  of  arsenic  and  seven  and  a  half  grains  of  codeine,  ex- 
hibited neither  vomiting  nor  purging  nor  any  other  symptom  except 
great  drowsiness;  while  another  dog,  which  had  received  the  same 
amount  of  arsenic  without  the  codeine,  began  to  suffer  soon  from 
severe  vomiting  and  purging  and  symptoms  of  arsenical  poisoning. 

Brunton  f  says  :  "  The  results  I  have  obtained  from  the  administra- 
tion of  codeine  have  satisfied  me  that  it  has  a  powerful  action  in 
allaying  abdominal  pain,  and  it  can  be  pushed  to  a  much  greater  ex- 
tent than  morphine  without  causing  drowsiness  or  interfering  with  the 
respiration  or  action  of  the  bowels." 

My  own  use  of  the  drug  leads  me  to  conclude  that  while  it  quiets 
abdominal  pain  and  does  not  in  normal  conditions  of  the  intestines 
markedly  influence  peristalsis,  when  there  is  exaggerated  or  irregular 
contraction  of  the  intestinal  muscle  it  acts  as  a  sedative,  quieting  ex- 
cessive action,  relieving  colic  and  checking  diarrhoea. 

For  these  reasons  I  now  confine  myself  almost  entirely  to  the  use 
of  codeine  in  abdominal  operations  where  an  opiate  is  indicated. 

What,  now,  are  the  conditions  which  render  the  use  of  codeine 
justifiable  and  advisable  ? 

In  my  opinion,  it  is  desirable  in  all  cases  except  those  so  mild 
and  uncomplicated  that  the  patient  recovers  from  the  anaesthetic 
without  depression  or  appreciable  pain.  In  such  cases  the  "let- 
alone  "  treatment  is  best. 

But  when  there  is  any  degree  of  shock,  when  there  is  vomiting 
other  than  that  resulting  from  the  anaesthetic  or  when  there  is  par- 
oxysmal pain,  the  early  and  free  use  of  codeine  is  good  practice. 

Shock  is  a  condition  of  depression  resulting  from  a  hyperirritation 
of  the  sympathetic  nervous  system.  J  In  its  treatment  clinical  experi- 
ence has  almost  universally  demonstrated  the  value  of  opium  in  some 
form.  Its  good  effect  can  be  understood  if  we  bear  in  mind  that  in 
shock  .there  is  vaso-motor  irritation  as  well  as  irritation  of  the  entire 
sympathetic  system  and  consequent  cardiac  and  arterial  spasm.  Opium 


*  Moniteur  des  hop.,  1856. 

f  British  Med.  Jour.,  June  9,  1888. 
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causes  paresis  of  the  vasomotors  and  general  sedation  of  the  nervous 
system  and  thus  antagonizes  and  relieves  the  primary  conditions  of 
shock. 

When  vomiting  continues  beyond  the  period  when  it  might  occur 
as  a  result  of  the  anaesthetic  it  is  probably  reflex  from  irritation  of 
some  sympathetic  glanglion  or  plexus,  possibly  constriction  of  nerves 
by  ligatures,  or  depends  upon  interrupted  downward  peristalsis.  In 
such  cases  the  usefulness  of  a  hypodermic  injection  of  some  form  of 
opiate  has  often  been  demonstrated. 

Again,  for  the  pain  following  many  abdominal  sections  no  oper- 
ator would  hesitate  to  use  an  opiate  were  it  not  for  some  fear  of  evil 
after-effects,  based  on  its  well-known  nauseating  and  constipating 
tendencies.  Fortunately,  we  now  have  in  svapnia  and  codeine  prepa- 
rations which  possess  the  anodyne  or  sedative  without  the  nauseating 
properties  of  opium  and  I  hope  to  show  that  fear  as  to  their  tendency 
to  constipate,  when  used  for  the  relief  of  conditions  immediately  fol- 
lowing abdominal  sections,  is  groundless. 

Let  it  be  kept  in  mind  that  the  abdominal  conditions  after  section 
are  entirely  different  from  those  before.  After  section  the  entire 
abdominal  sympathetic  is  in  a  condition  of  severe  irritation,  -either 
direct  or  reflex.  Irritation  of  the  nerves  supplying  the  intestine 
causes  increased  muscular  action,  increased  peristalsis.  Uniformly 
increased  peristalsis  is  painless.    Irregularly  increased,  it  causes  pain. 

Colic  is  irregularly  exaggerated,  spasmodic  peristalsis  ;  when  the 
normal  downward  peristalsis  is  re-established — shown  by  the  escape 
of  flatus — the  pain  is  lessened  or  ceases  altogether.  The  paroxysmal 
pain  after  coeliotomy  is  colic.  It  is  caused  by  spasmodic  contraction 
of  the  muscular  fibers  of  the  intestinal  canal,  caused  by  hyperirrita- 
tion  of  the  motor  nerves.  It  may  exist  without  the  presence  of  appre- 
ciable quantities  of  gas.  The  presence  of  gas  is  an  added  excitant 
and  increases  the  pain. 

Fatal  intestinal  paralysis  may  be  caused  by  this  continuous  spas- 
modic action  of  the  muscles.  Let  me  quote  from  the  Manual  of 
Human  Physiology  of  Landois  and  Stirling.  They  say  (p.  318)  :  "  All 
stimuli  applied  to  the  plexus  mesentericus  increase  peristalsis,  .  .  . 
which  may  even  produce  spasmodic  contraction  of  the  musculature 
of  the  intestine.  .  .  .  The  continued  application  of  strong  stimuli 
causes  the  dysperistalsis  to  give  place  to  rest,  owing  to  overstimula- 
tion, which  may  be  called  '  intestinal  paresis  '  or  exhaustion.  The 
continual  application  of  strong  stimuli  causes  complete  paralysis  of 
the  intestine." 
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As  to  the  influence  of  the  splanchnic  nerve  they  also  say  :  "  The 
splanchnic  is  the  inhibitory  nerve  of  the  small  intestine  but  only  so 
long  as  the  circulation  in  the  intestinal  blood-vessels  is  undisturbed.  .  .  . 
It  is  also  the  vaso-motor  nerve  of  the  intestines."  Therefore  stimula- 
tion of  this  nerve,  which  would  occur  in  any  reflex  stimulation  of  the 
solar  plexus,  causes  primary  transient  inhibition  which  quickly  gives 
place  to  i?icreased  peristalsis,  because  of  the  contraction  of  the  arteri- 
oles and  consequent  increase  of  venous  blood. 

What,  then,  are  the  conditions  after  sections  ?  Direct  irritation  of 
the  intestines  by  reason  of  manipulations  ;  direct  irritation,  it  may  be 
also,  through  injury  to  the  hypogastric  or  mesenteric  plexuses  by 
reason  of  forcible  separation  of  adhesions  ;  reflex  irritation  from 
ligation  of  the  ovarian  plexus  or  nerves  of  the  broad  ligaments.  In 
consequence  of  this,  localized  spasm  of  the  musculature  of  the  intes- 
tines with  exaggerated  and  painful  peristalsis  above.  If  the  spasm 
be  tonic  and  persistent,  as  it  sometimes  is,  obstinate  intestinal  ob- 
struction occurs,  with  reverse  peristalsis  and  vomiting  and  finally  in- 
testinal paralysis  through  muscular  exhaustion,  and  death.  Paroxys- 
mal abdominal  pain  after  section  indicates  irregular  spasmodic  peri- 
stalsis with  or  without  flatus,  and  the  indication  is  to  produce  or 
re-establish  normal,  painless  peristalsis.  To  accomplish  this,  it  suf- 
fices in  many  cases  to  wait  and  encourage  the  sufferer  to  bear  the 
pain,  as  the  tendency  is  always  toward  a  subsidence  of  the  nervous 
irritation  and  consequent  relaxation  of  the  muscular  spasm.  In  other 
cases,  throwing  large  quantities  of  very  hot  water  into  the  large  intes- 
tine not  only  fills  the  depleted  blood-vessels  but  tends  to  soothe  the 
irritated  nerves  and  ganglia  and  thus  allow  the  re-establishment  of 
regular  peristalsis.  But  it  is  not  rational  to  endeavor  to  overcome 
existing  irritation  by  the  administration  of  irritant  cathartics.  This 
principle  is  recognized  in  cases  of  painful  peristalsis  not  dependent 
on  abdominal  section.  Norman  Bridge,  in  his  article  in  the  Reference 
Ha?idbook  of  Medical  Science,  says  :  "  In  severe  cases  of  colic  with  the 
most  excruciating  agony  from  muscular  contractions,  often  no  evacu- 
ation results  until  the  system  is  brought  fully  under  the  influence  of 
opium." 

Why  shall  not  the  same  principle  hold  good  in  cases  of  colic  fol- 
lowing section  ? 

I  must  conclude,  therefore,  that  the  administration  of  codeine  in 
free  doses  is  often  demanded  because  it  does  quiet  restlessness ;  it 
does  allay  pain,  not  merely  by  obtunding  the  sensibility  but  by  re- 
moving the  conditions  by  which  the  pain  is  caused  ;  it  does  not  nau 
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seate;  it  not  only  will  not,  under  such  conditions,  constipate  but  will, 
on  the  contrary,  place  the  bowels  in  the  most  favorable  condition  for 
the  production  of  catharsis  when  desired. 

To  sum  up,  peristalsis  may  be  excited  by  mechanical  distention  of 
the  intestines  or  by  irritant  material  within  the  intestinal  canal,  which 
acts  either  by  direct  stimulation  of  the  muscular  fiber  or  by  stimula- 
tion of  the  automatic  ganglionic  plexus  within  the  muscular  coat,  the 
motor  and  vaso-motor  nerves  supplying  the  intestines  remaining  un- 
disturbed. Or  the  exciting  cause  may  be  either  direct  or  reflex,  act- 
ing through  the  afferent  nerves  of  the  intestines  without  reference  to 
the  condition  or  contents  of  the  canal  itself.  In  normal  conditions 
of  the  system  an  empty  intestine  is  quiet.  In  properly  and  carefully 
prepared  patients  the  intestines  at  the  time  of  operation  and  after- 
ward are  virtually  empty  and,  other  conditions  being  normal,  should 
be  quiet.  In  point  of  fact,  after  nearly  all  severe  abdominal  opera- 
tions, as  soon  as  the  patient  recovers  from  the  anaesthetic  she  suffers 
from  paroxysmal  abdominal  pain,  more  or  less  severe.  This  is  gen- 
erally (and  correctly)  attributed  to  intestinal  colic — in  other  words, 
painful  peristalsis.  That  the  assertion  that  it  is  due  to  the  presence 
of  gases  in  the  intestines  is  incorrect  a  little  common-sense  reflection 
will  show,  inasmuch  as  there  is  no  more  gas  or  distention  at  that  time 
than  at  the  time  of  the  operation.  The  cause  of  the  painful  peristal- 
sis must  then  be  from  stimulation  of  the  nerve  supply  of  the  intes- 
tines. This  stimulation  is  in  the  form  of  irritation,  either  directly  to 
the  intestines  themselves  (as  from  manipulation  or  separation  of  ad- 
hesions) or  directly  to  the  afferent  motor  or  vaso-motor  nerves  or 
reflex  from  irritation  of  some  other  portion  of  the  abdominal  sympa- 
thetic system  as,  for  instance,  the  nerves  of  the  ovarian  plexus  or  of 
the  broad  ligaments.  Peristalsis  depending  upon  uneven  or  localized 
irritation  of  the  intestinal  nerve-supply  will  be  almost  of  necessity 
more  or  less  irregular  ;  excessive  irritation  of  certain  nerves,  with 
milder  irritation  of  others,  may  cause  tonic  obstructive  spasm  of  the 
muscles  at  the  point  supplied  by  the  excessively  irritated  nerves,  with 
increased  and  painful  peristalsis  of  other  portions.  To  restore  normal, 
physiological  peristalsis  the  indication  is  to  quiet  or  allay  the  irritation. 
No  remedy  does  this  so  effectually  as  opium  in  some  form.  Of  all 
forms  of  opiates  codeine  or  some  of  its  salts  is  the  most  desirable,  be- 
cause of  its  known  sedative  influence  on  the  sympathetic  system  and 
freedom  from  nauseating  or  other  unpleasant  after-effects. 

After  the  hyperirritation  is  allayed  the  intestines  are  in  a  condi- 
tion to  respond  to  properly  administered  unirritating  laxatives. 
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PHLEGMASIA  ALBA  DOLENS  COMPLICATING 
LAPAROTOMY. 

Bv  J.  M.  Baldy,  M.  D., 

Professor  of  Gynaecology  in  the  Philadelphia  Polyclinic  ;  Surgeon  to  the  Gynecean  Hos- 
pital ;  Gynaecologist  to  the  Pennsylvania  Hospital. 

This  peculiar  condition  has  been  noticed  quite  frequently  during 
the  past  year  in  my  surgical  practice,  and  although  at  no  time  has  it 
proYen  dangerous  still  it  has  invariably  delayed  the  convalescence 
and  has  shown  itself  to  be  an  extremely  painful  and  annoying  affec- 
tion. Owing  probably  to  the  patient's  disappointment  at  having  a 
"  set-back,"  a  considerable  amount  of  depression  accompanies  the 
trouble.  One  peculiar  feature  noticeable  in  this  connection  is  the 
fact  that  in  all  my  surgical  experience  but  one  or  two  similar  cases 
can  be  recalled,  while  within  the  past  year  and  a  half  probably  as 
many  as  ten  or  a  dozen  instances  have  been  noted. 

The  cause  of  the  affection  has  remained  a  complete  mystery  in 
spite  of  the  fact  that  all  the  cases  have  been  studied  most  carefully 
with  the  object  of  ascertaining  the  origin  if  possible  and  of  putting  a 
stop  to  it.  It  will  therefore  only  be  possible  to  record  the  facts  of 
the  cases  in  hopes  that  some  other  may  have  been  more  fortunate 
in  his  investigations,  as  I  am  convinced,  from  the  frequency  with 
which  the  condition  has  occurred  in  my  hands,  that  other  surgeons 
must  have  had  similar  experiences. 

In  puerperal  phlegmasia  it  has  been  said  that  M  it  occurs  for  the 
most  part  in  the  second  or  third  week  after  delivery  ;  is  limited  to 
the  lower  extremity  and  chiefly  to  one  side,  exhibiting  to  the  touch  a 
feeling  of  numerous  irregular  prominences  under  the  skin.  It  is  hot, 
white  and  unyielding  and  is  accompanied  sooner  or  later  with  febrile 
excitement.  After  a  few  days  the  heat  and  hardness  and  sensibility 
diminish  and  the  limb  remains  cedematous  for  a  longer  or  shorter 
period."  This  description  is  a  fairly  true  one  of  the  cases  referred  Xo 
as  occurring  after  laparotomy.  The  attack  begins,  as  a  rule,  about 
or  toward  the  end  of  the  third  week  after  the  operation,  at  a  time 
when  the  patient  is  in  apparent  perfect  health  and  about  to  leave  her 
bed.  The  first  symptom  is  the  appearance  of  pain  in  the  hip  fol- 
lowed quickly  by  swelling  of  the  part.  The  swelling  and  pain  spread 
downward  rapidly  until  within  twenty-four  hours  the  whole  leg  is  in- 
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volved.  The  swelling  is  excessive,  and  the  tissues  are  hard  to  the 
touch  with  no  evidence  of  oedema.  In  a  few  days  the  part  becomes 
less  hard  and  the  pain  is  correspondingly  relieved.  At  no  time  has 
any  distinct  line  of  redness  been  observed  to  follow  the  veins, 
although  the  tenderness  is  apt  to  be  more  noticeable  at  these  points 
on  pressure.  The  condition  never  has  been  accompanied  by  any 
septic  evidence  whatever.  In  no  case  has  there  been  even  a  stitch- 
hole  abscess.  All  the  patients  have  had  an  easy  and  uneventful  con- 
valescence up  to  the  period  when  the  attack  began.  In  none  of  them 
that  can  be  remembered  has  the  disease  for  which  the  operation  was 
performed  been  a  septic  one.  On  the  contrary,  a  remarkably  large 
proportion  of  the  cases  have  followed  hysterectomy  for  fibroid  tumors. 
The  exceptions  have  not  been  more  than  two  or  three.  That  the  com- 
plication is  not  alone  peculiar  to  hysterectomy — and  by  this  supra- 
vaginal hysterectomy  alone  is  meant  (not  a  single  case  having  fol- 
lowed vaginal  hysterectomy) — is  borne  out  by  the  fact  that  it  oc- 
curred in  one  case  of  unilateral  ovariotomy  and  in  one  of  hysteror- 
rhaphy  and  perineorrhaphy.  One  leg  alone  is  affected.  In  this  con- 
nection it  is  worthy  of  note  that  in  one  patient  from  whom  the  right 
Fallopian  tube  and  ovary  had  been  removed  the  left  leg  was  the  one 
which  became  crippled. 

The  condition  lasts  from  two  to  three  or  even  four  weeks  before 
the  last  trace  of  it  has  disappeared.  It  almost  invariably  confines  the 
patient  to  bed  for  two  weeks  at  least.  The  swelling  and  pain  leave 
gradually  and  about  simultaneously.  The  application  of  the  hand 
to  the  affected  part  conveys  the  sensation  of  considerable  heat,  al- 
though after  the  first  day  or  two  the  thermometer  in  the  mouth  shows 
no  particular  rise  in  temperature.  In  several  instances  within  the 
first  twenty-four  hours  the  temperature  has  been  found  as  high  as 
ioi°  but  has  fallen  to  the  neighborhood  of  990  within  the  next  day. 
On  the  other  hand,  some  cases  have  shown  no  rise  from  the  first. 
The  pulse  remains  correspondingly  good,  seldom  exceeding  eighty 
or  eighty-five  beats  to  the  minute.  The  condition  of  mental  depres- 
sion has  already  been  noted,  but  it  has  appeared  to  me  that  this  has 
arisen  more  in  consequence  of  the  anxiety  to  return  home  and  the 
attendant  disappointment  than  from  the  disease. 

The  only  treatment  which  has  been  adopted  has  been  the  applica- 
tion of  lead  water  and  laudanum  to  the  whole  limb,  for  the  sake  of 
easing  the  local  distress,  and  the  keeping  of  the  patient  quiet  in  the 
recumbent  position.  All  the  cases  have  run  much  the  same  course 
and  have  required  about  the  same  length  of  time  until  they  became  well. 
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The  complication  has  proved  so  interesting  to  me  and  withal  so 
unusual,  until  recently,  that  it  seemed  eminently  proper  to  bring  it 
prominently  before  the  profession  in  hopes  that  some  feasible  expla- 
nation might  be  found  for  it.  That  the  cause  is  not  a  septic  one  is  to 
me  perfectly  evident,  and  unless  it  can  be  attributed  to  a  thrombosis 
(non-septic),  or  possibly  to  an  embolus,  I  am  unable  to  account  for 
it.  The  thrombus  theory  would  seem  to  be  more  feasible  than  that 
of  embolus,  as  in  all  the  cases  the  trouble  begins  in  the  hip  and  ex- 
tends downward  and  distinctly  does  not  begin  in  the  foot  and  extend 
upward.  It  were  not  hard  to  imagine  a  thrombus  giving  rise  to  such 
a  condition  in  a  case  where  a  hysterectomy  had  been  performed  and 
the  uterine  arteries  were  ligated  ;  but  why  and  how  it  should  occur  in 
the  case  of  a  hysterorrhaphy  is  more  of  a  mystery.  And,  again,  why  it 
should  always  be  unilateral  and  for  the  most  part  confined  to  the  left 
leg  requires  further  elucidation. 


A  STUDY   OF   TWENTY -TWO   CASES   OF  DUDLEY'S 
OPERATION  FOR  PATHOLOGICAL  ANTEFLEXION* 

By  Leroy  Broun,  M.  D., 

Assistant  Surgeon,  Woman's  Hospital. 

In  the  American  Journal  of  Obstetrics  for  February,  1891,  Dr.  E. 
C.  Dudley  describes  an  operation  for  "  straightening  the  anteflexed 
uterus." 

In  January  of  that  year,  by  invitation,  Dr.  Dudley  did  this  opera- 
tion before  a  collection  of  guests  at  the  Woman's  Hospital. 

The  patients  were  examined  by  some  of  those  present  before  the 
operation  and  after,  the  common  consensus  being  that  the  uterus 
was  straightened  to  a  great  extent,  and  the  canal  changed  to  one  of  a 
natural  curve. 

This  operation  consists  essentially  in  first  thoroughly  divulsing  and 
curetting  the  uterus,  dividing  the  posterior  lip  of  the  cervix  down  to 
and  below  its  vaginal  junction,  bringing  the  apices  of  the  divided  lip 
into  the  angle  of  the  division,  thus  bending  each  portion  on  itself,  and 
fixing  them  in  this  position  with  sutures. 

The  exit  of  the  uterine  canal  is  thus  moved  backward  into  the  an- 


*  Read  before  the  New  York  Obstetrical  Society,  January  2,  1894. 
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gle  of  the  division,  and  at  the  same  time  the  fundus  seems  to  rise  in 
the  pelvis. 

Originally,  in  addition,  a  portion  was  removed  from  the  anterior 
lip  and  the  raw  surface  afterward  brought  together  from  side  to  side 
by  sutures.  This  has  since  been  omitted  as  being  of  no  material  ad- 
vantage. 

As  far  as  I  can  learn,  this  operation  has  not  been  adopted  by  gynae- 
cologists in  general,  and  only  in  part  by  those  of  the  Woman's  Hos- 
pital. I  have  been  able  to  collect  thirty-three  cases,  and  these  have 
chiefly  been  taken  from  the  histories  of  the  above  hospital. 

The  majority  of  these  patients  were  known  to  me,  and  many  of 
them  I  have  seen  from  time  to  time ;  hence  it  is  that  I  feel  especially 
prepared  to  report  on  their  progress  and  the  final  outcome  of  the 
work. 

As  usual  with  hospital  patients,  I  have  not  been  able  to  keep  up 
with  all.  Of  the  twenty-two  brought  together  in  this  paper,  I  have, 
with  few  exceptions,  either  seen  or  heard  of  them  during  the  last  few 
months.  Concerning  those  who  have  not  been  reached  in  this  way,  I 
have  been  well  informed  as  to  their  condition  before  losing  sight  of 
them. 

For  the  convenience  of  study  I  have  divided  the  patients  whose 
operations  I  report  into  three  classes :  Those  who  have  been  entirely 
relieved  of  symptoms,  those  who  have  been  partly  so,  and  those  who 
have  received  no  benefit. 

Under  the  head  of  entire  relief  from  all  symptoms  there  are  fifteen 
patients.  Three  received  only  partial  benefit  and  four  no  relief  in 
any  way. 

With  many  the  relief  afforded  by  the  operation  has  been  so  marked 
that  I  wish  to  give  in  detail  some  of  these  cases. 

One,  a  Mrs.  R.  M.,  presented  herself  at  the  hospital  during  Decem- 
ber, 1890,  complaining  of  severe  dysmenorrhcea  and  menorrhagia, 
together  with  menstrual  and  intermenstrual  pelvic  pains  of  such 
severity  as  to  incapacitate  her  for  any  hard  work  or  walking  any  dis- 
tance. The  local  condition  was  an  acute  pathological  anteflexion. 
After  the  operation  she  had,  unfortunately,  a  considerable  rise  of 
temperature,  with  peri-uterine  infiltration.  In  the  course  of  time  this 
cleared  up,  and  in  April  of  189 1  I  was  told  by  her  that  she  was  never 
as  well  in  her  life,  menstruating  without  pain,  free  from  all  pelvic 
pains,  and  being  able  to  walk  any  distance.  I  heard  from  her  later 
on,  with  the  same  report. 

Another,  Mrs.  M.  A.,  of  the  hospital,  November,  1890,  under  Dr. 


Dudley  s  Operation  for  Pathological  Anteflexion.  271 


B.  Emmet,  gives  the  same  history  of  distress.  The  local  condition 
was  one  of  a  pathological  anteflexion,  with  a  remarkably  profuse  muco- 
purulent cervical  discharge.  Since  leaving  the  hospital  she  has  been 
seen  by  me  at  different  times,  the  uniform  report  being  no  menstrual 
or  pelvic  pains  and  an  ability  to  do  all  work.  The  improved  drain- 
age had  had  no  effect  on  the  cervical  discharge. 

Again,  Mrs.  L.  B.,  May,  1891,  presented  herself  in  Dr.  Cleveland's 
service,  having  at  menstruation  severe  headaches  with  vomiting,  to- 
gether with  excessive  pain  over  both  sides.  This  patient  had  been  for 
the  same  trouble  divulsed  and  curetted  in  January  previous  by  one  of 
our  prominent  gynaecologists,  without  permanent  relief.  When  last 
heard  from,  about  a  year  afterward,  she  was  relieved  of  all  symptoms 
and  in  perfect  health.  She  has  since  been  married  and  moved  from 
the  city. 

Miss  M.  A.,  May,  1891,  and  Miss  B.  C,  February,  1893,  both  of 
Dr.  Cleveland's  service,  gave  similar  histories  of  nausea,  cephalalgia, 
dysmenorrhea,  and  intermenstrual  pains.  Both  were  and  are  at  the 
present  date  entirely  relieved,  having  gained  weight  and  being  in  per- 
fect health. 

When  this  operation  was  first  suggested  it  was  hoped  that  it  might 
prove  a  means  of  treating  sterility,  the  local  condition  being  an  acute 
anteflexion.  This  has  not  yielded  uniform  results,  nor  can  we  expect 
any  operation  to  do  so — for  there  are  too  many  conditions  involved 
in  the  bringing  about  of  this  state.  Two  such  patients  I  have  found, 
Mrs.  S.  H.  R.,  May,  1891,  and  Mrs.  S.  M.,  also  May,  1891,  the  former 
of  Dr.  Cleveland's  service,  the  latter  kindly  furnished  me  by  Dr. 
Baldwin.  Both  were  sterile  ;  one  became  pregnant  three  months 
after  the  operation,  and  the  other,  who  also  complained  of  cephalalgia 
and  pelvic  pains,  was  at  once  relieved  and  a  year  and  a  half  after- 
ward was  reported  as  three  and  a  half  months  pregnant. 

With  this  satisfactory  result  before  us,  I  ask  your  attention  in 
considering  those  with  whom  the  operation  has  not  yielded  such  a 
happy  return. 

Three  received  only  partial  benefit ;  one  was  relieved  of  the  dys- 
menorrhea, yet  the  pain  persisted  on  the  left  side.  An  examination 
in  December  last  gave  the  uterus  in  normal  curve  and  a  tender  ovary 
to  the  left. 

•  With  another  the  operation  was  done  in  the  hopes  of  relieving 
both  the  anteflexion  and  an  engorged  ovary  and  tube  to  the  left. 
This  proved  to  be  more  than  catarrhal,  and  eventually  she  may  be 
forced  to  a  cceliotomy. 


272  Leroy  Broun,  M  I). 


With  another  the  internal  os  had,  after  the  operation,  tightly  con- 
tracted, the  patient  being  miserably  nervous  and  having  pelvic  pains. 

Of  the  four  who  received  no  benefit,  one  I  have  heard  from  only 
by  letter;  another,  I  am  told,  has  an  aggravated  varicose  condition 
about  the  vulva  and  inner  part  of  the  thighs. 

With  another  the  operation  was  done  for  hysteria  in  the  hope  of 
affording  some  relief,  there  being  a  contracted  internal  os. 

Another  received  no  early  relief  from  the  cephalalgia  and  nervous- 
ness. She  was  afterward  again  divulsed  and  curetted  by  a  different 
operator,  who  kept  the  uterus  packed  with  gauze  for  two  weeks. 
She  has  since  been  relieved  of  symptoms,  though  failing  to  become 
pregnant.  This  case,  I  am  told  by  the  physician  doing  the  second 
operation,  was  in  no  way  primarily  satisfactory. 

I  feel  inclined  to  attribute  this  failure  to  some  cause  with  which  I 
am  not  at  present  acquainted — possibly  a  subsequent  contraction  of 
a  tight  internal  os,  for  ten  months  after  the  first  operation,  in  looking 
her  up,  I  found  she  had  lately  moved  but  was  told  by  her  friends  that 
she  had  been  entirely  relieved. 

Let  us  put  aside  the  case  of  hysteria  and  of  varicose  veins  and  we 
are  left  with  twenty  cases,  of  which  fifteen  (seventy-five  per  cent.)  have 
reported  a  complete  cessation  of  all  symptoms  for  relief  from  which 
the  operation  was  done. 

Extending,  as  almost  all  do,  over  a  period  of  from  one  to  three 
years,  these  results  should  be  a  fair  test  of  the  value  of  the  operation 
as  a  remedial  measure. 

Some  have  stated  that  such  a  procedure  is  too  extensive  for  such 
a  minor  condition  of  affairs  and  insist  on  ascribing  to  it  a  danger 
which  is  more  imaginary  than  otherwise. 

Of  the  thirty-three  cases  collected,  only  two  have  been  interrupted 
in  their  recovery  by  a  rise  of  temperature.  Of  these,  one  should  not 
have  been  operated  on  and  the  rise  of  temperature  in  the  other  was 
undoubtedly  due  to  some  sepsis  introduced  at  the  time  of  the  opera- 
tion. The  recovery  of  the  others  has  been  as  even  as  that  from  an 
ordinary  trachelorrhaphy  or  curetting. 

When  we  review  the  usual  methods  of  treating  a  pathologically 
anteflxed  uterus,  I  know  of  none  that  promises  as  much  as  this.  A 
simple  divulsion  and  curetting  does  not  suffice,  for  it  is  only  a  ques- 
tion of  time  when  the  uterus  will  lapse  into  the  same  condition  as 
before  the  operation.  The  addition  of  uterine  gauze  packing  goes 
further  and  is  more  radical,  yet  the  anteflexion  will  still  exist  and  in 
time  reproduce  the  same  symptoms. 
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The  use  of  the  stem,  so  commonly  in  vogue,  does  act  well,  yet  it 
is  a  thing  that  demands  constant  watching.  It  is  this  constant  super- 
vision that  can  not  help  engendering  in  the  patient  a  mental  condi- 
tion equal  to,  if  not  worse  than,  the  local  trouble. 

With  a  personal  experience  of  five  of  these  operations  and  the 
knowledge  of  the  progress  of  others,  I  feel  convinced  that  we  can  ob- 
tain from  it  excellent  results.  By  it  the  normal  drainage  function  of 
the  uterus  is  restored.  In  the  majority  of  cases  the  relief  attending 
this  restoration  of  drainage  is  gradual,  excepting  the  d>smenorrhcea. 

It  is  customary  for  the  patient  to  note  her  improvement  from 
month  to  month.  Again,  it  is  not  at  all  uncommon  to  have  a  history 
of  a  profuse  menstruation  occurring  for  a  few  months  after  the  opera- 
tion, which  will  decrease  to  one  of  normal  without  interference. 

Where  there  is  any  extensive  change  in  the  annexa,  it  is  too  much 
to  ask  of  this  operation  to  expect  symptomatic  relief  from  such. 
Yet  where  there  are  the  side  pains,  which  often  accompany  a  uterus 
with  a  tender  endometrium  and  anteflexed,  this  restoration  to  the 
uterus  of  its  drainage  power  will  give  relief. 

In  seeing,  from  time  to  time,  some  of  my  own  patients  and  those 
of  others,  I  have  been  impressed  with  the  importance  of  accentuating 
a  few  of  the  operative  steps. 

1.  In  general,  the  posterior  lip  should  be  divided  down  to  and 
slightly  below  its  vaginal  junction  ;  anything  short  of  this  is  not  usu- 
ally sufficient.  Entering  the  peritoneal  cavity  is  an  accident  and  of 
course  to  be  avoided  ;  yet  if  it  should  happen,  no  complication  ought 
to  arise  with  necessary  care. 

2.  If  the  internal  os  is  tightly  constricted,  in  addition  to  being  di- 
vulsed,  I  think  it  should  be  incised  posteriorly,  the  incision  being  a 
continuation  of  that  of  the  posterior  lip.  Dr.  Dudley  in  a  way  sug- 
gests this  when  he  says  "  the  incision  is  somewhat  deepened  by  means 
of  a  scalpel,  especially  on  the  side  of  the  cervical  canal." 

When  this  is  neglected,  the  internal  os  may,  if  originally  con- 
stricted, again  partly  or  entirely  contract  within  a  few  months  and  a 
return  of  some  of  the  symptoms  result. 

This  I  have  seen  happen  in  a  few  of  the  cases  coming  under  my 
notice.  When  there  is  a  tightly  constricted  internal  os,  with  a  large 
uterine  body,  I  believe  it  will  be  of  advantage  to  pack  the  uterus  with 
gauze,  in  addition  to  the  regular  Dudley  operation. 

Before  closing  this  paper  with  the  appended  tables  I  wish  to  em- 
phasize that  all  of  the  operations  have  been  done  only  when  there 
were  well-developed  uteri,  with  a  pathological  anteflexion. 
18 
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Notes. 

Seen  last  December, 
1893  ;  local  condition 
excellent  ;  prolapsed 
left  ovary. 

When  last  seen,  in  De- 
cember, had  gained 
weight  and  improved. 

Seen  last  December, 
1893 ;  internal  os 
contracted. 

Am  told  by  the  operator 
that  patient   has  an 
extensive  varicose  con- 
dition over  labia  and 
groins. 

Some    time   after  was 
again    divulsed  and 
curetted  with  constant 
uterine  gauze  packing 
for  two  weeks,  when 
patient  was  relieved 
of  all  symptoms.  The 
operator  tells  me  the 
canal  was  of  a  normal 
curve. 

Relief  from  reflex  nervous- 
ness and  pelvic  pains. 

Pain  over  left  side  con- 
tinues. 

Negative. 

Complete    relief  from 
cephalalgia  ;  nervous- 
ness greater  than  be- 
fore operation. 

No  relief. 
No  relief. 

Relief  from 
dysmenorrhoea. 

Complete. 

Pain  greatly  dimin- 
ished, and  at  times 
almost  none. 

Complete. 

not  Relieved. 

No  relief. 
No  relief. 

Symptoms  calling  for 
operation. 

Dysmenorrhoea  ;  pains 
over  left  side. 

Dysmenorrhoea  ;  severe 
pain  over  both  sides. 

Dysmenorrhoea,  cepha- 
lalgia, pains  over  both 
sides,   and  intensely 
nervous. 

Patients 

Severe  dysmenorrhoea. 

Dysmenorrhoea,  with 
pelvic  pains  of  bear- 
ing-down character. 

Hysteria  ;  contracted 
internal  os. 

Cephalalgia  ;  sterility 
and  nervousness ;  dys- 
menorrhoea. 

Operator. 

Dr.  Anderson. 

Dr.  Broun. 
Dr.  Cleveland. 

Dr.  Winchester. 
Dr.  Cleveland. 

Dr.  Haskins. 
Dr.  Dudley. 

Date  of 
operation. 

May,  1892. 

August, 
1893. 

May,  1S91. 

Dec,  1 89 1. 
March, 
1893. 

April,  1892. 

September, 
1890. 

Name. 

Mrs.  S.  H. 

Mrs.  G. 
Mrs.  E.  G. 

Mrs.  L. 
Mrs.  F.  W.  P. 

Miss  L. 
Mrs.  McG. 
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A  CASE  OF  EXTRA-UTERINE  PREGNANCY.* 
By  E.  L'H.  McGinnis,  M.  D. 

On  the  morning  of  April  15th  last  there  came  to  my  office  Mrs. 
X.,  a  large,  rather  heavily  built  woman  about  thirty-three  years  of  age, 
married  about  eighteen  years,  having  had  three  children  in  that  time. 
She  had  menstruated  pretty  regularly  every  twenty-eight  days,  the  flow 
lasting,  however,  from  only  half  a  day  to  a  day  and  accompanied  by 
nothing  more  than  ordinary  discomfort.  Her  flow  had  been  decid- 
edly more  free  and  normal  since  the  laceration  of  her  cervix  was  re- 
paired and  the  uterus  curetted  by  the  late  Dr.  James  B.  Hunter,  from 
whom  she  came  directly  to  me.  Her  general  health  was  far  above 
the  average  and  she  seemed  to  complain  only  of  a  backache  and 
headache  occasionally,  which  were  caused  by  a  retroflexion  and  which 
did  not  bother  her  when  she  wore  a  pessary.  The  perineum  was 
somewhat  relaxed  and  a  rectocele  was  making  its  appearance. 

Her  object  in  coming  to  my  office  at  this  time  was  to  ascertain 
the  cause  of  a  dull,  severe  pain  in  the  left  inguinal  region  and  a 
wretched  feeling  of  nausea  which  she  had  noticed  for  a  couple  of 
weeks  previous  to  her  visit;  she  had  also  had  only  about  a  half-day's 
flow  five  weeks  before  and  none  one  week  before. 

My  nurse  having  arranged  her  on  the  back  upon  the  table  I  ex- 
amined her  very  carefully  and  found  a  fluctuating  mass  to  the  left  of 
the  uterus  exquisitely  sensitive  on  pressure  and  giving  a  distinct  sen- 
sation of  something  floating  in  the  mass.  Taking  into  consideration 
the  lack  of  flow  and  nausea  as  well  as  the  pain,  I  became  convinced 
that  she  had  a  tubal  gestation  and,  being  an  unusually  sensible  patient, 
I  explained  to  her  my  fears.  She  was  perfectly  satisfied  to  accept 
what  I  told  her  but,  at  my  own  request,  she  consented  to  see  Dr. 
Clement  Cleveland  in  consultation,  which  she  did;  he  fully  verified 
my  diagnosis,  agreeing  with  me  that  it  was  probably  in  the  ninth  or 
tenth  week. 

As  you  may  know,  my  belief  in  the  use  of  the  galvanic  current  for 
the  destruction  of  fcetal  life  in  the  tube  up  to  the  end  of  the  third 
month  of  gestation  and  my  previous  success  in  seven  cases  when  I 


*  Read  at  the  annual  meeting  of  the  Alumni  Association  of  the  Woman's  Hos- 
pital, held  January  17,  iSg^. 
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used  it  led  me  to  recommend  it  in  this  instance  and,  with  the  ac- 
quiescence of  Dr.  Cleveland,  I  proceeded  as  follows  :  A  ball  electrode 
was  placed  to  the  left  of  the  cervix  and  connected  with  the  positive 
cord  of  the  galvanic  battery,  and  the  negative  cord  was  attached  to 
the  clay  pad  and  placed  on  the  abdomen  to  the  left  and  over  the 
mass.  The  current  was  then  turned  on  till  it  reached  sixty  milli- 
amperes  and  was  administered  for  ten  minutes,  being  broken  at  in- 
tervals of  about  one  second.  This  I  did  daily  for  four  days,  using  a 
milder  current  each  seance,  and  at  the  end  of  that  time  I  substituted 
the  faradaic  current,  my  idea  in  doing  so  being  to  hasten  absorption. 
At  the  end  of  ten  days  I  asked  Dr.  Cleveland  to  see  her  again  with 
me,  and  we  agreed  that  there  had  been  a  rapid  diminution  in  the  size 
of  the  mass  to  about  two  thirds  of  its  original  dimension  (which  I 
neglected  to  say  was  somewhat  larger  than  that  of  a  hen's  egg),  and 
the  patient  had  suffered  very  little  if  any  pain,  even  seriously  object- 
ing to  remaining  in  bed  although  I  should  have  preferred  to  have 
had  her  do  so. 

I  continued  this  treatment  daily  until  May  23d,  when  the  mass  had 
diminished  sufficiently  to  wrarrant  my  belief  that  it  would  be  safe  to 
operate  on  her  rectocele,  which  I  did  with  the  assistance  of  .  Dr. 
Bissell  and  Dr.  Adams.  All  went  well,  so  far  as  the  operation  was 
concerned,  and  the  patient  had  no  temperature  or  pulse  above  ioo° 
and  no  symptoms  of  septicaemia.  On  the  evening  of  the  fifth  day 
after  operation  the  nurse  told  me  that  the  patient  had  had  one  sharp, 
cramp-like  pain  in  the  left  groin,  followed  ten  minutes  later  by  the 
discharge  per  vagina??i  of  about  a  half-ounce  of  black,  putrid  matter, 
resembling  decomposed  flesh  and  a  few  drops  of  clear  blood  with 
some  odor,  which  continued  to  come  away  by  drops  for  about  twelve 
hours.  There  was  no  pain  following  the  expulsion  of  this  broken- 
down  pabulum  and  no  symptoms  of  shock  or  rupture  of  the  tubes 
nor  of  septic  trouble. 

Some  days  after,  when  removing  the  sutures  from  the  perfectly 
healed  perinaeum,  I  very  carefully  examined  the  seat  of  the  gestation 
and  was  delighted  to  find  the  mass  had  entirely  disappeared,  only  a 
moderate  tenderness  on  pressure  being  left.  This  was  on  June  1st, 
and  before  my  departure  for  Europe  (July  1st)  all  tenderness  had  dis- 
appeared and  the  patient  has  been  a  well  woman  ever  since,  with  the 
exception  of  a  metritis  caused  by  sudden  exposure  to  cold  about  six 
weeks  ago  while  unwell. 

The  time  allowed  me  to-day  is  limited  to  but  three  minutes  or  I 
would  follow  the  description  of  this  case  by  another  similar  one  which 
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I  treated  at  the  same  time  that  I  was  occupied  with  the  one  herein 
narrated  and  with  perfectly  satisfactory  results. 

Now,  there  may  be  those  of  you  who  will  say  that  the  diagnosis 
was  incorrect  or  such  a  happy  result  could  not  have  been  reached. 
To  those  I  will  simply  say  that,  had  they  seen  the  patient,  there  is  no 
doubt  in  my  mind  that  they  would  agree  with  Dr.  Cleveland  and  my- 
self, and  the  result  proves  the  correctness  of  the  diagnosis  and  also 
the  fact  that  this  method  of  dealing  with  ectopic  gestation  before  the 
fourth  month  is  certainly  to  be  resorted  to  by  those  conservative  men 
who  have  their  patients'  welfare  at  heart.  I  can  not  close  without  ref- 
erence to  the  excellent  and  exhaustive  report  and  statistics  of  Dr. 
Brothers,  published  in  the  January  number  of  the  American  Journal 
of  Obstetrics,  showing  but  one  death  (Janvrin,  1886)  in  seventy-eight 
cases  of  ectopic  gestation  treated  by  electricity  without  puncture,  and 
in  his  case  there  were  marked  symptoms  of  haemorrhage  before  the 
current  was  resorted  to,  as  Dr.  Brothers  says.  After  the  expiration  of 
the  third  month,  or  when  there  are  symptoms  of  rupture,  surgery  is  of 
course  imperative,  and  one  should  always  be  prepared  to  operate  at 
once  should  necessity  arise  while  treating  with  electricity. 

60  West  Thirty-eighth  Street. 


A  TROCAR  WHICH  BOTH  CLAMPS  AND  EMPTIES  A 
CYST  WITHOUT  PERMITTING  THE  ESCAPE  OF 
FLUID  INTO  THE  ABDOMINAL  CAVITY.* 

By  J.  Dougal  Bissell,  M.  D.,  New  York. 

It  is  an  established  principle  in  abdominal  surgery  that  every  pre- 
caution should  be  taken  to  prevent  the  contents  of  cysts  from  getting 
into  the  peritoneal  cavity.  But,  however  careful  the  operator  may 
be  in  using  any  of  the  trocars  generally  employed,  he  sometimes  finds 
it  impossible  to  empty  tumors  without  allowing  a  considerable  amount 
of  their  contents  to  escape  into  the  abdomen.  These  fluids  are,  of 
course,  not  all  poisonous  ;  many  are  innocent  but,  as  it  is  not  possible 
always  to  tell  positively  their  true  character  until  they  are  submitted 
to  a  microscopic  examination,  we  should  consider  them  all  dangerous 


*  Read  before  the  Woman's  Hospital  Alumni  Association,  January  T7,  1894. 
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and  use  every  means  available  to  prevent  them  from  coming  in  con- 
tact with  the  peritonaeum  or  wound.  Operators  frequently  base  their 
opinion  of  the  nature  of  fluids  upon  their  color  and  general  appear- 
ance ;  this  is  as  uncertain  as  it  is  unscientific.  Such  a  method  can 
only  add  to  the  danger  of  an  operation  and  lessen  the  chances  of  re- 
covery. 

An  instrument,  then,  that  can  drain  a  cyst  without  allowing  its 
contents  to  escape  into  the  abdomen  or  over  the  wound,  must  ne- 
cessarily facilitate  the  operation,  lessen  its  dangers  and  put  at  rest 
the  question  of  irrigating  the  peritoneal  cavity.  With  a  thorough 
understanding  of  J:he  instrument  presented  and  a  little  practice  on 
distended  bladders  before  it  is  used  on  the  living  subject,  one  can 
perfectly  control  a  cyst  and  its  contents. 


It  consists  of  five  distinct  parts,  easily  separated,  adjusted  and 
cleansed.  No.  i  represents  the  cannula,  the  cutting  end  of  which  is 
shaped  like  an  arrowhead,  the  base  of  the  arrowhead  being  one  fourth 
of  an  inch  greater  in  diameter  than  the  cannula  proper.  As  this  end 
is  forced  through  the  tumor  wall  the  tissues  tighten  around  it  until 
they  meet  points  a  a  a,  where  tension  is  suddenly  relieved  and  the 
tissues  by  their  own  elasticity  encircle  the  cannula  or  tube  b  at  the 
base  of  the  arrowhead.  No.  2  is  the  clamp.  It  is  armed  with  several 
stout  pins  and  moves  upon  the  tube  b.  As  soon  as  the  tissues  have 
passed  points  a  a  a  they  are  anchored  by  the  clamp,  being  shoved 
against  the  base  of  the  arrowhead.  No.  3  is  the  shield  which  protects 
the  cutting  point  of  the  instrument  when  it  is  closed.  It  works  within 
the  cannula  and  is  connected  to  No.  2  by  a  small  screw,  No.  4.  No.  5 
is  a  curved  tube  which  forms  the  handle  of  the  instrument  ;  it  is  made 
detachable,  so  as  to  allow  No.  2  to  slide  off  tube  b  when  it  is  desired 
to  separate  the  instrument  into  its  parts  for  the  purpose  of  cleaning 
them. 
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In  order  that  the  instrument  may  work  properly,  it  is  necessary 
that  there  be  a  certain  amount  of  resistance  offered  and  for  a  certain 
length  of  time.  It  is  best  adapted,  therefore,  to  large  tumors.  With 
small  cysts  the  clamp  feature  can  not  be  used  to  advantage,  as  the 


tumor  will  be  emptied  before  the  arrowhead  can  be  forced  beyond 
the  wall  ;  with  such  cases  it  should  be  converted  into  a  dull  trocar 
immediately  after  puncturing.  As  a  dull  trocar  it  prevents  the  escape 
of  fluid  to  a  considerable  extent,  but  the  tumor,  not  being  grasped  by 
the  instrument,  will  have  to  be  lifted  out  of  the  abdomen  in  the  usual 
way.  When  the  fluid  is  of  a  very  thick  consistence,  as  often  occurs 
in  multilocular  cysts,  the  instrument  can  answer  only  the  purpose  of 
a  clamp. 

The  trocar  should  never  be  plunged  suddenly  beyond  the  base  of 
the  arrowhead  ;  but  by  a  gentle  and  firm  pressure,  accompanied  by 
a  slight  rotary  motion,  it  should  be  forced  just  far  enough  to  allow 
the  tissues  to  slide  over  points  a  a  a.  A  thick  and  healthy  portion 
of  tumor  wall  should  always  be  selected  if  possible  to  operate  on,  as 
a  thin  or  diseased  portion  will  not  stand  the  necessary  strain. 

The  following  is  a  brief  history  of  a  case  operated  on  one  year 
ago  by  Dr.  H.  C.  Coe  of  this  city.  I  report  it,  with  his  consent,  to 
illustrate  the  fact  that  we  are  not  always  certain  of  the  nature  of  the 
fluid  with  which  we  are  dealing  : 

Mrs.  S.,  examined  January  11,  1893.  Diagnosis:  a  large,  simple, 
thin-walled  ovarian  cyst.  She  presented  only  symptoms  which  are 
usually  occasioned  by  such  tumors.  On  January  21st  the  abdomen 
was  opened  and  tumor  removed.  Owing  to  the  inefficiency  of  the 
trocar  used,  a  considerable  amount  of  the  contents  of  the  cyst  escaped 
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into  the  abdominal  cavity.  It  was  considered  harmless,  but  as  a  pre- 
cautionary measure  the  abdomen  was  thoroughly  irrigated  with  boiled 
water  at  a  temperature  between  no°  and  115°.  Patient  was  put  to 
bed  in  good  condition;  soon  recovered  consciousness  and  appeared 
unusually  bright.  Fifteen  hours  after  operation,  however,  tempera- 
ture, pulse  and  respiration  began  to  rise.  Symptoms  became  rapidly 
worse  and  patient  died  January  23d,  thirty-nine  hours  after  operation. 
Autopsy  revealed  most  acute  septic  poisoning.  The  poison  which 
occasioned  such  a  violent  and  general  condition  must,  it  is  evident, 
have  come  in  contact  with  a  considerable  portion  of  the  peritonaeum 
and  wound,  and  as  the  contents  of  the  cyst  did  come  in  contact  with 
an  extensive  peritoneal  surface,  and  as  this  fluid  was  of  a  dark-brown 
color  and  somewhat  suspicious  in  its  appearance,  we  are  almost  justi- 
fied, from  these  facts  alone,  in  considering  it  the  probable  source  of 
infection.  It  may  be  well  to  state  in  this  connection  that  the  usual 
precautions  with  respect  to  all  articles  and  instruments  used  during 
operation  were  taken.  On  examining  the  tumor  sac  after  operation, 
there  was  found  on  its  inner  surface  an  area  several  inches  in  diame- 
ter which  to  all  appearances  was  necrotic  in  nature.  This  suspicion 
was  afterward  substantiated  by  the  pathological  report  and  the  source 
of  poisoning  determined. 

Here,  then,  we  have  positive  proof  that  tumor  walls  sometimes 
undergo  necrosis,  and  to  such  a  degree  as  to  render  the  contents 
violently  poisonous,  without  occasioning  symptoms  which  would  even 
cause  a  suspicion  of  the  existing  condition. 


MEDICAL  OBSERVATIONS  AMONG  THE  ESQUIMAUX* 
By  Frederick  A.  Cook,  M.  D. 

Ethnologist  to  the  first  Peary  North  Greenland  Expedition. 

I  wish  you  would  follow  me  in  your  imagination  to  the  extreme 
North,  where  between  the  seventy-sixth  and  seventy-ninth  parallels  is 
a  race  of  people  called  the  Esquimaux.  These  people  were  called  by 
Sir  John  Ross  "  Arctic  Highlanders,"  but  as  a  matter  of  fact  they  do 
not  live  in  the  highlands  but  on  the  coast.  They  live  in  a  region  of 
eternal  ice  and  snow,  are  hemmed  in  by  glaciers,  can  not  therefore 


*  Delivered  by  invitation  before  the  New  York  Obstetrical  Society,  Jan.  16,  1894. 
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leave  their  locality  and  have  no  regular  communication  with  other 
portions  of  the  world. 

They  have  naturally  developed  a  number  of  habits  and  customs 
which  are  extremely  interesting,  and  they  have  adapted  themselves 
to  the  extreme  cold  of  the  North.  I  have  with  me  here  a  boy  who  is 
not  a  member  of  the  Northern  tribe  but  of  the  Labrador  Esquimaux. 

These  people  live  on  an  absolute  meat  diet.  Two  thirds  of  this 
meat  is  raw  and  frozen  and  about  one  third  is  cooked,  because  in 
this  way  the  blood  is  extracted ;  this  forms  their  only  drink  except 
water.  For  nine  or  ten  months  of  the  year  they  are  compelled  to 
melt  the  ice  or  snow  to  get  water  to  drink.  This  is  done  in  a  stone 
dish  over  a  rude  lamp  in  which  a  piece  of  moss  takes  the  place  of  a 
wick,  and  some  whale  blubber  serves  as  oil.  They  use  no  sodium 
chloride  or  condiments  of  any  kind  in  their  food — an  exceedingly  in- 
teresting fact.  You  can  easily  understand  from  the  difficulty  they 
have  in  obtaining  water  that  they  waste  none  in  bathing;  in  fact,  they 
do  not  bathe  during  their  whole  lives. 

The  average  male  is  five  feet  one  inch  and  a  half  in  height,  and 
his  average  weight  is  a  hundred  and  thirty-five  pounds,  while  the 
woman  is  four  feet  eight  inches  in  height  and  has  an  average  weight 
of  a  hundred  and  eighteen  pounds.  The  men  wear  their  hair  as 
long  as  the  women  and  allow  it  to  drop  over  their  faces  to  protect 
them  from  the  extreme  cold.  By  looking  at  this  boy  you  will  notice 
that  the  face  is  of  the  Mongolian  cast.  The  heavy  cheeks  are  due  to 
their  method  of  tanning  skins.  The  skins  are  all  chewed,  then  dried, 
then  scraped  and  then  chewed  again.  They  have  to  chew  their  boots 
and  shoes  about  once  a  week  after  they  are  made  in  order  to  keep 
them  pliable.  The  muscular  outlines  of  the  body  are  nearly  obliter- 
ated from  the  fact  that  they  have  immediately  beneath  the  skin  a 
layer  of  blubber  or  areolar  tissue  which  protects  them  against  extreme 
cold.  The  least  excitement  among  these  people  will  cause  blood  to 
flow  freely  from  their  mucous  membranes,  and  a  slight  cut  will  bleed 
for  an  hour  or  two,  showing  that  they  are  blessed  with  a  superabun- 
dance of  blood. 

The  girls,  soon  after  birth,  are  betrothed  to  certain  worthy  young 
men  and  arrive  at  a  marriageable  age  at  twelve  to  fourteen  years. 
The  young  men  are  usually  ten  years  older  and  must  have  shown  their 
ability  to  catch  bears  or  seals  or  other  Arctic  animals.  The  young 
man  comes  to  the  house  of  the  intended  bride  and  gains  permission 
from  the  parents  to  take  his  girl-wife  to  his  own  establishment.  She 
is  kept  there  for  a  period  of  three  months  and  is  then  returned  to  her 
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mother  with  thanks.  As  a  rule,  he  is  not  allowed  then  to  see  her  for 
a  year,  and  during  this  time  either  he  or  she  may  change  to  another. 
This  is  continued  for  several  years  until  the  birth  of  their  first  child, 
which  is  the  only  permanent  bond  of  union.  Although  these  girls 
attain  their  size  early,  they  do  not  menstruate  until  the  age  of  nine- 
teen or  twenty  years.  If  a  girl  proves  sterile,  there  is  no  marriage 
and  she  wanders  about  from  place  to  place  and  from  man  to  man. 

When  a  woman  is  about  to  give  birth  to  a  child  she  is  put  in  a 
house  and  given  frozen  meat  sufficient  to  last  for  two  weeks  and  also 
some  blubber  and  oil.  If  she  survives  the  ordeal  and  the  baby  is  heard 
to  cry,  the  others  will  come  in  and  help  her,  but  if  the  baby's  cries  are 
not  heard,  that  house  will  not  be  entered  again.  The  common  im- 
pression is  that  aboriginal  women  give  birth  to  children  easily,  but  it 
is  not  so  with  these  women.  Deaths  in  childbirth  are  not  at  all  un- 
common. From  the  histories  I  have  obtained  I  have  been  led  to  be- 
lieve that  there  are  some  cases  of  puerperal  peritonitis,  and  their  nat- 
ural filth  would  favor  such  a  condition.  The  umbilical  cord  is  severed 
with  stones  and  is  tied  with  a  piece  of  dirty  sinew. 

For  the  first  two  years  the  child  wears  no  clothing,  being  carried 
inside  of  the  mother's  clothing  against  her  back.  It  nurses  for  from 
four  to  six  years,  or  usually  until  she  has  another  child.  The  average 
period  between  each  child  is  four  years.  If  the  mother  dies  before 
the  child  is  three  years  old  the  child  must  also  die,  for  there  is  noth- 
ing to  feed  the  child  upon  except  meat  and  they  claim  the  child  must 
die  anyway.  If  the  father  dies  before  the  child  is  three  years  of  age 
the  child  must  be  killed,  because  it  will  prevent  the  mother  from  hav- 
ing another  husband.    The  child  is  accordingly  strangled. 

In  times  of  famine  the  childless  women  and  the  old  women  are 
turned  out  to  starve,  and  their  bodies  are  eagerly  devoured  by  the 
other  members  of  the  tribe.  This  is  not  cannibalism  but  a  matter  of 
self-preservation.  Usually  they  are  not  polygamous  or  polyandrous 
but  their  customs  do  not  condemn  either,  and  men  can  be  found  with 
three  or  four  wives  as  well  as  women  with  several  husbands.  There 
is  no  rule  among  them  on  this  point. 

These  people  live  in  a  region  of  constant  night  for  four  months, 
followed  by  a  period  of  part  day  and  part  night,  and  then  four 
months  of  constant  day.  This  endless  night  has  a  peculiar  effect  on 
the  secretions  and  upon  the  passions.  During  the  whole  of  this  long 
Arctic  night  the  secretions  are  diminished  and  the  passions  sup- 
pressed, resulting  in  great  muscular  debility.  Our  own  party  suffered 
in  the  same  way.    This  peculiar  condition  is  due  to  the  prolonged 
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absence  of  the  sun,  and  I  should  judge  from  this  that  the  presence  of 
the  sun  is  essential  to  animal  as  it  is  to  vegetable  life.  The  passions 
of  these  people  are  periodical,  and  their  courtship  is  usually  carried 
on  soon  after  the  return  of  the  sun  ;  in  fact,  at  this  time  they  almost 
tremble  from  the  intensity  of  their  passions  and  for  several  weeks 
most  of  their  time  is  taken  up  in  gratifying  them.  Naturally  enough, 
then,  the  children  are  usually  born  at  the  beginning  of  the  Arctic 
night,  or  about  nine  months  from  this  time.  The  coldest  temperature 
we  experienced  during  the  Arctic  night  was  530  below  zero.  When 
we  emerged  from  this  night  our  skins  were  of  a  yellowish  hue.  We 
ate  very  little  during  this  absence  of  the  sun  and,  although  feeling 
sleepy,  we  did  not  allow  ourselves  to  sleep  more  than  ten  hours  each 
day  but  occupied  ourselves  with  enforced  work  and  reading.  By- 
such  measures  we  avoided  scurvy,  and  after  the  return  of  the  sun 
we  traveled  long  distances  ;  yet  we  did  not  need  any  antiscorbutic 
remedies. 

At  the  conclusion  of  these  remarks  the  following  questions  were 
propounded  by  the  different  members  of  the  society:  (1)  What  is 
the  condition  of  their  teeth?  (2)  Is  menstruation  continued  during 
the  Arctic  night  ?  (3)  How  is  paternity  of  the  children  determined  ? 
(4)  How  is  the  prolonged  lactation  accounted  for  ?  Is  it  because  of 
the  use  of  so  much  oil  or  blubber?  (5)  What  are  the  moral  habits  of 
these  people — particularly  as  regards  the  existence  of  masturbation  ? 
(6)  What  is  the  length  of  the  menstrual  period  during  the  daylight 
period  ? 

Dr.  Cook  replied  as  follows  :  Their  teeth  are  in  good  condition, 
though  short  and  worn.  During  the  Arctic  night  the  menstrual  func- 
tion is  usually  suppressed,  not  more  than  one  woman  in  ten  menstru- 
ating. As  a  rule,  the  Esquimaux  are  very  faithful,  but  it  occasionally 
happens  among  the  sterile  women  that  the  husband  loans  her  for  a 
period  of  one  child  to  another  individual,  and  I  have  known  of  one 
instance  in  which  the  woman  when  so  exchanged  did  not  prove  ster- 
ile. The  child  is  the  property  of  the  mother  and  not  of  the  father. 
They  do  not  consume  as  much  oil  as  is  generally  supposed  ;  jthey  eat 
a  good  deal  of  fat  as  we  do  cheese,  but  not  as  a  regular  diet.  I  can 
not  say  why  lactation  continues  so  long.  In  our  stay  of  a  year 
and  a  half  I  was  unable  to  learn  much  of  masturbation  and  similar 
practices,  and  I  do  not  believe  that  they  are  indulged  in.  In  south- 
ern Greenland  and  in  parts  of  Labrador,  where  the  people  have  learned 
the  use  of  rum  and  tobacco  and  tea  and  coffee,  their  morals  have  suf- 
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fered  correspondingly  and  their  physique  is  proportionately  impaired. 
Among  the  northern  tribes  they  have  very  little  illness  except  rheu- 
matism, occasionally  follicular  tonsillitis  and  mild  forms  of  la  grippe, 
whereas  farther  south  not  less  than  fifty  per  cent,  of  them  have  con- 
sumption. Every  year  there  is  an  epidemic  of  la  grippe  that  car- 
ries away  thousands  of  the  people  in  southern  Greenland  and  Labra- 
dor. They  have  no  system  of  medical  treatment  for  their  diseases 
During  the  period  of  daylight  menstruation  recurs  about  every  twenty- 
eight  to  thirty  days. 
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EDITORIAL. 

Dr.  COOK  AMONG  THE  ESQUIMAUX. 

Among  our  original  communications  appears  a  discourse  delivered 
before  the  New  York  Obstetrical  Society  entitled  :  Medical  Observa- 
tions among  the  Esquimaux,  in  which  the  author  details  his  ethnological 
experiences  acquired  during  a  residence  of  eighteen  months  among 
this  exceptionally  strange  people.  Dr.  Cook  accompanied  the  first 
expedition  of  Lieutenant  Peary  to  the  North  in  an  official  capaci- 
ty and  gleaned  most  intelligently  a  vast  amount  of  fact  both  physi- 
ological and  ethical.  While  all  he  says  is  of  absorbing  interest,  that 
part  of  his  discourse  in  reference  to  gynaecological  and  obstetrical 
conditions  prevalent  among  these  natives  presents  so  remarkable  a 
series  of  exceptions  to  the  universal  laws  of  physiology  that  a  coun- 
terpart to  it  does  not  exist  among  all  the  known  peoples  of  the  earth. 

The  most  apparently  anomalous  conditions  exist,  as,  for  instance, 
the  marriageable  age  which  is  considered  to  be  fourteen  or  even 
younger  for  females  who  yet  do  not  menstruate  generally  until  the 
age  of  nineteen  or  twenty.  Again,  we  are  told  that  these  women 
become  pregnant  in  their  teens  and  before  menstruation  begins. 
Mothers  nurse  their  infants  for  upward  of  three  years  and  generally 
become  pregnant  but  once  in  four.  This  last  seems  to  be  almost  the 
only  one  of  the  physiological  laws  prevalent  among  all  other  peoples, 
namely,  the  incompatibility  of  pregnancy  and  lactation,  which  they  do 
not  violate.  But  the  most  remarkable  fact  is  the  complete  cessation 
of  menstruation  for  four  months  every  year  or  during  the  Arctic  night. 
During  this  long  period  the  cold  is  intense,  all  sexual  desire  is  sup- 
pressed in  both  sexes,  the  people  are  housed  and  lead  lives  approach- 
ing the  hibernation  of  some  of  the  lower  animals. 
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When  they  emerged  from  this  long  confinement  Dr.  Cook  tells  us 
that  all  of  his  party  were  flabby  and  weak,  although  they  forced  them- 
selves to  take  as  much  exercise  as  their  circumstances  would  permit 
and  allowed  themselves  but  ten  hours'  sleep  a  day.  He  does  not  tell 
us  whether  he  observed  any  variation  in  the  pulse-rate  during  this 
time  nor  whether  the  natives  suffered  from  anaemia  also,  although  we 
may  infer  as  much.  And,  at  first  blush,  anaemia  would  seem  to  ac- 
count sufficiently  for  the  absence  of  menstruation.  But,  when  we 
take  into  account  that  sexual  desire  is  entirely  suppressed  and  returns 
with  an  intense  accession  at  the  first  twilight  of  approaching  spring, 
that  women  usually  become  pregnant  therefore  at  this  time  and  come 
in  labor  in  the  first  months  of  the  following  winter  or  Arctic  night,  we 
find,  in  the  incongruity  of  lactation  and  menstruation,  an  equally  good 
explanation  and  a  natural  law  which  even  the  Esquimaux  respect. 

The  difference  in  this  regard  is  one  of  degree  only  between  them 
and  other  peoples,  because  the  absence  of  menstruation  after  labor 
might  easily  extend  from  two  months — the  usual  period  elsewhere — 
to  four,  without  presenting  too  startling  an  exception  to  a  general 
rule. 

Yet  neither  of  these  explanations  is  complete  and  neither  quite  sat- 
isfactory. The  theory  of  anaemia  seems  to  be  refuted,  in  the  case  of 
mothers  at  least,  by  the  fact  of  satisfactory  lactation,  and  the  theory  of 
lactation  can  not  affect  the  equal  fact  of  amenorrhcea  in  women  who 
are  sterile  at  this  time.  The  author  suggests  as  a  cause,  in  an  obscure 
way,  the  prolonged  absence  of  sunlight.  But,  in  the  absence  of  knowl- 
edge of  the  manner  in  which  this  agent  acts,  we  are  left  as  much  in 
the  dark  as  ever.  The  only  way  in  which  this  latter  explanation  can 
appeal  to  our  experience  is  through  the  channel  of  ancemia  but  this, 
as  we  have  shown,  seems  to  be  but  a  partial  explanation  in  the  case  of 
the  Esquimaux.  Nature  offers  no  analogy,  applicable  at  least  to  our 
subject,  in  either  the  animal  or  vegetable  kingdom  by  which  we  might 
judge. 

In  the  Ural  Mountains  in  Russia,  in  the  mines  where  the  life  con- 
victs work,  there  are  said  to  be  women  who  are  born,  live  to  old  age 
and  die  without  ever  having  seen  the  light  of  day.  It  would  be  inter- 
esting to  know  how  these  women,  whose  condition  presents  the  only 
analogy  to  that  of  the  Esquimaux  during  their  period  of  amenorrhcea, 
are  affected.  We  have  been  unable  to  find  any  published  statement 
on  this  subject. 

We  can  not  help  being  impressed  anew  with  the  wonderful  man- 
ner in  which  Nature  adjusts  her  operations,  in  the  case  of  the  Esqui- 
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maux,  to  a  conservative  and  consistent  end.  It  is  only  man  who,  in 
his  blundering  efforts  to  assist,  mars  her  perfect  design.  She,  by  ex- 
tending the  period  of  normal  lactation  to  three  years,  places  an  effi- 
cient bar  to  the  overmultiplication  of  the  race  with  the  necessary 
concomitant,  hemmed  in  as  they  are  on  all  sides,  of  starvation  and 
speedy  extinction.  The  Esquimaux,  in  an  effort  still  further  to  ad- 
vance the  original  design,  slaughter  all  helpless  infants  and,  in  time 
of  famine,  all  sterile  women,  the  aged  and  the  maimed.  But  this 
atrocious  method  of  depletion  will  surely  bring  upon  them,  so  soon  as 
the  diseases  of  the  white  race  have  obtained  a  foothold  among  them, 
the  very  fate  they  seek  to  escape. 

Foeticide,  the  doctor  tells  us,  is  hardly  known,  but  this  can  scarcely 
be  accounted  to  them  as  a  virtue  when  infanticide  so  largely  prevails. 

Their  crude  ideas  of  obstetrics,  or  rather  their  want  of  all,  is  most 
interesting  but  is  not  peculiar  to  this  people.  Many  tribes  in  Africa 
and  the  South  Sea  Islands,  as  well  as  among  our  own  North  American 
Indians,  are  accustomed  to  isolate  and  immure  their  women  to  fight 
the  battle  of  life  and  death  alone.  In  fact,  many  relative  traits  both 
physical  and  ethical  seem  to  exist  between  our  own  Indians  and 
the  Esquimaux  and  would  point  to  an  original  Mongolian  ancestry 
in  common. 

We  can  not  close  this  article  without  special  reference  to  the  per- 
sonality of  Dr.  Cook.  His  knowledge  acquired  among  these  people 
shows  qualities  of  mind  especially  suited  to  the  successful  pursuit  of 
his  favorite  study,  while  his  courage,  perseverance  and  self-reliance 
are  abundantly  proved  by  his  already  remarkable  achievements.  Dr. 
Cook  is  still  a  very  young  man  but  he  has  the  silent  and  unassuming 
manners  of  an  older  one.  He  is  engaged  at  present  in  organizing  an 
expedition  to  the  Antarctic  Circle,  to  pursue  investigations  where  no 
white  man  has  ever  been.  He  will  take  with  him  the  admiration, 
good  will  and  Godspeed  of  every  scientific  man  in  America. 
19 
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RICHARD  BROOKE  MAURY,  M.  D., 

Professor  of  Gynaecology,  Memphis  Hospital  Medical  College  ;  Fellow  of  the  American 
Gynaecological  Society  and  of  the  British  Gynaecological  Society ;  Member  of  the  Southern 
Surgical  and  Gynaecological  Society  and  of  the  State  Medical  Society  of  Tennessee,  etc. 

Dr.  Maury  was  born  in  Georgetown,  D.  C,  February  5,  1834. 
His  father,  whose  full  name  he  bears,  resided  in  Fredericksburg,  Va., 
and  was  a  lineal  descendant  of  James  de  la  Fontaine,  whose  family 
name  figured  largely  in  the  religious  struggles  of  Louis  XIV's  reign 
and  is  especially  connected  with  the  history  of  M,  de  Sarci,  Mother 
de  St.  Jean  and  others  of  the  "  Society  "  at  Port  Royal. 

Dr.  Maury  entered  the  University  of  Virginia  at  the  age  of  sixteen 
and  after  graduating  in  several  of  the  Academic  Schools  in  that  insti- 
tution devoted  the  next  four  years  to  teaching.  Returning  to  the  Uni- 
versity, he  entered  the  medical  department  and  received  his  degree  of 
Doctor  of  Medicine  in  one  year.  Going  at  once  to  New  York,  he  stood 
his  examination  as  interne  at  Bellevue  Hospital.  "While  fulfilling  his 
term  of  service  at  this  hospital  he  entered  the  Medical  Department  of 
the  University  of  New  York  and  received  a  second  medical  degree  at 
that  college. 

His  health  failing  at  the  completion  of  his  service  at  Bellevue,  he 
went  to  Port  Gibson,  Miss.,  whence,  the  Civil  War  having  shortly  there- 
after begun,  he  entered  the  Confederate  army  as  surgeon  to  the  Twen- 
ty-eighth Mississippi  Regiment  of  Cavalry.  After  spending  one  year 
in  active  service  he  was  transferred  to  hospital  duty  and  continued  in 
charge  of  various  hospitals  in  the  Western  army  until  the  end  of  the 
war. 

In  1867  Dr.  Maury  moved  to  Memphis,  Tenn.,  and  a  year  later  was 
elected  Professor  of  Physiology  in  the  Memphis  Medical  College. 

In  1870  this  same  institution  appointed  him  to  the  Chair  of  Prin- 
ciples and  Practice  of  Medicine.  At  this  time  he  was  also  elected 
President  of  the  Memphis  Board  of  Education.  In  1885  he  accepted 
the  Chair  of  Gynaecology  in  the  Memphis  Hospital  Medical  College, 
which  position  he  still  occupies. 

Among  his  contributions  to  medical  literature  we  notice  especial- 
ly A  Case  of  Gastrotomy  for  Removal  of  a  Fibrocyst  of  the  Uterus, 
with  Remarks  on  the  Operation  in  General,  N.  Y.  Med.  Jour.,  April, 
1880  ;  Topical  Medication  in  the  Treatment  of  Dysentery,  N.  Y.  Med. 
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Jour.,  1 88 1  ;  A  Clinical  Contribution  to  the  Study  of  the  Fevers  of  the 
Mississippi  Valley,  Amer.  Jour,  of  the  Med.  Sciences,  April,  1881;  Pel- 
vic Inflammation,  Mann's  Amer.  Syst.  of  Gyn. ;  A  Contribution  to  the 
Clinical  History  of  Cystic  Degeneration  of  the  Ovaries,  A?ner.  Gyncec. 
Soc.  Trans.,  1889  ;  How  shall  we  treat  our  Cases  of  Pelvic  Inflam- 
mation ?  Amer.  four,  of  Obstet.,  January,  1891  ;  The  Indications  for 
Laparotomy  in  the  Treatment  of  the  Puerperal  Fevers,  Amer.  Gyn. 
Soc.  Trans. ,  1891  ;  A  Case  of  Ovarian  Pregnancy,  Amer.  Gyn.  Jour., 
April,  1893  ;  The  Present  Status  of  our  Knowledge  of  the  Pathology 
of  Pelvic  Inflammation,  with  Special  Reference  to  the  Treatment  of 
Pelvic  Abscess,  Amer.  Jour,  of  Obstet.,  December,  1893. 

By  a  life  of  devoted  labor  in  his  chosen  profession,  Dr.  Maury  has 
won  a  very  enviable  place  in  the  ranks  of  his  gynaecological  brethren, 
and  by  his  personal  reputation  he  has  added  luster  to  a  family  which 
has  already  given  more  than  one  name  to  the  history  of  our  country. 


CORRESPONDENCE. 

Hysterectomy  in  America. 

New  York,  fanuaty  22,  i8q4. 
To  the  Editors  of  the  New  York  Journal  of  Gynecology  and  Obstetrics  : 

Sirs  :  In  view  of  the  present  agitation  as  to  the  question  of  pri- 
ority in  America  in  the  matter  of  the  application  of  Freund's  method 
for  the  removal  of  the  fibroid  uterus,  it  may  be  of  interest  to  your 
readers  to  reproduce  from  the  pages  of  the  Medical  News  of  July  27, 
1889,  the  following  extract  from  Dr.  Lewis  A.  Stimson's  article,  en- 
titled On  Some  Modifications  in  the  Technique  of  Abdominal  Sur- 
gery, Limiting  the  Use  of  the  Ligature  en  Masse : 

"  A  special  and  very  valuable  application  of  the  substitution  of 
isolated  ligature  of  the  vessels  for  the  ligature  en  masse  is  the  prelimi- 
nary ligature  of  the  uterine  arteries  in  continuity,  in  supracervical  or 
total  abdominal  hysterectomy.  I  have  employed  it  with  complete 
success  in  five  cases,  the  first  two  of  which  were  reported  to  the  New 
York  Surgical  Society,  January  9,  1889,  and  published  in  the  New 
York  Medical  Journal,  March  9,  1889.  Each  artery  is  sought  for  at 
the  side  of  the  upper  part  of  the  cervix  by  palpation  of  the  broad  liga- 
ment between  the  finger  and  thumb.    After  its  position  has  been  thus 
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ascertained,  a  small  incision  is  made  through  the  peritonaeum  along  its 
course  on  the  front  or,  preferably,  the  back  of  the  broad  ligament, 
the  artery  separated  from  the  veins  with  a  director  and  a  ligature 
passed  by  means  of  an  aneurism  needle.  The  ureter  lies  to  the  outer 
side  and  is  easily  avoided.  When  both  uterine  arteries  have  been 
thus  tied  and  the  ovarian  vessels  secured,  as  above  described,  by 
clamps,  both  ovaries  and  tubes  and  the  body  of  the  uterus  can  be  re- 
moved by  a  transverse  incision  just  above  the  clamps  and  ligatures. 
The  cut  surface  will  be  almost  absolutely  bloodless.  The  cervix  can 
then  be  removed  by  cutting  through  between  it  and  the  bladder  into 
the  vagina  and  then  cutting  around  it  with  scissors,  or,  of  course,  the 
cervix  can  be  removed  without  previously  cutting  away  the  body  of 
the  uterus  by  cutting  through  each  broad  ligament  to  the  side  of  the 
uterus,  carrying  the  incisions  through  the  peritonaeum  on  the  front 
and  back  of  the  uterus  and  then  working  down  through  these  latter 
incisions  to  the  vagina,  as  in  the  other  case.  The  haemorrhage  from 
this  part  of  the  operation  is  trifling  and,  as  the  cut  surface  is  freely 
exposed  to  view,  any  vessel  that  may  require  it  can  be  readily  caught 
and  tied.  The  following  record  of  a  hitherto  unpublished  case  (my 
fourth)  may  serve  to  show  the  details  : 

"  F.  W.,  forty-eight  years  old,  colored,  unmarried,  had  suffered  for 
a  number  of  years  from  abdominal  pain  and  discomfort  and  profuse 
haemorrhages  from  the  womb,  attributed  to  a  slowly  increasing  ab- 
dominal tumor  situated  in  the  hypogastrium.  When  I  first  saw  her, 
in  March,  1889,  she  was  greatly  reduced  in  strength  and  had  been 
confined  to  bed  for  several  weeks.  Examination  showed  a  solid,  irreg- 
ular, movable  tumor  filling  the  space  between  the  umbilicus  and  the 
pubes  and  extending  a  hand's  breadth  to  either  side  of  the  median 
line.  The  cervix  could  not  be  reached  per  vaginam,  and  the  upper 
wall  of  the  vagina  was  somewhat  depressed  by  a  firm,  rounded  mass, 
movable  and  apparently  continuous  with  that  lying  above  the  pubes. 
The  diagnosis  of  multiple  uterine  fibroids  was  made  and  an  operation 
for  their  removal  was  proposed  and  accepted.  I  sent  the  patient  to 
the  New  York  Hospital  and  operated  there,  March  26,  1889. 

"  The  peritoneal  cavity  was  opened  by  an  incision  extending  from 
a  little  above  the  pubes  to  the  umbilicus  and  through  this  the  tumor 
and  both  ovaries  were  with  some  little  difficulty  turned  out.  By  divi- 
sion of  some  broad  adhesions  between  the  rectum  and  the  back  of  the 
uterus,  Douglas's  pouch  and  the  posterior  surface  were  exposed  to 
sight  and  touch.  The  two  layers  of  each  broad  ligament  were  found 
to  be  widely  separated  from  each  other  near  the  uterus  by  the  devel- 
opment of  a  fibroid  low  down  upon  the  back  of  this  organ  and  each 
uterine  artery  could  be  felt  lying  much  nearer  the  anterior  than  the 
posterior  layer.    The  left  one  was  first  sought  for  through  an  incision 
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in  the  posterior  layer,  low  down  in  the  pelvis  close  beside  the  above- 
mentioned  fibroid  ;  it  was  found  at  the  depth  of  about  an  inch,  raised 
upon  an  aneurism  needle  for  inspection  and  identification  and  tied 
with  catgut.  The  search  for  the  right  uterine  artery  was  more  diffi- 
cult, because  of  its  even  greater  distance  from  the  posterior  layer; 
but  it  was  ultimately  secured  and  tied,  although  not  so  cleanly  isolated 
as  the  other  had  been.  Up  to  this  time  twenty-five  minutes  had  been 
consumed  in  the  operation — fully  ten  more  than  in  any  of  the  preced- 
ing operations,  the  delay  being  due  partly  to  the  difficulties  created 
by  the  depth  at  which  the  arteries  were  placed  and  partly  to  an  inter- 
current exploration  made  to  ascertain  if  they  could  be  exposed  and 
recognized  with  certainty  close  to  their  origin  upon  the  anterior  branch 
of  the  internal  iliac  artery. 

"  The  outer  portion  of  each  broad  ligament  was  then  clamped  with 
haemostatic  forceps  well  below  the  artery,  each  ligament  completely 
divided  with  the  knife  above  the  clamp,  the  cuts  united  by  incisions 
through  the  peritonaeum  covering  the  front  and  back  of  the  uterus, 
and  through  these  incisions  the  uterus  was  peeled  away  from  the  peri- 
tonaeum well  down  to  the  cervix  and  then  its  body  cut  away  by  a 
transverse  cut.    There  was  no  bleeding  from  the  cut  surface. 

"  The  stump  of  the  uterus  was  seized  with  volsella  forceps  and 
drawn  upward  and  backward,  the  cut  edge  of  the  peritonaeum  adjoin- 
ing the  bladder  drawn  forward  and  the  anterior  surface  of  the  cervix 
rapidly  dissected  out  until  the  vagina  wras  opened  into,  the  dissection 
being  guided  by  the  left  forefinger  introduced  through  the  vulva  into 
the  vagina.  After  the  opening  had  been  made  the  finger  was  with- 
drawn and- reintroduced  into  the  vagina  through  the  opening,  to  serve 
as  a  guide  in  the  division  of  the  remaining  attachments  of  the  cervix. 
This  was  quickly  and  easily  made  with  scissors,  taking  care  to  cut  on 
the  sides  between  the  ligated  uterine  arteries  and  the  cervix.  There 
was  no  haemorrhage  requiring  attention,  except  from  two  small  vessels 
divided  in  the  dissection  of  the  anterior  surface  of  the  cervix. 

14  Turning  then  to  the  cut  surfaces  of  each  broad  ligament  at  its 
outer  part,  where  held  by  the  clamp,  the  bunch  of  divided  vessels 
was  caught  with  another  clamp,  drawn  out  of  its  peritoneal  sheath 
and  tied  with  catgut.  The  removal  had  thus  been  made  and  all 
bleeding  arrested  or  prevented  by  six  catgut  ligatures — two  on  the 
uterine  arteries,  two  on  the  bunches  of  ovarian  vessels  and  two  on 
small  bleeding  points  between  the  bladder  and  vagina. 

"  The  remaining  details  may  be  briefly  given.  The  peritoneal 
flaps  raised  from  the  front  and  back  of  the  uterus  were  turned  down 
toward  the  vagina,  so  that  their  serous  surfaces  were  opposed 'to  each 
other,  and  the  sides  of  the  peritoneal  gap  left  by  division  of  each 
broad  ligament  were  brought  together  by  a  continuous  catgut  suture. 
A  rubber  drainage-tube  was  placed  in  the  vagina  so  that  its  inner  end 
projected  about  two  inches  into  the  peritoneal  cavity,  and  the  anterior 
incision  was  closed.  The  vagina  was  loosely  packed  with  iodoform 
gauze.  The  drainage  -  tube  was  removed  after  forty  -  eight  hours. 
Loose  packing  was  kept  in  the  vagina  for  a  week  and  this  passage 
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was  occasionally  cleaned  with  a  douche.  The  patient  made  a  good 
recovery. 

"The  capital  point  to  be  attended  to  is  that  the  uterine  arteries 
should  be  tied  sufficiently  low  down  in  the  pelvis  before  branches  of 
any  considerable  size  are  given  off,  for  otherwise  time  will  be  lost  in 
securing  these  branches  when  they  are  subsequently  divided.  In 
case  of  accident,  such  as  the  slipping  of  the  knot  of  the  ligature,  or  the 
wounding  of  the  artery  or  of  a  branch  by  the  aneurism  needle,  or  of 
haemorrhage  from  an  unsecured  branch,  the  bleeding  can  easily  be 
arrested  by  pressure  with  the  finger  upon  the  corresponding  internal 
iliac  artery  or  its  anterior  branch  and  an  opportunity  thus  afforded 
leisurely  to  repair  the  damage  or  secure  the  wounded  vessel. 

"  The  advantages  of  the  method  are  apparent :  rapidity  and  ease 
of  execution,  absolute  and  permanent  security  against  haemorrhage, 
relief  from  the  necessity  of  securing  strangulated  stumps  with  the 
concomitant  risks  of  setting  up  suppuration  or  septic  processes,  and 
immediate  closure  of  the  wound.  In  cases  in  which  it  may  be  deemed 
desirable  to  retain  the  cervix  it  can  be  entirely  shut  off  from  the  peri- 
toneal cavity  by  drawing  the  peritonaeum  together  over  it,  and  its  raw 
surface  and  that  of  the  subperitoneal  space  can  be  drained  by  a  tube 
placed  in  the  cervical  canal  and  brought  out  through  the  vagina.  If 
the  operation  is  undertaken  for  procidentia,  the  cervix  may  be  re- 
tained and  fixed  in  the  lower  angle  of  the  abdominal  wound,  as  in 
one  of  my  fibroid  cases,  or  it  may  be  removed  and  the  upper  cut 
edges  of  the  vagina  fixed  in  the  same  place,  as  was  recently  done  with 
success  by  my  friend  and  colleague,  Dr.  William  M.  Polk." 

In  view  of  the  ease  with  which  the  files  of  this  journal  may  be 
reached,  it  is  a  little  surprising  that  Dr.  Stimson's  work  should  have 
been  so  readily  overlooked  by  a  recent  writer  in  your  Journal.  It  will 
be  seen  that  the  report  does  not  deal  with  a  fugitive  case  but  deals 
with  several,  a  distinct  technique  being  deduced  therefrom — a  tech- 
nique which  those  operators  who  were  familiar  with  Stimson's  work 
have  in  most  instances  followed  from  the  day  of  his  first  making  it 
public  down  to  the  present  time. 

It  may  also  be  of  interest  to  point  out  that  at  a  meeting  of  the 
New  York  Obstetrical  Society,  May  21,  1889  (see  Am.  Jour.  Obs., 
vol.  xxiii,  No.  145,  p.  83),  Dr.  William  M.  Polk,  in  speaking  upon 
New  Methods  of  treating  the  Pedicle  in  Suprapubic  Hysterectomy  for 
Uterine  Fibroids  and  Procidentia,  said  :  *  Professor  Lewis  Stiinson 
has  been  experimenting  in  this  same  direction  with  most  excellent 
results.  He,  however,  pursues  a  somewhat  different  plan  ;  for  in- 
stance, after  treating  the  broad  ligaments  in  the  main  as  I  have  de- 
scribed, he  ligates  the  uterine  arteries  before  they  reach  the  cervix, 
isolating  them  for  that  purpose  in  order  that  he  may  avoid  the  possi- 
bility of  injuring  the  ureters.    He  then  begins  the  enucleation  an  inch 
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or  two  above  the  utero-vesical  pouch,  and  carries  it  through  into  the 
vagina,  thus  extirpating  the  entire  organ — cervix  as  well  as  body. 
The  few  bleeding  points  which  may  be  left  are  readily  caught  inside 
the  sac  and  can  be  controlled  by  ligatures.  He  then  drops  the  vagina, 
which  is  about  all  that  is  left  of  the  pedicle,  passing  a  rubber  drainage- 
tube  through  it  to  the  vulva,  and  closes  the  abdominal  wound. 

"  I  here  show  you  a  uterus  removed  upon  this  plan  in  a  case  of 
aggravated  procidentia.  You  can  see  how  complete  the  process  is. 
The  case  made  an  uninterrupted  recovery.  There  have  now  been 
six  or  seven  cases  operated  upon  in  this  way  in  New  York  and  all 
the  patients  have  done  well.  It  would  seem,  therefore,  that  the 
method  is  about  as  free  from  danger  as  any,  while  the  freedom  from 
distress  and  the  sequences  of  the  present  methods  will  commend  it 
to  all." 

Eastman's  work,  done  in  August  of  this  same  year,  was  therefore 
clearly  subsequent  to  both  Stimson  and  Polk. 

Krug's  first  operation  of  this  kind  appears  to  have  been  done  May 
13,  1890,  and  up  to  December  15,  1891,  he  had  added  six  others. 
Polk,  September,  1892,*  added  eighteen  others,  having  previously 
reported  them  from  time  to  time  at  the  meetings  of  the  Obstetrical 
Society. 

From  all  this  it  will  appear,  therefore,  that  such  credit  as  belongs 
not  only  to  the  initiation  but  to  the  development  of  the  essentials  of 
the  technique  of  this  operation  belongs  less  to  the  gynaecologist  than 
to  the  general  surgeon. 

Looking  again  at  the  reports  of  the  New  York  Obstetrical  Society 
( Transactions,  1891  and  1892,  p.  261),  we  find  the  report  by  Dr.  William 
M.  Polk  giving  the  history  of  an  operation  upon  a  case  of  pyosalpinx 
and  suppurating  ovary  simulating  fibroid  in  which  suprapubic  hyster- 
ectomy was  done,  the  cervix  being  left,  however,  in  this  case.  The 
operation  was  done  February  13,  1892,  it  being  planned  for  a  fibroid 
but  applied  as  above  intimated.  Polk  deserves  no  special  credit  for 
this  procedure,  for  he  simply  applied  well-recognized  rules  to  a  con- 
dition which  was  better  treated  along  the  lines  adopted  tha'n  would 
have  been  possible  in  any  other  way.  The  suprapubic  extirpation  of 
a  uterus  for  conditions  other  than  fibroids  or  carcinoma  had  already 
been  broached  by  him,  as  is  seen  in  the  above  quotation  relating  to 
the  removal  of  the  uterus  for  procidentia. 

Suprapubic  hysterectomy  as  an  operation  first  for  procidentia  then 
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for  suppurating  disease  of  the  appendages  was  thus  in  these  two  cases 
not  only  broached  but  acted  upon. 

Krug,  for  whom  a  recent  writer  in  your  Journal  claims  the  major 
credit  for  initiating  suprapubic  hysterectomy  for  suppurating  pelvic 
disease,  appears  to  have  broached  the  subject  December  15,  1891 
(see  Transactions  N.  Y.  Obs.  Soc,  1891  and  1892,  p.  154),  but  it  seems 
he  did  not  act  upon  it  until  April,  1893 — more  than  a  year  subsequent 
to  Polk's  operation.  W.  Travis  Gibb,  M.  D. 

365  Lexington  Avenue. 

Accouchement  Force. 

To  the  Editors  of  the  New  York  Journal  of  Gyn&cology  and  Obstetrics  : 
Sirs  :  In  the  January  number  of  the  American  Journal  of  Ob- 
stetrics I  read  a  remarkable  article  on  Rapid  Manual  Dilatation  of  the 
Os  Uteri,  by  Dr.  Philander  A.  Harris,  Obstetrician  to  the  Paterson 
General  Hospital.  The  same  proved  very  instructive  on  account  of 
the  beautiful  photos  illustrating  an  operation  which  is  as  "  old  as  the 
hills,"  in  spite  of  the  fact  that  the  doctor  states  :  "  So  far  as  I  am 
aware,  the  method  I  shall  endeavor  to  illustrate  has  not  been  described 
or  practiced  by  others."  To  call  the  operation  of  accouchement 
force 'a  new  operation,  " never  before  described  or  practiced,"  to  say 
the  least,  dazzled  me  ;  for  it  is  about  ten  days  since  I  read  a  paper 
before  the  Obstetric  Section  of  the  New  York  Academy  of  Medicine 
on  this  subject,  describing  fully  the  modus  operandi  in  a  number  of 
successful  cases.  But  to  be  sure  that  I  was  treading  on  no  one's  corns 
or  robbing  the  gentleman,  so  far  as  he  is  concerned,  of  a  well-deserved 
honor,  I  wrote  Dr.  Grandin  to  carefully  peruse  the  article  so  strikingly 
illustrated  by  the  Paterson,  N.  J.,  gentleman.  His  answer  to  my  let- 
ter is  as  follows  : 

Dear  Dr.  Marx,  New  Jersey  may  not  be  in  the  United  States 
but  surely  it  is  not  such  a  remote  spot  on  this  planet  as  to  be  inacces- 
sible to  medical  literature,  in  particular  to  that  which  is  admitted  so 
judiciously  to  the  columns  of  your  journal;  and  yet  Dr  Harris,  of 
New  Jersey,  describes  a  method  of  dilating  the  cervix  repeatedly  em- 
phasized of  late  years  by  myself  and  others,  and  he  opens  with  the 
statement  that  the  method  "  has  not  been  described  or  practiced  by 
others."  The  essence  of  Dr.  Harris's  paper  is  the  gradual  introduc- 
tion of  his  fingers  into  the  cervix  for  the  purpose  of  dilatation.  I  was 
taught  this  very  method  by  the  late  Dr.  Buckingham  and  by  Dr. 
Reynolds,  of  Boston,  in  1877.  I  have  preached  it,  written  it  up  and 
practiced  it  for  years  and  so  have  many  of  my  personal  colleagues. 
Honor  to  whom  honor  is  due  !     I  claim  not  the  credit  nor  do  I  desire 
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it.  My  object  in  answering  your  letter  calling  my  attention  to  this 
New  Jersey  article  is  simply  to  correct  the  impression,  which  certainly 
will  follow  the  reading  of  Dr.  Harris's  paper,  that  the  method  is  a  new 
one,  while  freely  granting  that,  so  far  as  Dr.  Harris  is  concerned,  the 
method  is  an  original  one.  Yours  very  truly, 

E.  H.  Grandin. 

Thus  I  am  justified  in  taking  the  position  I  do,  viz.,  that  the 
operation  is  a  very  old  one — probably  done  in  Adam's  time,  but  the 
records  fail  me.  Our  results  with  the  modern  elective  accouchement 
force',  as  resurrected  by  Grandin,  have  been  eminently  satisfactory  in 
New  York  ;  of  the  published  fifteen  cases,  all  the  mothers  recovered ; 
of  the  children,  three  were  dead — all  non-viable.  Our  own  Professor 
A.  Jacobi  informs  me  that  he  performed  this  same  operation  a  score 
of  years  ago.  Still,  at  that  time  the  technique  of  the  elective  operation 
was  unknown,  asepsis  and  antisepsis  were  crude,  and  the  result  was,  as 
might  be  expected,  death  to  a  great  majority  of  the  mothers.  The 
life  of  the  foetus  was  never  taken  into  consideration.  I  wish  further 
to  criticise  a  very  broad  statement  made  by  the  doctor  :  "  Its  use 
(rapid  manual  dilatation)  presupposes  the  possibility  of  the  lull  intro- 
duction of  the  index  finger  to  its  largest  diameter  without  much  delay 
or  difficulty.  If,  with  the  patient  anaesthetized,  the  index  finger  can 
not  in  a  few  minutes  (my  Italics)  be  fully  introduced,  I  should  seriously 
doubt  the  possibility  of  the  successful  employment  of  this  or  any  other 
manual  method  of  dilatation  and  should  advise,  for  the  time  at  least, 
to  cease  further  attempt."  When  further  on  I  read  that  the  learned 
Doctor  uses  ether  in  preference  to  chloroform  in  these  cases,  I  was 
surprised  that  he  has  been  so  uniformly  successful  in  dilating  his  other 
cases.  Chloroform  will  relax  spasm  of  the  cervical  fibers  and  lower 
uterine  zone  and  therefore  should  and  must  be  used  to  bring  these 
cases  to  a  successful  issue.  Ether  in  a  majority  of  cases  will  not  do 
this.  If  used,  we  are  not  only  compelled  to  act  directly  against  nor- 
mal cervical  tension  but  also  against  abnormal  spasm  due  to  our  at- 
tempts at  dilating  the  cervix.  This  spasm  can  be  overcome  not  by 
ether  but  by  chloroform  only,  administered  to  the  surgical  degree. 
Furthermore,  no  one  can  expect  to  enter  an  os  in  a  few  -minutes, 
which  is  closed  even  against  the  introduction  of  one  finger.  It  is  only 
by  continuous,  steady,  equable  pressure  that  the  cervical  fibers  will 
yield,  so  that  dilatation  can  be  proceeded  with.  My  experience  has 
been  that  the  first  steps  in  dilating  are  the  most  difficult  and  tiresome 
and  must  be  persisted  in  until  the  spasm  (normal)  yields.  The  under- 
lying factor  in  the  successful  performance  of  accouchement  force'  is 
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that  the  uterine  muscle  is  caused  to  yield  to  the  applied  pressure,  even 
as  any  muscle  in  the  body  will.  No  force  is  used.  I  consider  the 
term  accouchement  force'  a.  misnomer  and  a  most  unfortunate  and 
inappropriate  one.  As  it  stands,  it  implies  to  the  mind  a  brutal,  in- 
human force  brought  to  bear  in  the  lower  uterine  segment  in  order  to 
empty  it.  As  the  operation  can  in  a  great  many  cases  be  made  purely 
an  elective  one,  I  should  suggest  the  name  "  elective  accouchement," 
which  to  my  mind  carries  with  it  just  what  is  to  be  done.  Where  the 
os  is  thick,  hard  and  unyielding,  as  from  an  old  cicatrix,  I  have  ad- 
vocated in  the  above  paper  thorough  cervical  tamponade  for  a  few 
hours,  having  for  its  object  materially  to  soften  the  os,  mechanically 
to  separate  the  membranes  and  to  cause  not  only  a  slight  dilatation 
of  the  os  but  also  feeble  uterine  action.  In  closing,  I  would  congratu- 
late Dr.  Harris  that  his  results  are  so  eminently  in  accord  with  those 
obtained  for  years  by  many  others.  Sincerely, 

S.  Marx,  M.  D. 
iiii  Lexington  Avenue,  New  York,  January  10,  1894. 


TRANSACTIONS  OF  THE  NEW  YORK  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  January  2,  1894. 

Egbert  H.  Grandin,  M.  D.,  Vice-President,  in  the  Chair. 

Recurrent  Papilloma. 

Dr.  George  C.  Freeborn  ;  In  November,  1892,  a  cyst  of  the 
right  ovary  was  removed  and  microscopical  examination  showed  it  to 
be  a  papillomatous  cyst.  The  patient  returned  to  the  Woman's  Hos- 
pital November  30,  1893,  when  laparotomy  was  performed  and  a 
growth  found  attached  to  the  side  of  the  uterus.  The  uterus  was  re- 
moved with  the  growth.  The  specimen  shows  a  transverse  section 
through  the  uterus  with  the  new  growth  attached  to  it.  The  uterus 
measured  ten  by  eight  centimetres,  and  the  growth  extended  on  the 
right  side  from  the  horn  of  the  uterus  to  the  cervix.  Microscopical 
specimens  of  the  growth  were  also  exhibited.  The  speaker  said  that 
Malcolm  had  presented  a  somewhat  similar  case  to  the  London  Ob- 
stetrical Society  in  April,  1893,  in  which  a  double  ovariotomy  had 
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been  performed  and  two  papillary  cystomata  were  removed.  Eleven 
years  afterward  a  second  papillomatous  cyst  was  removed. 

Deciduo-sarcoma  of  the  Uterus. 
Dr.  Freeborn  also  presented  this  specimen. 

The  patient  from  whom  it  was  removed  gave  a  history  of  preg- 
nancy. The  uterus  was  extirpated  and  it  showed  attached  to  the 
posterior  wall  a  small  nodular  mass  which  on  microscopical  examina- 
tion proved  to  be  a  deciduo-sarcoma  or  a  sarcoma  which  had  devel- 
oped out  of  the  remains  of  decidual  tissue  left  behind  in  the  uterus. 
The  term  "malignant"  had  been  attached  to  it  sometimes  because 
metastatic  growths  had  appeared  in  various  organs,  such  as  the  liver, 
lungs  and  peritonaeum,  and  the  microscopical  characters  of  these  had 
shown  them  to  be  exactly  the  same  as  those  of  the  original  growths. 

Kelly  s  New  Method  of  inspecting  the  Female  Bladder. 

Dr.  Brooks  H.  Wells  exhibited  the  instruments  which  Dr.  Kelly 
had  recently  devised  for  the  direct  visual  examination  of  the  female 
bladder.  In  employing  the  method  the  patient  was  placed  in  an 
exaggerated  lithotomy  position  with  the  pelvis  raised  from  twelve  to 
sixteen  inches  above  the  table,  so  that  the  abdominal  viscera  gravi- 
tated away  from  the  pelvis.  The  urethra  was  then  dilated  by  a  series 
of  double-ended  sigmoid  sounds  to  a  diameter  of  from  twelve  to  six- 
teen millimetres.  Then,  when  a  tubular  speculum  of  corresponding 
diameter  was  introduced,  the  bladder  became  distended  with  air  and 
could  be  easily  and  perfectly  examined  by  the  use  of  the  head  mirror 
and  reflected  light.  Though  the  catheter  was  always  used  just  before 
the  examination  there  was  always  a  small  quantity  of  residual  urine 
which  was  removed  by  a  small  rubber  bulb  suction  catheter,  the 
last  drops  being  mopped  up  with  a  bit  of  cotton  held  in  slender 
forceps. 

The  speaker  had  employed  the  method  so  far  in  only  three  cases, 
but  he  was  delighted  with  the  results  obtained  and  felt  sure  that  the 
general  employment  of  the  method  would  greatly  advance  the  diag- 
nosis and  treatment  of  all  diseases  of  the  female  bladder  and'  ureters. 

Discussion. 

Dr.  Malcolm  McLean  asked  if  this  extreme  dilatation  of  the 
urethra  was  not  liable  to  cause  incontinence  in  some  cases. 

Dr.  Wells  said  that  Dr.  Kelly  stated  that  he  had  examined  several 
hundred  cases  in  this  way  without  any  such  result.    His  own  experi- 
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ence  had  been  confined  thus  far  to  three  cases.  The  urethra  could 
be  dilated  up  to  ten  or  twelve  millimetres  without  doing  any  harm. 

Dr.  McLean  said  that,  without  any  knowledge  of  Dr.  Kelly's 
work  in  this  direction,  he  had  found,  in  a  case  he  now  had  under 
treatment,  that  by  a  resort  to  the  knee-chest  position  he  had  been 
able  to  inspect  the  bladder  quite  satisfactorily. 

Dr.  A.  F.  Currier  thought  the  method  would  prove  of  great  ad- 
vantage in  facilitating  the  exploration  of  the  ureters.  He  had  been 
trying,  though  unsuccessfully,  for  some  months  past  to  use  Kelly's 
ureteral  catheter  in  dispensary  work,  and  he  had  also  tried  it  in  a 
recent  case  of  fistula.  In  the  latter  case  he  had  failed,  owing  to  the 
obscuration  of  the  field  by  the  flow  of  blood.  The  method  just  de- 
scribed would  probably  remove  many  of  the  difficulties  heretofore 
experienced. 

Dr.  Wells  said  that  Kelly  had  devised  this  method  of  examina- 
tion chiefly  to  facilitate  catheterization  of  the  ureters  and,  as  an  illus- 
tration of  the  ease  with  which  this  could  be  done  by  an  expert,  had 
stated  recently  that,  preparatory  to  doing  a  difficult  hysterectomy,  he 
resorted  to  catheterization  of  the  ureters  by  this  new  method  and  in 
less  than  three  minutes  he  had  dilated  the  urethra,  had  introduced  a 
soft  catheter  into  each  ureter  and  had  then  proceeded  to  do  the 
hysterectomy  without  danger  of  injuring  the  ureters. 

Fibrosarcoma  of  the  Ovary ;  Operation  ;  Recovery. 

Dr.  G.  W.  Jarman  presented  the  specimen  for  Dr.  H.  C.  Coe. 

Dr.  H.  C.  Coe  presented  a  specimen  of  solid  tumor  of  the  ovary 
which  he  had  removed  eight  months  before  at  the  New  York  Cancer 
Hospital  from  a  young  servant  girl  who  gave  a  comparatively  nega- 
tive history,  her  only  symptoms  being  occasional  pain  in  the  left 
ovarian  region  without  dysmenorrhcea  or  especial  increase  of  the 
menstrual  flow.  She  had  before  noticed  a  "  lump  "  in  the  left  groin, 
which  remained  stationary  and  was  painless  on  pressure.  Her  gen- 
eral health  was  excellent.  The  physician,  in  whose  family  she  had 
been  a  domestic  for  several  years,  had  his  attention  first  called  to  the 
tumor  when  treating  her  for  general  colicky  pains  of  the  abdomen. 
He  made  a  vaginal  examination  and  found  a  solid  tumor  in  the 
region  of  the  left  ovary,  apparently  distinct  from  the  uterus  but 
crowding  the  organ  downward.  When  I  examined  the  patient  the 
growth  gave  me  the  impression  of  being  a  subperitoneal  fibroid,  not 
only  from  its  connection  with  the  left  cornu  but  from  the  absence 
of  symptoms.    I  even  doubted  the  justifiability  of  making  an  explora- 
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tive  incision  but  fortunately  decided  to  do  so.  The  operation  was 
quite  simple,  the  tumor  having  a  long,  slender  pedicle  and  being 
entirely  movable.  The  right  ovary  was  enlarged  and,  being  evidently 
the  seat  of  fibroid  hypertrophy,  was  also  removed.  The  patient  had 
a  normal  convalescence  and  is  now  perfectly  well.  [She  was  ex- 
amined ten  days  ago.]  The  tumor  weighed  about  two  pounds  when 
first  removed  and  was  of  the  size  of  the  two  fists.  It  presented  all  the 
appearance  of  a  pure  fibroma  and  was  so  regarded,  but  Dr.  Dunham, 
the  pathologist  to  the  hospital,  pronounced  it  to  be  a  fibro-sarcoma. 
The  opposite  ovary  had  not  yet  been  examined  microscopically. 

Solid  tumors  of  the  ovary  are  sufficiently  rare  to  be  carefully  re- 
corded. I  formerly  believed  that  specimens  similar  to  the  present 
one  were  fibromata  but  now  think,  with  Sutton,  that  the  majority  of 
these  are  really  spindle-celled  sarcomata.  The  absence  of  symptoms 
is  no  evidence  of  benignancy.  Their  clinical  resemblance  to  sub- 
peritoneal uterine  fibroids  is  well  known.  This  is  the  third  case 
(second  of  my  own)  in  which  an  explorative  incision  was  made  with 
the  expectation  of  finding  a  uterine  tumor  and  it  was  found  to  be  a 
solid  malignant  neoplasm  of  the  ovary.  It  should  be  remembered 
that  fibro- sarcomata  occur  in  young  women,  grow  very  slowly,  are  not 
prone  to  form  metastases,  and  that  the  prognosis  for  a  permanent 
cure  by  removal  is  excellent.  They  illustrate  well  the  fact  that  no 
intrapelvic  or  abdominal  tumor,  no  matter  how  small,  is  to  regarded 
as  absolutely  harmless. 

Discussion. 

Dr.  Jarman  said  that  within  the  past  week  he  had  removed  a 
solid  tumor  of  the  ovary  which  had  been  previously  diagnosticated  by 
two  surgeons  as  a  fibro-sarcoma.  He  had  not  yet  received  the  report 
of  the  pathologist  and  so  could  only  say  that  it  presented  the  appear- 
ance of  a  fibroid  growth. 

Dr.  Freeborn  said  that,  since  examining  the  specimen  presented 
by  Dr.  Chambers  last  November,  it  had  occurred  to  him  that  possibly 
many  of  these  tumors  might  start  as  fibromata,  subsequently  undergo 
sarcomatous  change  and  then  increase  rapidly  in  size. 

A  Modified  Sims  Uterine  Dilator. 

Dr.  A.  H.  Goelet  exhibited  the  instrument  which  he  had  modi- 
fied by  making  the  curve  of  the  uterine  portion  less  acute  and  making 
the  handle  curve  downward.  In  place  of  the  thumb  screw  usually 
attached  to  other  dilators,  a  movable  ratchet  was  attached  which  not 
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only  retained  the  dilatation  secure  but  would  admit  of  this  being 
instantaneously  released  so  as  to  prevent  laceration  in  case  the  instru- 
ment slipped.    The  instrument  was  also  furnished  with  a  novel  lock, 


which  he  had  suggested,  which  permitted  the  separation  of  the  two 
blades  and  became  unlocked  only  when  the  handles  were  very  closely 
approximated.  The  same  device  could  be  applied  to  other  instru- 
ments, such  as  pressure  forceps,  scissors,  etc. 

Angular  Tenaculum. 

Dr.  Goelet  also  exhibited  an  improved  tenaculum,  having"  an 
obtuse  angle  about  an  inch  from  the  point.    When  inserted  into  the 


tissues  it  did  not  tear  out,  because  the  traction  was  not  made  against 
the  point  as  with  the  ordinary  tenaculum. 

Re?jioval  of  Submucous  Fibroid  through  the  Cervix. 

Dr.  W.  T.  Lusk  presented  the  specimen  and  a  report  of  the 
case. 

Mrs.  N.,  aged  thirty-five  years,  married  thirteen  years  ;  one  child 
ten  years  ago  ;  no  miscarriages.  Menstruation  began  at  eleven  or 
twelve  years  of  age  ;  always  regular,  normal  and  painless  until  about 
seven  years  ago.  About  seven  years  ago  began  to  be  more  profuse, 
gradually  increasing  until  it  lasted  five,  six  and  ten  days.  Attended 
with  pain,  characterized  as  %i  severe,"  in  lower  part  of  abdomen.  Some- 
times passed  clots.  About  four  years  ago  began  to  have  watery  dis- 
charge between  menstrual  periods,  which  has  continued  to  time  of 
operation.  Has  some  constipation  but  no  pain  on  defecation.  Has 
never  had  pain  on  micturition  but  for  past  two  years  increased 
frequency,  so  that  she  would  have  to  get  up  two  or  three  times  a 
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night.  Has  also  had  some  pain  in  her  back,  radiating  down  thighs, 
particularly  at  menstrual  periods.  Two  or  three  times  during  past 
two  years  has  had  a  continuous  haemorrhage  lasting  two  or  three 
months,  which  has  obliged  her  to  keep  in  bed.  The  watery  dis- 
charge for  two  or  three  months  at  a  time  has  been  very  profuse  and 
continuous,  after  which  it  would  again  decrease.  At  any  time  dur- 
ing past  three  years  haemorrhage  would  be  brought  on  at  the  slight- 
est exertion. 

General  Condition. — Since  beginning  of  haemorrhages  has  had  or- 
dinary symptoms  of  anaemia  :  headache,  dizziness,  neuralgias,  palpita- 
tion of  heart,  loss  of  appetite,  etc.  Weight  before  this  time,  from  135 
to  140  pounds  ;  after  haemorrhages  began,  from  112  to  115  pounds. 

Admitted  to  hospital  November  20,  1893.  Menstruation  began 
November  23d,  being  so  profuse  that  it  had  to  be  controlled  by  al- 
most constant  tamponing  of  vagina.    Lasted  until  about  December  1st. 

Uterus  enlarged  ;  cervix  patulous  admitting  one  finger  and  en- 
abling the  examiner  to  determine  the  presence  of  a  large  submucous 
fibroid  at  the  fundus  and  in  the  posterior  uterine  wall,  etc. 

December  4th,  preliminary  dilatation  of  cervix  by  tents. 

Had  slight  bronchitis  for  a  few  days  before  operation.  Tempera- 
ture, morning  of  operation,  99. 6°,  dropping  to  98. 20  in  the  afternoon 
after  the  operation  and  was  never  above  990  afterward. 

Operation. — The  patient  was  etherized,  and  after  the  usual  anti- 
septic details  the  cervix  was  seized  high  up  above  the  vaginal  junction 
with  two  volsellae  and  was  drawn  down  to  the  vulva.  Pressure  from 
above  was  likewise  maintained  by  the  hand  of  an  assistant.  The  cer- 
vix was  sufficiently  dilated  to  admit  one  finger  and  an  instrument. 
Under  the  guidance  of  the  finger  the  tumor  was  seized  by  a  volsella 
forceps  ;  an  incision  was  made  with  a  pair  of  sharp-pointed  angle 
scissors  through  the  capsule,  and  with  one  finger  the  gradual  separa- 
tion of  the  imbedded  fibroid  was  accomplished.  This  latter  required 
a  great  deal  of  time.  As  the  tumor  was  drawn  downward  to  the  cer- 
vix it  was  converted  by  a  series  of  clippings  on  either  side,  one  above 
the  other,  into  a  string  about  eight  inches  in  length  which'  was  ex- 
tracted through  the  narrow  canal.  The  operation  lasted  about  an 
hour  and  a  half. 

The  operation  as  detailed  is  copied  from  an  article  by  Chrobak. 
It  was  undertaken  after  the  woman  had  been  assured  that  nothing 
but  a  hysterectomy  could  relieve  her  sufferings.  The  patient  recov- 
ered without  a  disturbing  symptom.  It  may  be  stated  that  for  a 
couple  of  days  the  operator's  finger  was  very  sore 
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Discussion. 

Dr.  G.  M.  Edebohls  said  that  about  two  years  and  a  half  ago  he 
was  summoned  by  a  physician  to  see  a  patient  who  had  had  a  mis- 
carriage at  the  fourth  month  about  three  months  previously.  She  had 
bled  continuously  since  that  time.  The  cervix  was  somewhat  patu- 
lous, and  the  attending  physician  thought  there  was  decidua  remain- 
ing in  the  uterus.  On  exploring  the  uterus  with  his  finger  he  found, 
however,  that  there  was  a  hard  growth  in  the  uterine  cavity,  although 
no  irregularity  of  shape  of  the  uterus  could  be  made  out  externally. 
Concluding  that  it  was  a  fibroma,  he  had  adopted  the  method  just 
described — in  other  words,  he  had  removed  the  tumor  piecemeal  and 
had  followed  it  by  a  general  curetting  of  the  uterus.  The  tumor  was 
attached  to  the  fundus  of  the  uterus.  Like  Dr.  Lusk,  he  also  had 
been  very  well  pleased  with  the  result  in  this  case  and  had  adopted 
the  same  treatment  in  three  other  cases  since,  all  of  whom  made  a 
satisfactory  recovery  and,  so  far  as  he  knew,  had  remained  well.  He 
therefore  wished  to  add  his  testimony  as  to  the  clear  indications  for 
doing  this  simple  operation  in  this  unfortunately  comparatively  rare 
class  of  cases.  He  did  not  by  any  means  look  upon  it  as  unsurgical  ; 
it  was  strictly  surgical  to  do  only  just  so  much  as  was  necessary  to 
cure  your  patient. 

Dr.  A.  F.  Currier  said  that  in  discussing  cases  of  this  character 
he  thought  one  must  take  into  account  not  only  the  question  of  the 
facility  of  removing  the  tumor  but  also  the  probable  result  of  leaving 
portions  of  it  behind.  Such  a  result  was  very  common,  and  almost 
every  one  present  could  testify  to  this  fact  and  probably  also  to  the 
fact  that  many  of  these  cases  proved  fatal.  It  seemed  to  him  that  in 
the  majority  of  cases  it  would  be  easier  and  safer  for  the  patient  to 
remove  the  entire  uterus.  For  the  occasional  operator  this  latter 
method  would  certainly  prove  far  more  successful. 

Dr.  J.  Riddle  Goffe  said  he  had  been  struck  with  Dr.  Lusk's 
remark  that  "of  course  there  were  no  unpleasant  consequences." 
When  he  left  hospital  he  had  the  greatest  dread  of  polypi  and  intra- 
uterine tumors  of  this  class.  He  could  only  account  for  the  con- 
fidence with  which  Dr.  Lusk  finished  his  operation  by  the  fact  that 
the  most  thorough  asepsis  was  secured.  This  seemed  to  be,  after 
all,  the  secret  of  success.  Chrobak,  of  Vienna,  was  accustomed  to 
remove  as  much  as  possible  of  these  tumors,  even  when  large,  at 
one  sitting,  and  then  after  a  week  or  ten  days  he  would  finish 
the  operation.     Previous  to  ten  years  ago  such  a  practice  would 
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most  probably  have  proved  fatal  in  ninety-nine  out  of  a  hundred 
cases. 

Dr.  Grandin  said  he  wished  to  indorse  everything  that  had  been 
said  by  Dr.  Lusk  and  Dr.  Edebohls,  So  far  from  being  unsurgical, 
this  treatment  appealed  to  him  as  being  far  more  surgical  than  open- 
ing the  abdomen  and  removing  the  tubes  and  ovaries  and  uterus  from 
a  woman  who  had  a  submucous  fibroid  and  healthy  appendages.  In 
a  woman  in  the  prime  of  life,  afflicted  only  with  a  submucous  fibroid, 
the  most  surgical  method  was  to  enter  the  cavity  of  the  uterus  and 
remove  the  tumor,  as  Dr.  Lusk  had  done.  He  preferred,  however, 
to  dilate  the  cervix  at  one  sitting  rather  than  to  use  tents  ;  if  neces- 
sary, slitting  the  cervix  laterally.  He  would  then  pull  down  the  tu- 
mor, enucleate  it,  passing  his  finger  along  its  base  in  order  to  assist  in 
this  process.  If  he  knew  the  operation  were  done  aseptically,  he 
would  not  dread  the  result  of  leaving  a  portion  behind  for  a  while. 
A  year  ago  last  summer  he  saw  the  sister  of  a  physician  of  this  city. 
She  was  then  exsanguinated  from  the  profuse  haemorrhage  produced 
by  a  submucous  fibroid  half  an  inch  above  the  internal  os.  Under 
deep  anaesthesia  he  dilated  the  cervix,  pulled  down  the  tumor,  sepa- 
rated the  broad  base,  working  largely  with  his  finger  nail,  washed  out 
the  uterus  and  packed  it  with  gauze.  The  patient  was  now  healthy 
and  married  and  in  a  position  to  conceive,  so  far  as  the  operation 
was  concerned. 

Dr.  A.  Palmer  Dudley  said  the  method  appealed  to  him  because 
he  believed  that  we  should  do  everything  possible  for  a  woman  before 
ablating  the  uterus.  He  had  done  nearly  the  same  operation  in  a 
single  woman  with  an  unruptured  hymen.  The  fibroid  was  about 
half  as  large  as  that  shown  to-night,  and  she  was  flowing  so  much  that 
the  os  was  packed  with  gauze  temporarily  until  the  patient  could  be 
taken  to  the  hospital.  The  cervix  was  cut  up  on  both  sides  into  the 
vaginal  junction,  and  then  with  the  fingers  the  tissues  were  stretched 
sufficiently  to  admit  one  finger  and  a  Thomas  spoon.  Th'en,  to 
guard  against  haemorrhage,  he  freed  the  tumor  from  the  uterus, 
after  which  he  was  able  to  take  it  out  in  pieces  without  further 
bleeding.  The  cervix  was  sewed  up  at  once,  the  patient  made  a 
satisfactory  convalescence  and  was  at  present  in  excellent  health. 
It  was  well  worth  while  to  do  such  operations  and  avoid  ablation  of 
the  uterus. 

Dr.  Lusk,  in  closing  the  discussion,  said  that  during  the  operation 
constant  irrigation  was  maintained  with  the  aid  of  an  Edebohls  specu- 
lum.   Chrobak  had  tried  rapid  dilatation  and  particularly  warned 
20 
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against  it  because  he  had  found  that  laceration  of  the  tissues  rendered 
them  particularly  liable  to  infection. 

Dr.  Goelet  remarked  that  he  had  always  used  the  steel  dilators  in 
such  cases  but  had  recognized  that  their  use  was  very  liable  to  be  fol- 
lowed by  laceration  ;  hence,  if  dilatation  could  be  effected  safely  with 
the  tent  it  was  much  better  to  use  it. 

Calcified  Fibromyoma  of  the  Broad  Ligament. 

Dr.  F.  Foerster  said  in  presenting  this  specimen  :  The  question 
whether  the  tumors  of  the  broad  ligament  have  to  be  looked  upon  as 
an  independent  class  has  only  been  settled  within  the  last  few  years. 
Sanger,  by  his  publication  of  two  cases,  did  the  most  for  the  establish- 
ment of  their  autochthonic  character.  Before  him,  operators  like 
Schroder  and  others  claimed  that  fibromyomata  found  in  the  broad 
ligament  had  to  be  explained  as  erratic  bodies  which  originally  be- 
longed to  the  uterus  or  ovaries  and  became  separated  from  them  in 
some  way ;  it  was  well  known,  though,  at  that  time,  that  the  broad 
ligament  contained  a  fanlike  distributed  layer  of  muscular  fibers. 
The  specimen,  a  nodular  tumor  of  the  size  of  the  palm  of  the  hand, 
showed  on  section  deposits  of  lime  salts.  The  tumor  developed  itself 
between  the  layers  of  the  broad  ligament  and  had  no  connection  with 
the  ovary  whatsoever.  Both  ovaries  were  removed  at  the  same  time, 
both  showing  the  typical  picture  of  chronic  oophoritis,  and  contained 
haematomata  of  the  size  of  a  small  apple. 

Dermoid  of  the  Parovarium. 

In  text-books  we  hardly  find  the  occurrence  of  these  tumors  men-  . 
tioned.  Pozzi  says  shortly  that  by  some  credible  observers  such  tu- 
mors have  been  described.  To  verify  the  diagnosis,  a  small  portion  of 
the  growth  has  been  examined  microscopically  and  no  ovarian  tissue 
was  found.  The  dermoid  is  of  the  size  of  a  billiard  ball  and  is  filled 
with  a  sebaceous  mass  not  containing  any  hair  or  bone.  It  devel- 
oped itself  in  the  broad  ligament  and  independent  of  the  ovary.  The 
operation  presented  no  difficulties  whatsoever.  After  splitting  the  peri- 
toneal covering  of  the  tumor,  it  could  be  shelled  out  without  requiring 
a  single  ligature. 

Resection  of  the  Descending  Colon  for  Intestinal  Obstruction  due  to 

Carcinoma. 

Dr.  A.  Palmer  Dudley  reported  this  case  as  follows  : 
Liver. — Weight,  four  kilogrammes(eight  pounds  and  three  quarters). 
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Measurements. — Transverse  diameter,  measured  upon  posterior  sur- 
face, twelve  inches  and  three  quarters  ;  long  diameter  of  right  lobe, 
eight  inches  and  three  quarters  ;  long  diameter  of  left  lobe,  nine 
inches  and  a  half;  antero-posterior  diameter  of  right  lobe,  three  inches 
and  three  quarters  ;  antero-posterior  diameter  of  left  lobe,  four  inches 
and  a  half;  transverse  diameter  of  right  lobe,  six  inches  and  three 
quarters  ;  transverse  diameter  of  left  lobe,  six  inches. 

Description. — Right  lobe  :  Soft  and  flabby,  comparatively  free  from 
metastases.  A  conglomerate  cancerous  nodule,  about  the  size  of  a  hen's 
egg,  located  upon  anterior  surface  two  inches  to  left  of  extreme  right 
margin  and  at  the  junction  of  the  upper  and  middle  thirds  of  the  long 
diameter,  extending  two  inches  inward  toward  the  hilum.  A  few  soli- 
tary nodules,  from  a  quarter  to  three  quarters  of  an  inch  in  diameter, 
confined  chiefly  to  upper  third  of  long  diameter.  On  under  surface 
of  lower  third  is  a  triangular  cancerous  infiltration,  extending  for  an 
eighth  of  an  inch  in  depth  into  the  liver  tissue,  whose  base,  corre- 
sponding to  the  external  margin  of  lower  third,  measures  three  inches. 
This  triangle  extends  inward  toward  the  left,  its  apex  being  at  the 
outer  extremity  of  the  transverse  fissure,  about  an  inch  to  the  right  of 
the  posterior  extremity  of  the  fissure  for  the  gall  bladder. 

The  lobus  quadratus  dense,  hard  and  almost  completely  trans- 
formed into  cancerous  tissue. 

Lobulus  Spigelii  filled  with  cancerous  foci  about  size  of  flaxseed. 

Gall  bladder  four  inches  long  and  an  inch  and  a  half  in  diameter, 
containing  about  two  ounces  of  blackish-green  inspissated  bile  and 
one  hundred  and  forty-two  polyhedral  gallstones  ranging  in  size  from 
duck-shot  to  a  small  pea.  The  inner  surface  covered  with  a  thick 
tenacious  mucus  and  stained  a  deep  blackish-green  color.  Wall  not 
perceptibly  thickened. 

Left  lobe  dense,  hard  and  cancerous  throughout  and,  as  seen  by 
measurements,  as  large  or  larger  than  right  lobe.  On  the  anterior  sur- 
face, near  lateral  border,  about  at  junction  of  its  upper  (or  posterior) 
and  middle  thirds,  is  a  cicatricial  contraction. 

Gall  duct  showed  small  constrictions,  producing  a  slightly  saccu- 
lated condition.  A  gallstone  was  found  in  the  first  part  of  the  duct 
partially  occluding  the  lumen. 

Intestine. — The  growth  in  the  sigmoid  flexure  extended  for  an 
inch  and  a  half  in  the  long  axis  of  the  gut,  including  the  whole  of  the 
intestine  for  this  distance,  forming  a  complete  ring  and  occluding  the 
lumen  except  an  aperture  of  an  eighth  of  an  inch  in  diameter.  At 
the  narrowest  portion  of  the  constriction  it  was  three  quarters  of  an 
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inch  in  thickness  from  the  mucous  surface  to  the  serous  coat.  Here 
the  surface  was  slightly  ulcerated,  irregular  in  contour  and  quite  hard. 
The  edges  of  the  new  formation  were  elevated,  convoluted,  round- 
ed and  projected  over  the  surface  of  the  mucous  membrane  of  the  gut 
in  the  diameter  of  the  axis  of  the  lumen  for  fully  an  eighth  of  an  inch. 
At  certain  parts  the  margins  turned  inward,  forming  sinuses  directed 
toward  the  constricted  lumen.  Viewed  from  the  end  of  the  incised 
gut,  the  growth  has  a  rosettelike  appearance  with  central  irregular  ap- 
erture. The  surface  beyond  the  ulcerated  portion  is  porous  and 
spongy  in  consistence  and  of  medium  density.  The  mucous  mem- 
brane lying  in  the  immediate  neighborhood  of  the  growth  shows  no 
striking  pathological  alteration.  The  lumen  of  the  intestine  for  sev- 
eral inches  above  and  below  the  stricture  is  very  much  encroached 
upon  and  the  mucous  membrane  thrown  into  heavy  folds.  The  se- 
rous surface  located  opposite  to  the  constriction  is  puckered,  retracted 
and  distorted,  the  sinuses  radiating  in  the  long  diameter  of  the  gut 
being  occupied  by  lobulated  adipose  tissue  apparently  free  from  infil- 
tration. 

Microscopical  Examination.  Liver. — Sections  made  from  tis- 
sue including  liver  substance  and  new  formation  showed  the  paren- 
chyma to  be  occupied  by  larger  or  smaller,  more  or  less  circumscribed, 
areas  of  well-defined  reticulated  fibrous  tissue,  containing  cylindrical, 
spindle  and  polygonal  epithelia  with  elongated,  oval,  vesicular  and 
granular  nuclei  within  its  alveoli  and  in  some  places  surrounded  by 
dense  fibrous  bands.  There  was  a  decided  attempt  at  definite  glandu- 
lar arrangement  on  the  part  of  the  epithelial  cells,  some  of  the  irregu- 
larly formed  ducts  very  much  resembling  the  crypts  of  Lieberkiihn. 
Around  the  larger  areas  of  newly  formed  tissue  the  liver  parenchyma 
had  for  some  distance  undergone  coagulation  necrosis.  The  remain- 
ing liver  cells  in  other  parts  of  the  organ  were  strongly  infiltrated  with 
yellowish-brown  pigment,  resembling  the  condition  found  in  so-called 
nutmeg  liver.  Many  of  the  liver  cells  were  degenerated  and  their 
nuclei  fragmented. 

Intestine. — Sections  made  from  tissue  removed  from  the  growth  and 
including  a  portion  of  the  stricture  showed  submucosa,  longitudinal  and 
circular  muscular  coats,  and  in  part  also  the  mucosa,  to  be  totally  de- 
stroyed and  replaced  by  dense  bands  of  fibrous  connective  tissue 
arranged  to  form  a  distinctly  alveolar  structure  inclosing  cells  of  an 
epithelial  character.  The  alveoli  were  very  large,  irregular  in  size 
and  shape  and  filled  with  cylindrical  and  cubical  epithelial  cells  ar- 
ranged in  an  organoid  manner  and  without  lumina.    The  serosa  was 
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thickened  and  here  and  there  infiltrated  with  cylindrical  glandular 
epithelial  nests.  In  some  places  the  nests  could  be  seen  implicating 
the  surrounding  adipose  tissue.  The  majority  of  the  alveoli  were 
empty,  due  in  great  part  to  their  large  size,  permitting  the  cells  to  fall 
out  during  preparation  of  the  specimens.  The  mucosa  in  certain  por- 
tions, especially  at  the  surface  corresponding  to  the  lumen  of  the  gut, 
was  partially  preserved,  the  tissue  upon  which  it  rested  (the  remains 
of  the  submucosa  and  muscular  coats)  being  of  the  most  pronounced 
cancerous  structure.  In  parts  (at  the  margins  of  the  growth)  the 
transition  from  healthy  to  diseased  structure  was  very  abrupt  and 
sharply  denned.  At  the  most  occluded  portion  of  the  stricture  lumen 
all  of  the  intestinal  structure  was  destroyed,  having  been  substituted 
by  fibrous  alveolar  connective  tissue  whose  alveoli  were  occupied  by 
cells  with  characters  as  above  described. 

Diagnosis. — Primary  adenocarcinoma  of  sigmoid  with  secondary 
carcinomatous  metastases  in  the  liver. 

Note. — The  intestine  at  the  point  of  suturing,  viewed  externally  and  opposite  to 
its  attachment  to  the  mesentery,  showed  good  union  for  the  distance  of  about  two 
inches.  The  remaining  portion  of  the  incision  was  open  and  the  stitches  loose,  this 
having  probably  been  produced  at  the  post-mortem.  The  uterus  behind  and  near 
the  fundus  and  a  portion  of  the  left  Fallopian  tube  were  adherent  to  the  healed  sur- 
face by  slight  but  firm  fibrous  bands.  At  that  portion  of  the  incision  which  had  not 
united  there  was  a  necrotic  area  running  parallel  to  the  incision  for  several  inches 
and  extending  for  a  distance  of  an  eighth  of  an  inch  in  the  direction  of  the  axis  of 
the  gut.  The  portio  uteri  had  been  amputated  and  the  stump  was  hard  and  rasp- 
like. Microscopical  examination  of  tissue  taken  from  this  part  showed  no  evidence 
of  carcinoma. 

Dr.  Le  Roy  Broun  read  a  paper  entitled 

A  Study  of  Twenty-two  Cases  of  Dudley's  Operation  for  Pathological 
Anteflexion.    (See  page  269.) 

Discussion. 

Dr.  A.  H.  Goelet  said  he  had  never  done  this  operation  because 
he  had  never  found  it  necessary.  He  had  been  accustomed  to  treat 
these  cases  by  dilatation  and  curettement,  when  necessary,  and  in- 
serted a  straight  stem  which  was  perforated  to  allow  drainage  for  a 
week,  keeping  the  patient  in  bed.  This  acted  as  a  splint  and  drain- 
age-tube, and  his  idea  was  that  a  beneficial  alterative  action  was  set 
up  in  the  uterine  body.  If  the  operation  described  in  the  paper  would 
produce  a  similar  result,  it  might  account  for  the  cures  reported.  It 
was,  however,  certainly  more  tedious  than  dilatation  and  the  intro- 
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duction  of  the  stem.  He  had  supplemented  his  treatment  when 
necessary  by  the  use  of  some  pessary,  such  as  Gehrung's,  and  his  re- 
sults had  been  reasonably  satisfactory.  He  never  allowed  his  patients 
to  get  out  of  bed  when  a  stem  pessary  or  drainage-tube  was  in  the 
uterus. 

Dr.  Clement  Cleveland  said  that  when  Dr.  Dudley  presented 
his  paper  and  performed  his  operation  at  the  Woman's  Hospital  he 
had  been  present  and  had  been  much  interested  in  examining  these 
patients  before  and  after  the  operation.  It  certainly  seemed  to  him 
then  that  the  claim  that  the  uterus  was  straightened  by  the  operation 
was  well  founded,  yet  this  could  not  be  said  of  many  of  the  other 
cases  he  had  observed  since  that  time.  It  did,  however,  certainly 
straighten  the  cervical  canal,  and  it  also  kept  it  open  and  so  secured 
painless  menstruation.  He  had  given  the  operation  a  thorough  trial 
in  about  twenty  cases,  and  a  large  number  of  these  had  been  reported 
in  the  paper  just  presented.  In  the  majority  of  them  the  operation 
had,  as  claimed  by  Dudley,  cured  the  dysmenorrhea,  and  in  one  or 
two  instances  it  had  also  relieved  the  sterility.  In  one  of  the  latter, 
that  of  a  prominent  lady  who  had  been  married  for  four  years  with- 
out ever  becoming  pregnant,  conception  occurred  within  three  months 
after  the  operation  and  pregnancy  went  on  to  full  term.  He  thor- 
oughly believed  in  the  operation  and  he  thought  the  paper  proved  it 
to  be  efficacious  in  the  majority  of  cases.  The  operation  spoken  of 
by  Dr.  Goelet  he  had  abandoned  because  he  had  found  it  necessary 
to  use  the  stem  for  at  least  five  or  six  weeks.  Where  there  was  any 
ovarian  disease  one  could  not  expect  complete  relief,  but  where  the 
ovaries  were  sensitive  and  congested  merely,  and  there  was  much 
intrapelvic  pain,  although  the  operation  might  not  be  successful  at 
once,  after  a  number  of  months  it  would  often  happen  that  the  patient 
would  be  entirely  relieved. 

Dr.  Malcolm  McLean  said  he  was  one  of  the  five  selected  to  ex- 
amine into  the  operation.  He  had  done  the  operation  only  three 
times,  but  in  these  cases  all  the  other  usual  measures  had  previously 
been  tried  and  had  failed  to  give  relief.  Dudley's  operation  in  these 
instances  had  certainly  proved  entirely  successful.  He  had  found  it 
necessary  in  these  few  cases  only,  in  the  past  three  years,  to  resort  to 
the  operation,  because  in  other  cases  he  had  succeeded  by  other 
methods  in  relieving  the  symptoms.  He  hoped  in  closing  the  discus- 
sion the  author  would  refer  to  the  class  of  cases  in  which  this  opera- 
tion was  peculiarly  applicable — whether  in  those  deformed  uteri  so 
irequently  found  associated  with  much  lack  of  development,  or 
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whether  in  those  cases  which  had  become  pathologically  anteflexed 
although  fairly  well  developed. 

Dr.  Goffe  said  the  author  was  to  be  congratulated  on  the  careful 
and  judicious  spirit  displayed  in  the  report  of  the  cases.  Personally, 
however,  the  operation  had  never  commended  itself  to  him,  for  he 
thought  there  were  other  and  simpler  means — *.  e.,  thorough  dilata- 
tion, curettage,  and  packing  with  iodoform  gauze.  He  had  yet  to 
meet  with  the  case  in  which  the  symptoms  had  not  been  removed  by 
such  treatment  where  the  trouble  was  confined  to  the  uterus  ;  hence 
he  never  found  it  necessary  to  resort  to  the  Dudley  operation,  and  he 
thought  it  was  wrong  in  principle. 

Dr.  A.  F.  Currier  said  that  he  had  had  no  personal  experience 
with  the  operation,  but  he  thought  the  treatment  of  anteflexion  as  a 
rule  was  a  work  of  supererogation.  He  did  not  deny  that  there  were 
cases  of  pathological  anteflexion,  for  he  had  seen  a  few  such,  but  he 
thought  the  number  was  quite  small.  If  treatment  were  necessary, 
its  object  should  be  to  produce  a  change  in  the  nutrition  of  the  or- 
gan, as  had  been  already  referred  to  by  Dr.  Goelet.  If  this  could  be 
brought  about  by  simpler  and  safer  measures  than  the  operation  un- 
der discussion,  then  the  operation  was  unnecessary.  His  experience 
had  led  him  to  think  that  such  was  the  case,  for  judicious  and  per- 
sistent packing  seemed  to  answer  every  purpose  in  these  cases. 

Dr.  A.  Palmer  Dudley  said  that  the  subject  of  the  paper  was 
simply  the  merits  or  demerits  of  the  operation  which  the  reader  of  the 
paper  had  described.  It  was  a  modification,  of  course,  of  Sims's 
operation,  and  he  thought  it  was  an  improvement  upon  that  opera- 
tion, for  it  did  away  with  scar  tissue  and  kept  the  os  pervious,  and 
by  cutting  off  the  anterior  lip  it  relieved  the  traction  on  the  posterior 
lip  which  was  sewed  up.  Dr.  Dudley  had  laid  much  stress  upon  the 
preparatory  thorough  curetting  and  irrigation  ;  the  operation  was 
simply  supplementary  to  this  treatment. 

Dr.  C.  C.  Barrows  said  he  had  done  the  operation  three  times 
with  a  good  result  in  each  case  but,  as  Dr.  Goffe  had  said,  he  thought 
equally  good  results  could  be  obtained  by  much  simpler  means,  and 
therefore  he  had  not  resorted  to  the  operation  except  in  these  few 
cases. 

Dr.  W.  Evelyn  Porter  said  he  had  observed  several  cases  in 
which  the  operation  had  been  done,  and  he  recalled  two  in  which  the 
patient  was  not  only  not  relieved  of  the  dysmenorrhea  for  which  the 
operation  was  done,  but  there  was  a  very  extensive  perimetritis  and 
induration  in  the  cervix  about  the  seat  of  the  operation  which  he  un- 


3T2 


Transactions  of  Societies. 


derstood  had  not  existed  prior  to  the  operation.  He  felt  that  many- 
cases  if  carefully  followed  would  show  the  existence  of  subsequent 
inflammatory  trouble,  owing  to  the  abnormal  condition  of  the  cervix 
resulting  from  the  operation. 

Dr.  Clement  Cleveland  remarked  that  in  all  the  cases  he  had 
had  there  had  not  been  the  slightest  trouble  of  this  kind — sepsis — and 
he  thought  it  spoke  very  badly  for  the  antisepsis  in  the  cases  referred 
to  by  the  last  speaker. 

Dr.  E.  E.  Tull  said  he  had  been  struck  with  the  readiness  with 
which  some  patients  improved  and  were  cured  of  their  symptoms 
when  no  mechanical  change  had  been  effected  in  the  condition  of  the 
uterus.  From  observations  and  tracings  made  with  the  uterine  sound 
in  about  twelve  cases,  he  had  found  that,  notwithstanding  the  con- 
tinuance of  the  acute  anteflexion,  the  patients  had  been  cured  of  all 
their  symptoms  which  were  supposed  to  be  due  to  the  anteflexion. 
The  only  difference  observed  in  the  uterus  was  that  it  was  somewhat 
more  movable.  The  stretching  and  moving  of  the  uterus  might*  ex- 
plain the  good  results  obtained  by  this  treatment. 

Dr.  Joseph  Brettauer  asked  the  author  if  there  was  any  special 
kind  of  anteflexion  in  which  Dudley's  operation  seemed  to  him  par- 
ticularly indicated  ;  in  other  words,  was  it  adapted  to  those  in  which 
the  cervix  was  drawn  backward  by  congenital  shortening  of  the  sacro- 
uterine ligament  or  by  adhesions  ? 

Dr.  Goelet  said  that  in  his  former  remarks  he  had  intended  to 
make  it  clear  that  he  believed  it  was  not  the  flexion  that  produced 
the  symptoms,  but  the  pathological  condition  of  the  uterine  body  ; 
hence  it  was  a  change  in  the  nutrition  of  the  parts  that  was  needed  ; 
and  this,  he  believed,  was  secured  by  the  plan  of  treatment  he  had 
described. 

Dr.  McLean  said  he  hoped  it  would  be  noted  that  in  the  cases  in 
which  he  had  performed  Dudley's  operation  with  successful  results 
the  other  operations  mentioned  had  failed. 

Dr.  Grandin  said  he  did  not  wish  to  be  understood  as  condemn- 
ing the  operation  in  any  way  ;  yet  he  had  never  done  it,  because  he 
had  never  met  with  a  case  in  which  it  seemed  to  him  to  be  indicated. 
Anteflexion,  as  it  had  presented  itself  to  him,  had  never  per  se  called 
for  any  treatment  whatever.  He  had  never  seen  a  case  of  uncompli- 
cated anteflexion  where  a  vaginal  pessary  was  indicated  ;  he  had 
never  seen  a  case  of  this  kind  where  his  aim  was  to  straighten  the 
canal.  Every  case  of  anteflexion  required  treatment  for  one  or  two 
reasons  :  either  because  of  dysmenorrhea,  which  could  be  traced  to 
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the  uterus,  or  else  because  there  was  an  endometritis  from  defective 
drainage.  The  flexion  at  the  level  of  the  internal  os  was  the  cause 
of  the  defective  drainage,  of  the  dysmenorrhcea,  of  the  endometritis 
and  of  the  menorrhagia  or  metrorrhagia  ;  therefore,  where  the  ovaries 
and  tubes  had  not  also  been  at  fault,  he  had  practiced  thorough 
divulsion,  curetting,  and  drainage  by  means  of  gauze,  continuing  it 
through  the  intermenstrual  period,  renewing  the  gauze  every  two  or 
three  days  in  order  to  insure  proper  drainage.  The  gauze  secured 
good  drainage,  which  was  not  the  case  with  the  stem.  He  had  never 
failed  to  cure  the  dysmenorrhcea  and  he  had  seen  a  number  of  cases 
in  which  pregnancy  supervened  ;  hence  his  experience  would  lead 
him  to  say  there  was  no  field  for  Dudley's  operation  any  more  than 
there  used  to  be  a  field  for  Sims's  posterior  discission.  He  was 
taught  to  use  the  latter  operation,  and  also  the  stem  but  had  aban- 
doned both  for  the  method  just  described,  and  he  felt  no  need  for 
any  other  operative  measure  for  this  condition.  He  also  would  like 
to  know  the  exact  class  of  cases  in  which  the  operation  was  especially 
appropriate. 

Dr.  Goelet  said  that  the  use  of  the  perforated  stem  secured  bet- 
ter drainage  than  the  gauze  and  did  not  set  up  an  endometritis,  as 
the  chairman  seemed  to  fear  ;  indeed,  it  allowed  better  drainage  than 
gauze,  because  the  contraction  of  the  cervix  around  the  gauze  often 
prevented  drainage  and  caused  accumulation  of  the  secretions  in  the 
cavity. 

Dr.  LeRoy  Broun,  in  closing,  said  that  the  real  object  of  the 
Dudley  operation  was  to  restore  the  natural  drainage  function  of  the 
uterus  by  straightening  it.  The  operation  had  been  done  entirely 
upon  well-developed  uteri,  pathologically  anteflexed.  It  did  not  seem 
to  him  that  simple  divulsion  and  curetting  effected  permanent  and 
satisfactory  drainage,  while  he  believed  Dudley's  operation  did  do  this. 


Stated  Meeting,  January  16,  1894. 
Charles  Jewett,  M.  D.,  President. 

Folding  Table  for  the  Trendelenburg  Posture. 

Dr.  W.  R.  Pryor  showed  a  modification  of  the  various  tables  for 
obtaining  Trendelenburg's  posture.  His  table  was  forty  inches  high. 
The  center  of  the  patient's  weight  was  over  the  central  hinge  of  the 
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table,  and  the  patient  could  be  thrown  into  Trendelenburg's  posture 
by  the  pressure  of  one  hand.  It  allowed  of  the  true  Trendelenburg's 
posture,  and  did  not  bend  the  head  on  the  thorax  or  the  pelvis  on 
the  thorax,  as  so  many  tables  did.  In  changing  from  the  horizontal 
to  the  Trendelenburg  posture,  the  abdomen  was  neither  lowered  nor 
elevated  ;  the  field  of  work  remained  one.  Those  who  had  worked 
with  the  Edebohls  and  other  tables  which  had  a  ratchet  bar  knew 
the  great  inconvenience  and  disturbance  of  coverings  attendant  upon 
a  change  of  posture.  This  table  folded  up  entirely  and  without  the 
removal  of  a  single  part.  But  the  chief  admirable  feature  was  the 
facility  with  which  a  change  could  be  made  from  the  horizontal  to  the 
posture  which  Trendelenburg's  original  table  procured,  and  which  so 
few  imitations  got. 

Discussion. 

Dr.  G.  M.  Edebohls  said  that  a  number  of  surgeons  were  accus- 
tomed to  use  special  portable  tables  of  their  own  devising.  His  own 
table  was  simpler  in  construction  than  that  of  the  model  shown,  and 
it  weighed  less — only  thirty-five  pounds.  It  had  been  tested  in  actual 
practice  and  found  satisfactory  for  all  gynaecological  operations  as 
well  as  those  requiring  the  Trendelenburg  posture. 

Dr.  Egbert  H.  Grandin  said  that  those  who  did  not  care  to 
carry  around  a  Trendelenburg  table  might  be  pleased  to  know  that 
these  tables  were  not  absolutely  necessary  ;  he  had  found  that  an 
ordinary  chair  could  be  fastened  to  the  operating  table,  so  as  to  give 
this  posture  with  all  its  essential  advantages. 

Dr.  G.  M.  Edebohls  presented  a  patient  whom  he  had  on  two 
previous  occasions  presented  to  the  society  as  an  instance  of  a 

Menstrual  Dermatosis  of  the  Face. 

He  was  not  quite  sure  that  the  above  term  was  any  longer  appli- 
cable, since  the  patient  had  not  menstruated  for  over  a  year  and  a 
half  past ;  yet  still  the  eruption  appeared  with  the  most  clocklike 
regularity  every  twenty-eight  days  and  ran  exactly  the  same  course 
as  ever.  He  would  not  repeat  the  history  of  the  patient,  whom  he  had 
presented  to  the  society  on  December  15,  1891,  and  again  on  Novem- 
ber 15,  1892.  The  details  of  the  case  were  recorded  in  the  New  York 
Journal  of  Gynecology  and  Obstetrics  for  January,  1892,  and  for  Janu- 
ary, 1893.  He  presented  her  this  evening  because  the  eruption  hap- 
pened to  be  at  its  very  height  to-day. 
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Double  Uterus  ;  Tubal  and  Peritoneal  Tuberculosis  ;  Total  Extirpation 
of  Uterus  and  Annexa  ;  Recovery. 

Dr.  G.  M.  Edebohls  presented  these  specimens  with  the  following 
history  : 

B.  C,  aged  twenty-six,  married  for  a  little  over  a  year,  consulted 
him  December  5,  1893,  at  the  advice  of  her  family  physician,  Dr.  P.  J. 
Lynch.  Her  father  died  an  accidental  death  ;  her  mother,  three 
brothers  and  one  sister  were  alive  and  well  ;  one  brother  died  of  pul- 
monary phthisis. 

The  patient  herself  had  been  well  up  to  two  years  ago,  when  leu- 
corrhceal  discharges,  frequent  metrorrhagia  and  bearing-down  pains 
made  their  appearance.  A  year  and  a  half  ago  her  uterus  was  curetted 
by  a  gynaecologist,  following  which  the  above  symptoms  disappeared. 
According  to  her  statement,  she  was  not  informed  at  the  time  that  any 
abnormity  of  the  uterus  existed.  A  year  later — 1.  e.f  six  months  ago 
— her  former  troubles  reappeared,  together  with  great  pains  in  the 
back  and  both  inguinal  regions. 

When  first  seen  by  him  she  presented  a  delicate,  though  not  ca- 
chectic, appearance.  The  only  thing  alarming  about  her  general  con- 
dition was  an  intermittent  pulse,  one  pulsation  in  about  twenty  being 
imperceptible.  The  pulse-rate  was  seventy-two  and  the  heart  sounds 
were  normal  in  every  respect.  Examination  of  lungs  negative  ;  spleen 
enlarged. 

On  bimanual  examination,  the  uterus  and  its  annexa  were  found 
pretty  well  filling  the  pelvic  cavity.  The  uterus  was  large,  retroverted 
in  the  second  degree.  An  unusual  width  of  the  corpus  uteri  first 
attracted  attention.  On  closer  palpation  a  median  furrow,  running 
the  entire  length  of  the  corpus  uteri  on  its  anterior  and  posterior  sur- 
faces and  indenting  the  fundus  as  it  ran  across  it  antero-posteriorly, 
could  be  plainly  recognized.  The  appendages  could  be  felt  as  indis- 
tinct masses  packed  in  between  the  broad  uterine  body  and  the  lat- 
eral pelvic  walls ;  their  exact  condition  could  not  be  made  out.  This 
much,  however,  was  learned — that  they  originated  from  the 'extreme 
upper  and  outer  corners  of  the  uterine  mass  on  either  side  ;  that  part 
of  the  fundus  adjacent  to  the  median  furrow  was  perfectly  free  and 
rounded.  The  cervix  was  large  but  presented  no  abnormity,  except 
erosion  due  to  endometritis. 

The  diagnosis  of  double  uterus  was  thus  made  by  palpation  alone. 
On  the  following  day  curettage  of  the  uterus  was  performed  and  the 
diagnosis  confirmed.    A  median  septum,  thick  near  the  fundus  and 
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thin  at  the  internal  os,  divided  the  cavity  of  the  uterus  into  two  lateral 
halves,  the  lower  end  of  the  septum  reaching  to  within  two  centi- 
metres of  the  os  externum.  The  cavity  of  the  left  uterus  measured 
eight  centimetres,  that  of  the  right  a  little  more  in  depth.  Both  cavi- 
ties of  the  uterus  bicornis  septus  were  thoroughly  curetted  and  douched 
with  a  i-to-2,000  sublimate  solution. 

On  December  12,  1893,  cceliotomy  was  performed  for  the  purpose 
of  lifting  the  heavy  retroverted  uterus  out  of  the  pelvis  and  of  attach- 
ing its  fundus  to  the  anterior  abdominal  wall.  On  opening  the  ab- 
dominal cavity  the  visceral  and  parietal  surfaces  of  the  peritonaeum 
were  found  everywhere  studded  with  fresh  miliary  tubercles,  as  well 
as  here  and  there  a  few  in  more  advanced  stages  of  degeneration. 
The  large,  broad  double  uterus  was  fastened  in  retroversion  by  ad- 
hesions. The  tubes  were  enlarged  to  a  diameter,  at  the  widest  part, 
of  two  centimetres  ;  their  walls  were  hypertrophied  ;  their  abdominal 
ends  firmly  sealed  and  imbedded  in  adhesions  deep  in  the  pelvis 
behind  the  uterus.  Both  ovaries  were  large.  The  peritoneal  surfaces 
of  tubes,  ovaries  and  uterus  lodged  a  number  of  miliary  tubercles. 

Total  extirpation  of  the  uterus  and  its  annexa  was  immediately 
decided  upon  and,  after  liberation  of  the  organs  from  adhesions,  car- 
ried out  after  the  method  described  by  Dr.  Edebohls  {American  Jour- 
nal of  Obstetrics,  vol.  xxviii,  No.  5,  1893).  The  entire  double  uterus, 
both  tubes  and  ovaries,  were  removed  in  one  piece,  without  rupture  of 
either  tubal  sac.  The  operation  proved  unusually  difficult  on  account 
of  the  universal  adhesions  and  on  account  of  the  small  space  left  out- 
side of  the  broad  uterus,  which  made  ligation  of  the  broad  ligaments 
anything  but  an  easy  task.  The  peritoneal  wound  at  the  bottom  of  • 
the  pelvis  was  closed  by  a  running  Lembert  suture  of  catgut  and  the 
abdominal  wound  was  united  throughout,  without  irrigation  and  with- 
out drainage. 

Following  operation  the  pulse  was  intermittent  and  remained  so 
for  five  days — at  its  worst,  an  intermission  every  third  beat ;  at  its 
best,  three  intermissions  to  the  minute.  The  normal  frequency,  70 
to  85  per  minute,  was  maintained.  A  slight  catarrhal  pneumonia,  in- 
volving the  lower  right  lung  posteriorly,  developed  on  the  sixth  and 
persisted  until  the  eleventh  day.  With  these  exceptions,  a  good  con- 
valescence. 

Abdominal  wound  healed  by  primary  union.  Patient  left  bed  on 
the  fifteenth  and  hospital  on  the  twenty-eighth  day  after  operation. 

On  discharge,  abdominal  wound  and  wound  of  vaginal  vault  firmly 
healed.    No  exudate  anywhere  in  pelvis. 
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Lungs. — At  left  apex  posteriorly,  high  percussion  note  and  rude 
vesicular  respiration  ;  no  rales.  At  middle  of  the  left  lung  posteriorly 
over  two  small  areas,  broncho-vesicular,  high-pitched  respiration.  At 
sternal  edge  of  middle  of  right  lung  anteriorly,  a  slight  friction  sound. 

Heart  normal.    No  more  intermission  of  pulse. 

Spleen  considerably  enlarged.  Patient  looking  and  feeling  well. 
(Patient  presented.) 

This  was  the  third  case  of  double  uterus  which  Dr.  Edebohls  had 
met  and  operated  upon  within  the  past  fifteen  months.  The  histories 
of  the  two  other  cases  he  had  recorded  in  the  New  York  Journal  of 
Gynecology  and  Obstetrics,  April,  1893. 

Dr.  George  C.  Freeborn  stated  that  both  the  ovaries  and  the 
tubes  removed  from  the  latter  patient  presented  by  Dr.  Edebohls 
showed  tubercular  disease  and  presented  the  following  : 

Pathological  Report  on  Uterus  and  Appendages  removed  by  Dr.  G.  M. 
Edebohls,  December  12,  1893. 

Macroscopic  Examination.  —  The  uterus  measured  seven  centi- 
metres and  a  half  in  length  and  six  centimetres  across  the  horns. 
Just  above  the  internal  os  the  uterine  cavity  divides  and  becomes  V- 
shaped,  each  arm  of  the  V  extending  in  a  slightly  curved  direction  to 
the  horns  of  the  uterus,  the  septum  between  the  arms  being  formed 
by  a  prolongation  downward  of  the  fundus  of  the  uterus. 

Anatomical  Diagnosis. — Bicorn  uterus. 

Right  Ovary  and  Tube. — The  ovary  is  of  a  flattened  spheroidal 
shape,  measuring  twenty-three  by  thirty  millimetres.  Its  surface  is  cov- 
ered by  thin  adhesions.  Longitudinal  section  shows  a  few  follicular 
cysts  in  the  cortex.  The  tube  measures  thirteen  centimetres  in  length, 
twelve  millimetres  in  diameter  just  beyond  the  horn  of  the  uterus  and 
eighteen  millimetres  at  the  fimbriated  end.  Its  surface  is  covered 
with  adhesions.  The  outer  third  of  the  tube  is  bent  backward,  form- 
ing a  distinct  U  which  measures  four  centimetres  in  length  and  thirty- 
three  millimetres  in  width.  The  fimbriated  end  is  occluded  and 
rounded  off.  Section  of  the  tube  shows  the  lumen  dilated  and  filled 
with  a  cheesy  mass.    Its  wall  is  but  slightly  thickened. 

Left  Ovary  and  Tube. — The  ovary  is  ovoid  in  shape,  thirty-eight 
by  twenty-five  millimetres  ;  its  surface  is  covered  with  thin  adhesions. 
Longitudinal  section  shows  a  few  small  follicular  cysts  in  the  cortex. 
The  tube  measures  ten  centimetres  in  length,  eight  millimetres  in  di- 
ameter at  its  uterine  and  twenty-three  millimetres  at  its  fimbriated 
end.    Its  surface  is  covered  with  thin  adhesions.    The  fimbriated 
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end  is  occluded  and  rounded  off.  The  outer  fourth  is  bent  at  nearly 
a  right  angle  and  is  firmly  adherent  to  the  surface  of  the  ovary. 

Microscopic  Examination. — Both  tubes  show  tubercular  salpingitis. 
Both  ovaries  still  have  a  fair  number  of  Graafian  follicles  in  the  cortex, 
with  a  few  patches  of  chronic  inflammation. 

Discussion. 

Dr.  E.  B.  Cragin  said  that  the  reference  made  to  the  secondary 
involvement  of  the  lungs  and  other  organs  had  reminded  him  of  a  sad 
case  seen  about  a  year  ago.  It  was  operated  upon  by  Dr.  G.  M. 
Tuttle  in  consultation  with  Dr.  Jacobi.  Following  the  removal  of  the 
tubercular  appendages,  there  was  a  secondary  infection  of  the  ab- 
dominal wall.  Just  how  this  occurred  was  not  known,  but  the  tuber- 
cular deposit  in  the  abdominal  wall  spread  about  three  inches  on  both 
sides  of  the  median  line  and  for  about  four  inches  vertically.  The 
inner  surface  of  the  recti  muscles  sloughed,  and  the  woman  eventually 
died  of  sepsis  of  tubercular  origin. 

Dr,  Freeborn,  pathologist,  presented  the  following 

Report  on  the  Uterus  and  Tumor  from  the  Broad  Ligament,  presented 
by  Dr.  G.  M.  Edebohls  November  7,  1893. 

Macroscopic  Exa?nination. — The  uterus  measures  nine  centimetres 
in  length  and  seven  centimetres  across  the  horns.  There  is  an  oval- 
shaped  fibroid,  subserous,  thirty-six  by  twenty-seven  millimetres,  pro- 
jecting from  the  upper  part  of  the  left  side  of  the  organ.  Sagittal  sec- 
tion through  the  organ  shows  the  cavity  slightly  dilated  and  mucous 
membrane  thickened.  In  the  posterior  wall  of  the  body  there  is  a 
spherical-shaped  fibroid  three  centimetres  in  diameter,  which  bulges 
slightly  on  the  posterior  surface.  The  remainder  of  the  uterine  wall 
also  contains  a  number  of  small  fibroids.  In  the  posterior  wall  just 
below  the  fibroid  is  an  oval-shaped  mass  five  by  eighteen  millimetres 
of  a  reddish  color  and  rather  soft  consistence. 

Tumor  from  broad  ligament  is  of  an  oval  shape,  four  centimetres 
in  its  long  and  two  centimetres  and  a  half  in  its  short  diameter.  Its 
surface  is  covered  with  thin  adhesions.  Section  shows  it  to  be  a 
trilobed  mass  with  a  roughened  place,  one  centimetre  and  a  half  in 
diameter,  at  one  end — point  of  attachment  to  the  side  of  the  uterus 
It  is  of  a  red  color  and  soft  consistence. 

Microscopic  Examination. — Uterus  :  The  mucous  membrane  shows 
adenomatous  hyperplasia.  The  mass  found  just  below  the  larger 
fibroid  is  an  angiosarcoma.    It  consists  of  a  mass  of  blood-vessels 
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imbedded  in  a  mixture  of  small  round  and  spindle  cells,  with  a  slight 
amount  of  stroma.  The  lumen  of  the  majority  of  the  blood-vessels  is 
obliterated,  their  walls  thickened  and  reduced  to  a  homogeneous  mass 
which  gives  the  microchemical  reactions  of  hyalin.    The  tumor  is  in- 

b  b 


b  b  b 

Section  of  uterus,    a,  angiosarcoma  ;  l>,  fibromyoma. 

closed  by  a  thin  fibrous  capsule,  except  where  it  comes  up  to  the  out- 
side surface  of  the  uterus.  This  uncovered  portion  approximates  in 
size  to  the  base  of  the  tumor  from  the  broad  ligament. 

The  tumor  of  the  broad  ligament  has  exactly  the  same  structure 
as  that  imbedded  in  the  uterus. 

The  probability  is  that  this  tumor  originated  in  the  wall  of  the 
uterus  and  in  its  growth  took  the  path  of  least  resistance  and  ap- 
peared on  the  surface  of  the  organ  and  then,  as  it  continued  to  in- 
crease in  size,  made  its  way  out  between  the  folds  of  the  broad  liga- 
ment. Dr.  Edebohls  informs  me  that  he  cut  this  tumor  from  the 
side  of  the  uterus  at  the  time  of  the  operation,  supposing  it  to  be  a 
fibroid. 

The  interesting  feature  was  the  discovery  of  a  rather  rare  form  of 
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tumor  in  the  body  of  the  uterus.  Occupying  the  uterus  was  a  tumor 
which  Dr.  Edebohls  informed  me  was  attached  to  the  uterus  and 
projected  out  into  the  folds  of  the  broad  ligament.  On  section  of 
the  uterus,  a  peculiar-looking  spot  was  noticed  in  the  posterior  wall 
just  below  the  location  of  the  larger  fibroid.  Sections  of  this  growth 
proved  it  to  be  an  angiosarcoma  with  extensive  hyaline  degeneration 
of  the  blood-vessels.  Angioma  of  the  uterus  had  been  described,  but 
one  from  any  part  of  the  body  with  this  peculiar  degeneration  he  had 
been  unable  to  find  recorded. 

Discussion. 

Dr.  Edebohls  supplemented  this  report  by  saying  that  the  uterus 
was  removed  nearly  three  months  ago  by  total  extirpation  under  the 
supposition  that  there  were  only  fibromata  present.  On  learning  from 
the  pathologist  the  fact  that  part  of  the  tumor  was  of  a  malignant 
type,  he  had  sent  for  the  patient  with  a  view  to  examining  her  for  a 
possible  recurrence.  She  was  examined  thoroughly  three  or  four  days 
ago  and  it  was  found  that  there  was  no  induration  about  the  vaginal 
vault  or  broad  ligament,  or  any  evidence  of  a  recurrence. 

Dr.  Freeborn  said  he  would  call  attention  to  the  fact  that  the 
tumor  was  completely  inclosed  in  a  fibrous  capsule  which  was  entirely 
intact  except  at  one  point,  so  that  there  was  not  much  likelihood  of  a 
recurrence. 

A  Vesical  Balloon. 

Dr.  Malcolm  McLean  presented  an  instrument  he  had  devised 
for  steadying  the  wall  of  the  bladder  in  the  operation  for  vesicovagi- 
nal fistula,  with  drawing  and  description.  The  instrument  consists  of 
an  ordinary  French  toy  balloon,  to  which  is  attached  a  short  glass 
connecting  tube  to  which  is  in  turn  attached  a  suitable  length  (eight 
or  ten  inches)  of  rubber  tubing. 

This  instrument,  being  properly  cleansed  and  sterilized,  is  to  be 
inserted  through  the  fistula  into  the  bladder  and  then  gently  dis- 
tended with  about  five  ounces  of  warm  sterilized  water  or  Thiersch's 
solution.  The  distended  balloon  is  drawn  down  firmly  into  the  fistula 
by  means  of  the  rubber  tubing,  which  is  clamped  and  held  on  one 
side  or  the  other  as  the  different  steps  of  the  operation  proceed.  By 
this  means  the  edges  of  the  fistula  are  held  steadily  in  view,  so  that 
denudation  is  more  accurately  and  more  easily  performed  ;  the  haemor- 
rhage is  well  controlled  by  the  pressure  from  within  and  blood  is 
prevented  from  entering  the  bladder,  no  matter  what  position  may  be 
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elected  in  operating.  Before  the  sutures  are  tightened  the  balloon  is 
permitted  to  collapse  and  is  then  readily  withdrawn.    This  instru- 


Edge  of  bladder  firmly 
compressed  by  the 
balloon. 


Vesico-vaginal  fistula,  with  distended  bal- 
loon in  place.  The  illustration  shows  a  very 
extreme  extroversion  of  the  bladder  through 
the  fistula  before  operation  and  before  apply- 
ing the  instrument. 


ment  is  particularly  serviceable  in  those  cases  where  there  is  protru- 
sion of  the  upper  vesical  walls  through  the  fistula. 

Symphyseotomy. 

Dr.  C.  A.  von  Ramdohr  presented  a  patient  on  whom  he  had 
performed  symphyseotomy  last  July  and  who  was  again  about  two 
months  pregnant.  She  could  walk  perfectly.  She  was  twenty-three 
years  of  age,  and  had  been  married  twenty-eight  months.  Her  first 
confinement  occurred  ten  months  after  marriage  and,  after  a  labor  of 
about  thirty  hours,  a  small  child,  deeply  asphyxiated,  was  born  and 
eighteen  hours  later  died.  At  her  second  confinement  the  attending 
physician,  after  hearing  her  history,  called  the  speaker  in  consulta- 
tion. All  the  external  pelvic  diameters  were  contracted  three  fourths 
of  an  inch,  and  the  true  conjugate  was  from  three  and  a  half  to  three 
and  three  quarter  inches.  She  had  strong  labor  pains  ;  the  mem- 
branes had  not  ruptured  and  the  child  was  alive.  The  head  was  high 
above  the  superior  strait  and  had  not  engaged.  A  rather  low  inci- 
sion was  made  from  before  backward  and  the  symphysis  divided. 
There  was  an  immediate  separation  of  three  inches,  with  one  pain 
the  head  came  down,  and  the  child  was  born  on  the  operating  table 
while  an  examination  was  being  made  to  determine  the  extent  of  the 
separation.  Silk  sutures  were  employed  and  one  or  two  of  them 
sloughed  away.  The  woman  was  kept  in  bed  four  weeks,  and  in  the 
21 
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fifth  week  she  went  back  to  work  as  a  saleswoman  in  a  baker  shop. 
The  child  weighed  eight  pounds  and  a  half,  and  the  diameters  of  its 
head  were  normal.  There  was  no  rupture  of  the  soft  parts  anteriorly 
or  posteriorly. 

Discussion. 

Dr.  E.  H.  Grandin  and  Dr.  W.  R.  Pryor  were  asked  to  examine 
the  patient  and  report  on  her  condition. 

Dr.  Grandin  reported  that,  as  regarded  the  ability  of  the  patient 
to  walk,  stand  on  one  foot  and  sway  to  and  fro,  the  result  was  per- 
fect. There  was  no  apparent  mobility  at  the  symphysis,  and  the  case 
showed  that  if  the  operation  were  properly  performed  it  was  not  fol- 
lowed by  disability.  In  this  connection  he  desired  to  make  a  further 
report  on  the  cases  shown  by  him  last  spring.  They  had  been  ex- 
amined within  a  month,  and  it  had  been  found  that  there  was  close 
apposition  and  no  motion.  The  mothers  and  children  were  in  good 
health.  The  patient,  who  at  the  time  of  her  presentation  showed 
some  motion  and  who,  he  predicted,  would  ultimately  have  a  good 
result,  had  fulfilled  his  prediction,  for  there  was  now  good  apposition 
and  no  motion. 

Dr.  Pryor  reported  that  he  had  also  examined  the  patient  by 
making  her  balance  herself  on  one  foot  and  then  on  the  other,  and  he 
had  found  no  motion  at  all  at  the  symphysis.  The  slough  spoken  of 
was  very  superficial  and  was  of  no  importance. 

Fibroid  Tumor  and  Uterus. 

Dr.  Currier  presented  the  above  specimens  and  their  history. 
Patient  was  forty-two  years  of  age,  widow,  never  pregnant  ;  began  to 
menstruate  at  eleven;  menopause  began  at  forty  and  ended  at  forty- 
one.  No  history  of  profuse  haemorrhage  from  the  uterus.  In  May, 
1892,  had  a  severe  fall,  landing  upon  the  buttocks,  which  gave  her 
much  pain  for  some  time  afterward  and  on  September  15,  1892,  lost  a 
small  quantity  of  blood  from  the  uterus,  the  cause  being  unknown. 
During  the  past  two  years  has  had  several  attacks  of  pelvic  peritonitis 
and  for  the  past  six  months  has  been  much  annoyed  with  irritability 
of  the  bladder.  Latterly  the  desire  to  pass  urine  has  been  almost 
constant.  General  condition  very  good  ;  no  albumin  in  the  urine. 
She  was  first  seen  by  the  speaker  September  30,  1893,  and  a  hard 
mass,  as  large  as  the  head  of  a  child  at  term,  very  sensitive  and  inti- 
mately connected  with  the  uterus,  was  felt  immediately  behind  the 
symphysis  pubis.  Her  general  condition  was  then  so  good  that  she 
was  advised  to  wait  and  see  whether  the  tumor  symptoms  would 
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not  ameliorate  without  operative  interference.  Shortly  afterward  she 
suffered  with  another  attack  of  peritonitis  and  in  December  was  ad- 
vised by  her  physician  to  see  the  speaker  again  with  reference  to  the 
advisability  of  removing  the  tumor.  She  was  seen  December  14,  1893, 
and  it  was  believed  that  the  tumor  had  increased  in  size  since  the  in- 
terview in  September.  The  tumor  was  then  very  firm  and  immova- 
able  ;  it  was  of  the  character  which  a  few  years  ago  was  considered 
inoperable,  but  the  situation  warranted  an  attempt  at  its  removal. 

On  January  3,  1894,  the  operation  was  performed  in  the  Trendelen- 
burg position.  The  abdominal  fat  was  very  abundant  and  the  haem- 
orrhage from  abdominal  vessels  very  free.  The  tumor  nearly  filled 
the  pelvis  and  was  almost  entirely  insheathed  in  the  new  tissue  which 
had  resulted  from  the  frequent  attacks  of  peritonitis.  No  trace  of 
ovaries  or  tubes  was  found  at  any  time.  The  vermiform  appendix 
was  attached  to  the  right  side  of  the  tumor  and  until  the  tumor  was 
released  was  supposed  to  be  the  right  Fallopian  tube.  The  broad 
ligaments  were  thickened  and  very  vascular  and  formed  one  of  the 
chief  sources  of  nutrition  of  the  tumor.  The  uterus  was  retroverted 
and  crowded  into  Douglas's  pouch,  and  the  tumor  was  developed 
from  its  entire  anterior  aspect.  After  the  tumor  had  been  dissected 
out  of  its  bed  the  broad  ligaments  were  divided,  the  peritonaeum  re- 
moved from  the  front  and  sides  of  the  uterus,  the  uterine  arteries  iso- 
lated and  ligated.  The  tumor  was  then  cut  away  from  the  uterus, 
and  not  until  this  had  been  done  were  the  correct  relations  of  the  one 
to  the  other  clearly  ascertained.  The  uterus  was  next  removed,  the 
vagina  packed  with  gauze  through  the  opening  thus  made,  and  the 
opening  stitched  together.  The  large  pocket  from  which  the  tumor 
had  been  peeled  away  was  oozing  profusely,  and  it  was  deemed  wise 
to  pack  it  rather  firmly  with  a  Mikulicz  dressing.  This  method  of 
treatment  seemed,  at  the  moment,  preferable  to  leaving  the  wound  in 
the  pelvic  peritonaeum  open  and  draining  entirely  through  the  vagina, 
on  account  of  the  abundant  oozing  and  the  capacity  of  the  pouch 
which  had  been  laid  bare.  The  abdominal  wound  was  then  closed, 
with  the  exception  of  the  aperture  for  the  exit  of  the  gauze,  with 
wormgut  sutures,  the  upper  edge  of  the  tumor  pouch  being  secured 
in  the  lower  angle  of  the  wound.  The  patient  rallied  very  well  from 
the  operation  but  for  three  days  suffered  moderately  from  shock  and 
peritonitis,  the  pulse  running  as  high  as  125  and  the  temperature  on 
one  occasion  reaching  100. 40  F.  On  the  morning  of  the  fourth  day 
chloroform  was  administered  and  the  gauze  packing  in  the  abdominal 
cavity  removed.    It  had  become  so  firmly  united  to  the  surrounding 
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viscera  that  it  could  not  have  been  removed  without  anaesthesia  with- 
out causing  intense  pain.  The  subsequent  course  of  the  case  was 
uneventful.  The  sutures  were  removed  on  the  ninth  day,  the  ab- 
dominal wound  having  healed,  except  at  the  site  of  the  exit  of  the 
gauze  and  about  half  an  inch  superficially  at  its  upper  end.  The  pa- 
tient's condition  at  the  present  time  is  all  that  could  be  desired. 
This  case  illustrates  the  fallacy  of  expecting  that  a  myoma  of  the 
uterus  will,  of  necessity,  cease  growing  or  become  innocuous  after 
the  menopause.  Gusserow  pointed  out,  ten  years  ago,  that  in  cases 
in  which  adhesions  were  present  they  might  be  expected  to  be  a  me- 
dium for  its  continued  nutrition  and  that  serious  trouble  might  fol- 
low. It  also  illustrates  the  fact  that  tumors  which  not  very  long  ago 
were  considered  by  many  gynaecologists  as  inoperable  have  been 
brought  into  the  domain  of  practicable  and  fairly  safe  operations, 
provided  the  patient  is  suffering  from  no  serious  constitutional 
fault.  With  regard  to  the  technique,  it  may  be  fairly  questioned 
whether  it  is  better  to  drain  such  extensively  denuded  surfaces  as  ob- 
tained in  this  case  from  below  or  from  above.  There  seems  to  be  no 
better  way  yet  devised  of  stopping  the  profuse  oozing  of  blood  in 
such  cases  than  pressure  by  the  Mikulicz  method.  It  would  hardly 
seem  safe  to  trust  to  the  spontaneous  cessation  of  bleeding,  especially 
with  the  relaxed  condition  of  the  tissues  and  consequent  proneness 
to  haemorrhage,  which  attends  the  condition  of  profound  shock  after 
a  severe  operation  and  which  may  continue  twenty-four  to  forty- 
eight  hours  or  even  longer.  And  yet  the  presence  of  the  gauze  pack- 
ing in  the  abdomen  presents  us  with  a  dilemma,  either  horn  of  which 
has  serious  objections.  If  we  remove  it  within  three  or  four  days  it 
is  difficult  to  detach  it  from  the  viscera  to  which  it  has  united,  its  re- 
moval causing  intense  pain  without  an  anaesthetic,  even  serious  shock 
(as  was  found  to  the  speaker's  cost  in  one  case),  and  the  freshly  de- 
nuded surfaces  invite  attachments  of  the  intestines  or  may  even  excite 
fresh  haemorrhage  ;  if,  on  the  other  hand,  we  leave  it  until  suppura- 
tion shall  have  loosened  it,  we  run  the  risk  of  intestinal  irritation  and 
sepsis  and  subsequently  of  hernia  and  fistula.  It  is  a  choice  of  Scylla 
or  Charybdis.  The  value  and  importance  of  separately  isolating  and 
ligating  the  uterine  arteries  becomes  more  obvious  with  each  addi- 
tional experience.  It  removes  the  chief  source  of  danger  from  haem- 
orrhage, enables  one  to  avoid  the  ureters,  requires  the  minimum  of 
ligature  material  and  diminishes  dangers  from  sloughing  and  pressure. 
It  is,  in  the  speaker's  opinion,  one  of  the  most  valuable  features  in  the 
technique  of  abdominal  hysterectomy.    The  peculiar  relations  of  the 


The  New  York  Obstetrical  Society. 


325 


vermiform  appendix  in  this  case  furnish  one  of  the  many  illustrations 
of  the  eccentricities  of  this  troublesome  organ.  As  it  appeared  to  be 
healthy  it  was  not  removed.  The  practice  of  removing  it  when  not 
diseased,  which  is  now  so  common,  seems  to  the  speaker  equally  rep- 
rehensible with  the  fashion  of  a  few  years  ago  of  removing  normal 
ovaries.  The  true  surgery  is  conservative  surgery,  and  that  does  not 
anticipate  disease.  If  we  proceed  to  remove  from  the  body  all  those 
organs  which,  so  far  as  we  know,  are  functionally  or  structurally  un- 
essential, we  may  yet  find  that  we  have  been  transcending  the  highest 
sphere  of  our  usefulness.  The  risk  to  life  is  a  factor  which  can  never 
be  ignored  and  though  we  may  feel  that  that  risk  is  practically  very 
small  in  the  hands  of  the  skillful,  the  contagion  of  example  may  carry 
the  question  into  the  hands  of  the  unskillful  and  badly  equipped. 
Unsuccessful  operations  are  seldom  published  in  the  newspapers. 
This  is  a  field  of  statistics  which  would  be  interesting  if  it  could  be 
truthfully  elaborated. 

Discussion. 

Dr.  W.  Gill  Wylie  said  that  probably  the  bleeding  was  due  in 
large  measure  to  the  fact  that  the  ovarian  artery  had  not  been  prop- 
erly tied.  From  a  large  experience  he  had  found  that,  if  the  ovarian 
and  uterine  arteries  were  properly  tied,  the  haemorrhage  would  be  con- 
trolled. As  the  operator  had  not  seen  the  tubes,  it  was  possible  that 
he  had  not  properly  tied  the  ovarian  arteries. 

Improved  Holloiv  Uterine  Stems. 

Dr.  W.  Gill  Wylie  presented  some  improved  instruments  of  this 
kind,  made  of  aluminum.  They  were  intended  for  cases  of  endome- 
tritis, usually  associated  with  dysmenorrhea.  When  they  were  to  be 
used  for  the  purpose  of  drainage  where  gauze  could  not  be  employed, 
they  should  be  made  larger.  They  were  simply  intended  to  drain  and 
cure  endometritis.  They  were  not  stem  pessaries,  and  he  did  not  be- 
lieve in  stem  pessaries. 

Discussion. 

•Dr.  Pryor  said  there  were  quite  a  number  of  physicians  in  New 
York  city  who  introduced  stems  into  the  uterus  and  allowed  the  pa- 
tient to  go  about.  For  such  cases  it  was  better  to  introduce  a  filament 
of  gauze  into  the  uterus.  Dr.  Wyiie  certainly  showed  his  courage  in 
presenting  these  instruments  in  the  face  of  the  now  very  general  prac- 
tice of  using  gauze  for  drainage. 

Dr.  Wylie  said  he  did  not  use  the  instrument  he  presented  for 
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walking  patients.  It  was  a  physical  impossibility  to  insert  gauze  into 
an  imperfectly  developed  uterus  without  doing  more  harm  than  good. 

Dr.  H.  L.  Collyer  said  he  had  used  these  stems  and  had  found 
them  the  best  of  drainage  instruments.  He  had  had  patients  wear 
them  two  or  three  months  continuously  without  any  unpleasant  conse- 
quences, and  hence  they  acted  as  perfect  drains  to  the  uterus.  He 
had  also  used  the  stem  to  keep  straight  a  very  persistent  flexion  which 
had  resisted  divulsion  and  other  methods  of  treatment. 

Dr.  Eugene  Boise,  of  Grand  Rapids,  Mich.,  present  by  invitation, 
read  a  paper  on 

Opium  and  Catharsis  after  Abdominal  Section.    (See  page  257.) 

Discussion. 

Dr.  Emmet  said  that  the  ground  had  been  well  covered  in  this 
carefully  prepared  paper.  We  were  all  apt  to  run  into  one  extreme 
or  another.  He  had  often  thought  that  in  many  cases  an  anodyne  did 
well  to  start  with,  and  he  thought  the  point  was  well  taken  that  in- pro- 
portion to  the  degree  of  shock  was  opium  needed. 

Dr.  W.  Gill  Wylie  said  that  he  had  studied  this  subject  consider- 
ably, and  he  felt  that  this  paper  was  a  very  scientific  contribution  to 
the  subject.  Unless  it  were  a  matter  of  life  and  death  he  would  not 
operate  on  a  patient  until  cured  of  the  opium  habit.  In  such  cases  if 
the  habit  were  not  cured  first,  dangerous  quantities  of  opium  might  be 
required  after  the  operation.  He  had  never  given  up  the  use  of  opi- 
um after  operation  but  he  rarely  gave  more  than  one  or  two  doses, 
and  these  were  given  in  the  first  twelve  hours.  He  objected  to  using 
it  after  this  time,  for  he  believed  it  did  harm  by  interfering  with  the 
function  of  the  intestine  and  in  some  way  preventing  the  usual  action 
of  salines.  The  use  of  opium  with  the  limitations  he  had  mentioned 
was  certainly  beneficial. 

Dr.  Clement  Cleveland  said  that  in  his  early  experience  in  lapa- 
rotomy he  was  in  the  habit,  in  accordance  with  the  practice  of  that 
day,  of  using  opium  freely.  It  was  not  until  Bantock  related  his  ex- 
perience with  laparotomies  without  opium  that  many  had  been  led  to 
use  it  less.  To  withhold  it  in  all  cases  was,  however,  cruel.  He  fek 
that  he  had  lost  two  cases  from  intestinal  obstruction  from  not  using 
it  and  from  carrying  the  catharsis  too  far.  There  were  of  course  a 
great  many  cases  in  which  there  was  not  much  shock  and  very  little 
pain,  and  here  opium  was  not  required.  It  was  only  within  the  first 
twenty-four  hours  that  opium  was  usually  needed.    For  the  last  few 
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years  he  had  been  using  morphine,  hypodermically  administered,  in  all 
his  cases  of  abdominal  section  where  the  pain  was  excessive  and  the 
patient  restless,  limiting  it,  however,  to  one  or  two  doses  in  the  first 
twenty-four  hours.  He  believed  with  the  author  that  opium  was  cer- 
tainly indicated  in  cases  where  there  was  extreme  pain.  The  physio- 
logical reasons  for  this  practice  he  had  never  seen  so  clearly  presented 
as  in  this  paper,  and  he  believed  the  arguments  there  presented  were 
irrefutable. 

Dr.  Edebohls  sa  d  his  own  experience  corresponded  with  that  of  the 
preceding  speakers — namely,  that  opium  when  properly  used  after  cce- 
liotomies  mitigated  suffering,  diminished  shock  and  tended  to  prevent 
intestinal  paralysis.  The  paper  constituted  a  most  scientific  exposi- 
tion of  the  subject.  His  own  practice  was  to  give  an  injection  of 
morphine  and  atropine  half  an  hour  before  cceliotomy,  and  this  gener- 
ally made  his  patient  pretty  comfortable  for  six  or  eight  hours  after 
the  operation.  If  after  this  time  the  patient  were  restless  and  com- 
plaining of  much  pain,  an  additional  sixth  of  a  grain  of  morphine 
was  given  hypodermically.  With  very  rare  exceptions  this  was  all 
that  was  ever  required. 

Dr.  Boise,  in  closing  the  discussion,  said  that  the  cause  of  the  early 
paroxysmal  pain  was  to  be  found  in  the  nervous  supply  of  the  intes- 
tines ;  where  it  came  on  late  it  was  probably  due  to  an  irritation  with- 
in the  intestinal  canal,  and  in  this  latter  condition  an  opiate  would 
certainly  not  be  appropriate.  He  would  hardly  limit  the  time  for 
using  opium  strictly  to  ten  or  fourteen  hours;  in  many  cases  it  was 
wise  to  continue  it  for  twenty-four  hours. 

Dr.  Frederick  A.  Cook,  of  Brooklyn,  N.  Y.,  present  by  invitation, 
made  some  remarks  on 

Medical  Observations  among  the  Esquimaux.    (See  page  282.) 

A  vote  of  thanks  was  tendered  by  the  society  to  Dr.  Boise  and 
to  Dr.  Cook  for  their  instructive  papers  and  remarks. 
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TRANSACTIONS  OF  THE  ALUMNI  ASSOCIATION  OF 
THE  WOMAN'S  HOSPITAL  IN  THE  STATE  OF  NEW  YORK. 

Ninth  Annual  Meeting,  held  at  the  Academy  of  Medicine, 
New  York,  January  16  and  17,  1894. 

W.  Gill  Wylie,  M.  D.,  President,  in  the  Chair. 

Pyelitis  and  Pyonephrosis  in  Women. 

By  James  W.  West,  M.  D.    (For  article,  see  previous  number  of  the 

Journal.) 

Discussion. 

The  President,  Dr.  Wylie  :  The  subject  of  the  surgery  of  the 
kidney  has  interested  me  many  years,  that  interest  having  been 
aroused  incidentally  by  two  facts.  In  the  first  place,  a  case  would 
come  to  me  now  and  then  for  supposed  uterine  trouble,  and  on  ex- 
amination this  would  be  found  only  of  minor  importance,  the  chief 
trouble  being  due  to  disease  of  the  kidneys  ;  secondly,  the  general 
surgeons  in  this  country,  as  far  as  I  could  learn,  had  removed  up  to 
that  date  but  one  kidney  successfully.  That  case  was  operated  upon 
at  Bellevue  Hospital  by  Dr.  J.  Williston  Wright.  In  addition,  one  or 
two  kidneys  had  been  removed  by  other  surgeons  who  had  supposed 
they  were  dealing  with  some  other  form  of  tumor.  I  saw  Dr.  Sands 
operate  in  one  case.  He  worked  through  a  small  opening  behind, 
inserting  his  arm.  It  looked  like  so  formidable  an  operation  com- 
pared with  those  in  abdominal  surgery  that  I  made  up  my  mind  to 
opeiate  anteriorly  should  a  case  come  under  my  care. 

The  first  case  occurred  in  a  patient  in  the  country  ;  the  operation 
was  performed  with  the  aid  of  two  assistants,  the  shock  was  but 
slight,  and  the  patient  recovered  without  any  trouble  at  all.  The 
tumor,  which  consisted  of  the  tubercular  kidney,  was  removed  through 
an  anterior  incision  just  as  if  it  were  an  ovarian  tumor.  Altogether  I 
have  removed  the  kidney  eight  times  with  two  deaths.  One  case  was 
next  to  absolutely  hopeless  before  the  operation  was  undertaken;  an 
abscess  existed  which  had  penetrated  the  connective  tissue  and  the 
general  system  was  septic.  In  the  other  fatal  case  the  abscess  had 
opened  into  the  intestine  ;  the  operation  proved  to  be  more  formidable 
than  had  been  expected  and  the  patient  died.    In  anything  like  favor- 
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able  cases  the  operation  has  not,  in  my  experience,  proved  much 
more  formidable  than  many  others,  such  as  the  removal  of  pus  tubes. 
When  the  lumbar  incision  is  chosen  it  is  the  custom  to  make  it  so 
large  that  practically  it  amounts  to  abdominal  section. 

I  have  cut  down  upon  and  drained  the  kidney  in  sixteen  other 
cases.  With  the  exception  of  three  or  four  they  were  all  taken  from 
my  gynaecological  service.  Three  were  sent  me  as  cases  of  kidney 
trouble.  Some  of  the  others  had  been  treated  for  uterine  disease  as 
long  as  two  years.  When  the  gynaecologist's  attention  is  directed  to 
the  matter  he  is  surprised  at  how  often  he  can  discover  kidney 
trouble.  In  my  private  practice  I  find,  when  examining  patients  under 
ether,  that  the  kidney  is  in  a  somewhat  abnormal  position  or  diseased 
in  some  way  in  from  ten  to  twenty  per  cent,  of  all  the  cases  so  ex- 
amined. A  great  many  of  the  patients,  however,  do  not  suffer  from 
the  malposition  ;  some  do.  Some  of  the  cases  could  be  classed  as 
floating  kidney  ;  many  could  not,  because  the  motion  is  only  down- 
ward. Pain,  supposed  to  be  due  to  uterine  or  ovarian  trouble,  is 
often  due  to  the  kidneys,  but  I  have  not  found  it  necessary  to  fix  the 
kidney  as  frequently  as  Dr.  Edebohls.  Displacement  of  the  kidney 
downward  is  probably  one  cause  of  interference  with  the  passage  of 
the  urine  through  the  ureter  and  consequently  of  pyelitis  and  other 
disease  ;  in  fact,  I  have  gone  so  far  sometimes  as  to  make  the  diagnosis, 
and  proved  it  afterward,  that  the  loose  kidney  had  turned  upon  its 
axis,  twisted  the  ureter  and  thus  interfered  with  the  passage  of  the 
urine. 

Of  course,  prolapsus  of  the  kidney  may  be  associated  with  pro- 
lapsus of  other  organs,  as  of  the  stomach,  intestines,  omentum,  and 
that  fact  has  led  me  to  study  the  dynamics  of  intra-abdominal  pres- 
sure. It  is  one  of  the  subjects  which  all  gynaecologists  should  and 
will  take  up  in  time,  and  much  may  come  of  it.  I  have  made  up  my 
mind  that  in  certain  cases  where  women  are  tired  out  and  suffer  from 
dragging  pains,  the  best  thing  which  can  be  done  for  them' is  to  fat- 
ten' them  and  in  increasing  the  amount  of  fat  give  suspension  and 
support  to  the  blood-vessels. 

Dr.  Andrew  F.  Currier  :  The  differentiation  between  disease  of 
the  kidney  and  of  the  bladder,  as  the  reader  has  stated,  is  extremely 
difficult.  The  relation  of  diseased  kidney  to  abdominal  tumors  is 
also  sometimes  extremely  difficult  to  make  out.  As  well  as  I  can 
remember,  the  first  case  in  this  country  of  recovery  after  removal  of 
the  kidney  occurred  in  the  service  of  Dr.  Thomas  at  the  Woman's 
Hospital.     The  operation  was  performed  for  ovarian  tumor  ;  the 
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kidney  was  intimately  adherent  to  the  tumor  and  during  the  opera- 
tion was,  of  course,  removed  with  it.    The  patient  recovered. 

As  the  reader  has  stated,  cases  in  which  kidney  disease  exists  are 
almost  certain  to  show  coexistent  bladder  disease,  and  the  latter  may 
be  the  cause  of  the  more  salient  symptoms.  That  fact  is  an  im- 
portant one  in  its  bearings  upon  treatment,  for,  as  Dr.  Emmet  pointed 
out  long  ago,  the  course  to  be  taken  is  to  open  the  bladder  and 
thereby  permit  of  free  drainage  of  both  kidney  and  bladder  and  thus 
obviate  the  necessity  for  performing  a  severer  operation,  that  of  ex- 
tirpating the  kidney — an  operation  which,  even  in  the  hands  of  the 
most  skillful  surgeon,  is  attended  by  some  danger  to  life.  Unless, 
therefore,  the  indications  of  advanced  disease  in  the  ureter  and 
kidney  are  very  clear,  the  course  for  the  gynaecologist  to  pursue  is  to 
open  the  bladder  and  obtain  free  drainage  in  that  wray.  About  three 
weeks  ago  I  established  drainage  in  that  manner  in  a  patient  in  Con- 
necticut who  had  long  suffered  from  bladder  symptoms  with  possible 
disease  also  of  the  ureter  and  kidney.  There  was  considerable  thick- 
ening of  the  lining  membrane  of  the  bladder.  The  result  of  the 
treatment  has  thus  far  been  satisfactory. 

Dr.  Bache  McE.  Emmet  :  I  would  say  a  few  words,  more  in 
line  with  the  remarks  of  Dr.  Currier,  perhaps,  than  in  direct  discus- 
sion of  the  paper.  It  seems  to  me  that  our  attention  should  be  di- 
rected toward  making  a  more  complete  examination  of  the  pelvis  in 
a  given  case  than  it  may  have  been  our  custom.  That  we  should  not 
be  satisfied  with  finding  only  one  symptom  or  one  lesion  when  further 
examination  may  reveal  others.  It  is  undoubtedly  true  that  lesions 
of  the  kidney  often  arise  from  disease  of  the  bladder  traveling  up  the 
ureter  to  the  pelvis  of  the  kidney.  It  is  also  beyond  doubt,  how- 
ever, that  a  neoplasm  or  some  disease  of  the  kidney  or  ureter  may  be 
the  primary  or  more  important  disease  when  the  physician's  attention 
is  directed  chiefly  to  the  bladder  because  of  the  prominence  of  the 
vesical  symptoms.  In  one  case  which  came  under  treatment  for  a 
marked  lesion  of  the  bladder  I  noticed  some  pus  escaping  from  the 
vagina  which  led  me  to  make  a  more  complete  examination  of  the 
pelvic  organs,  and  I  was  led  to  believe  that  the  origin  of  the  pus  was 
not  the  kidney  but  a  pyosalpinx.  On  operating,  I  found  and  removed 
an  ovarian  abscess  on  each  side  which  had  made  pressure  on  the 
ureter  and  caused  signs  of  kidney  disease.  Casts  of  the  ureter  came 
down,  the  microscope  showing  ureteral  cells.  The  lesion  of  the 
bladder  had  destroyed  its  walls,  so  that  free  drainage  would  have  ex- 
isted had  it  not  been  for  the  obstruction  of  the  ureter  by  the  ovarian 
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abscesses.  The  operation  was  performed  two  weeks  ago,  and  the 
patient  has  been  free  from  pain  and  the  temperature  of  sepsis  since. 

A  Case  of  Ectopic  Pregnancy. 
By  E.  L'H.  McGixxis,  M.  D.    (See  page  277.) 

Discussion. 

Dr.  Bache  McE.  Emmet  :  All  know  the  possibility  of  a  mistake 
in  diagnosis  in  a  case  of  this  character.  In  performing  laparotomy,  a 
form  of  haematoma  is  often  found  where  we  had  expected  to  come 
upon  extra-uterine  gestation.  I  operated  upon  such  a  case  two  weeks 
ago.  There  was  a  history  of  irregular  menstruation,  tumefaction  of 
the  Fallopian  tube  was  felt,  and  I  supposed  I  had  to  deal  with  a  case 
of  extra-uterine  foetation.  There  was  some  oozing  and  I  treated  the 
patient  at  first  by  douching  the  uterus  and  curetting,  but  the  little 
oozing  persisted.  The  mass  remained  and  appeared  to  be  develop- 
ing. Everything  pointed  to  implantation  of  the  ovum  in  the  tube  on 
that  side.  After  the  lapse  of  about  three  weeks  the  temperature  and 
pain  began  to  give  evidence  of  decomposition  in  the  mass  ;  I  there- 
fore decided  to  operate  and  two  weeks  ago  removed  both  appendages. 
I  should  have  said  that  galvanism  was  tried,  after  which  a  quiescent 
state  seemed  to  point  to  a  satisfactory  result  from  this  treatment,  but 
the  bleeding  recurred,  the  temperature  increased,  then  a  tablespoonful 
of  dark-colored  discharge  came  from  the  uterus.  The  symptoms  be- 
came somewhat  aggravated  and  tumefaction  appeared  on  the  other 
side,  which  led  me  to  conclude  that  a  salpingitis  had  crossed  over  to 
that  side  also  ;  but  the  tumor  on  the  left,  or  side  first  affected,  became 
reduced  in  size.  At  the  operation  the  mass  on  the  right  side  was  the 
larger,  was  formed  of  the  convoluted  tube  and  some  disease  of  the 
ovary,  the  whole,  as  large  as  one's  fist,  being  somewhat  difficult  of 
removal.  On  the  left  side,  where  it  had  been  supposed  there  was  im- 
plantation of  an  ovum,  there  was  only  a  haematoma  which  ha.d  become 
broken  down  and  purulent,  containing  no  evidence  of  extra-uterine 
foetation  which  I  now  doubt  had  ever  existed. 

I  believe,  therefore,  that  cases  of  haematoma  are  being  constantly 
treated  as  extra-uterine  foetation,  and  if  the  latter  condition  had  ac- 
tually existed  the  contents  of  the  sac  would  be  liable  to  become  broken 
down  and  lead  to  danger. 

Dr.  J.  Riddle  Goffe  :  I  do  not  wish  to  let  this  paper  pass  without 
a  word  of  criticism.  The  criticism  is  in  the  line  which  the  author 
perhaps  expected,  judging  from  a  remark  in  the  latter  part  of  his 
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paper.  The  case  seems  to  be  a  pretty  fair  type  of  the  class  which  the 
electricians  are  constantly  reporting  as  cases  of  ectopic  pregnancy 
treated  by  galvanism.  I  think  the  weak  point  in  their  position  re- 
lates to  the  diagnosis.  I  have  been  on  the  lookout  myself  for  cases 
of  ectopic  gestation.  I  am  alive  to  the  possibilities  of  the  condition  ; 
but  I  have  yet  to  see  my  first  case  since  leaving  the  hospital  as 
interne.  I  have  seen  a  number  of  cases  which  I  supposed  to  be  ec- 
topic gestation,  and  the  diagnosis  was  confirmed  by  consultants,  but 
on  operating  they  proved  to  be  simply  cases  of  haematoma,  such  as 
the  case  described  by  Dr.  Bache  Emmet.  I  could  publish  quite  a  list 
of  cases  of  ectopic  gestation  had  I  treated  these  cases  with  electricity 
instead  of  performing  cceliotomy,  and  in  that  event  I  might  have  got 
up  something  of  a  reputation  as  an  electrician  too. 

Dr.  A.  P.  Dudley  :  The  author  recommends  electricity  up  to  the 
fourth  month  of  ectopic  gestation.  To  my  mind  that  is  a  most  dan- 
gerous recommendation.  If  electricity  be  used,  it  should  be  only  at  a 
much  earlier  period.  At  the  fourth  month  the  sac  has  attained  to 
such  a  size  that  there  is  great  liability  of  rupture. 

Dr.  Em:iet  :  I  will  not  enter  upon  the  discussion  of  the  merits  of 
electricity  but  will  simply  express  my  doubt  of  the  diagnosis  where 
such  a  large  number  of  cases  have  been  reported  as  were  referred  to 
in  the  paper.  In  thirty-five  years  I  have  seen  but  a  single  case  in  my 
private  practice — possibly  eighteen  in  consultation.  I  do  not  believe 
it  is  within  the  limits  of  any  man's  practice  to  see  that  number  of 
cases.  [It  seems  Dr.  Emmet  misunderstood  the  collection  of  seventy- 
eight  cases  by  Dr.  Brothers,  referred  to  by  Dr.  McGinnis,  to  have  oc- 
curred in  one  man's  practice.] 

Dr.  H.  T.  Hanks  :  I  had  not  intended  to  speak  at  all  upon  this 
subject,  but  it  seems  proper  to  say,  in  referring  to  Dr.  Dudley's  re- 
marks, that  probably  Dr.  McGinnis  made  a  mistake  as  to  date  when 
he  said  he  would  use  electricity  up  to  the  fourth  month.  I  doubt 
whether  electricity  should  be  used  at  all  after  the  third  month  of  ec- 
topic gestation.  I  do  believe,  however,  that  those  who  have  had  ex- 
perience in  obstetrics  and  gynaecology  can  make  a  diagnosis  earlier 
and  with  much  more  certainty  than  might  be  inferred  from  Dr. 
Emmet's  remarks.  During  the  time  that  I  have  been  in  service  at 
the  Woman's  Hospital  I  have  operated  in  three  cases  and  the  pathol- 
ogist proved  the  diagnosis  of  ectopic  pregnancy.  In  one  case  I  used 
electricity  and  destroyed  the  ovum  in  the  tube;  after  eighteen  months 
the  patient  became  pregnant  in  the  opposite  tube.  This  time  I  oper- 
ated because  she  was  bleeding,  removed  the  ovum  on  that  side  and 
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observed  the  exudation  and  thickening  left  in  the  tube  first  affected. 
I  therefore  think  Dr.  Emmet's  experience  in  this  direction  is  not  that 
of  the  obstetrician  but  that  of  the  gynaecologist.  I  believe,  also,  that 
the  haematoma  spoken  of  by  Dr.  Bache  Emmet  is  often  the  result  of  a 
ruptured  tubal  pregnancy,  and  we  would  be  perfectly  justified — espe- 
cially would  the  general  practitioner  be  perfectly  justified — in  resort- 
ing to  electricity  before  the  third  month  of  ectopic  pregnancy.  Up 
to  the  eighth  week  at  least  the  practitioner  might  use  electricity, 
until  he  could  obtain  the  services  of  a  laparotomist.  For  the  gynae- 
cologist, who  can  work  as  safely  as  twenty-five  in  this  city  could  do, 
galvanism  might  be  unnecessary  in  the  destruction  of  the  ovum.  But 
that  this  agent  would  succeed  up  to  a  certain  date  I  fully  believe,  for 
I  have  destroyed  the  ovum  with  it  in  three  or  four  cases  myself  and 
have  seen  the  tumor  shrink  and  the  patient  get  well. 

Dr.  George  Porter  :  I  do  not  doubt  that  many  of  the  cases  re- 
ported in  the  medical  journals  as  cases  of  ectopic  pregnancy  are 
errors  in  diagnosis  ;  yet,  not  long  ago,  in  the  course  of  only  thirteen 
months,  four  cases  came  under  my  observation  in  which  I  opened  the 
abdomen  and  in  three  found  and  removed  the  foetus  and  in  the  other 
found  rupture,  which  was  about  as  good  evidence  of  ectopic  preg- 
nancy as  if  the  foetus  itself  had  been  found.  Of  course,  it  was  only  a 
coincidence  that  so  many  cases  came  to  me  in  that  short  time.  I 
have  operated  in  other  cases  in  which  the  condition  of  the  tube  gave 
evidence  of  there  having  been  tubal  pregnancy,  except  that  the  foetus 
was  not  found.  There  was  not  the  inflammatory  condition  of  the 
whole  tube  which  would  point  to  haematosalpinx. 

What  Conditions  of  the  Uterus  render  Hysterectomy  Necessary  or 
Desirable  when  the  Appendages  are  remo7>ed  ? 

The  President  said  this  subject  had  been  selected  for  general 
discussion  because  of  the  difference  of  opinion  which  it  had  elicited 
during  some  remarks  before  the  New  York  Obstetrical  Society.  One 
gentleman  had  expressed  the  belief  on  that  occasion  that  whenever 
the  tubes  and  ovaries  are  removed  for  disease  the  uterus  should  be 
removed  also.  Other  speakers  took  the  ground  that  only  under  cer- 
tain conditions  should  the  uterus  also  be  removed. 

Discussion. 

Dr.  H.  T.  Hanks  :  The  question  for  discussion  is  an  interesting 
one  and  a  very  practical  one.  I  have  only  a  few  words  to  say,  how- 
ever, and  they  are  in  line  with  what  I  said  before  the  New  York  Ob- 
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stetrical  Society.  There  is  one  class  of  cases  in  which  I  believe  Dr. 
Polk  was  quite  right — that  the  uterus  should  also  be  removed  when 
the  appendages  are  removed.  I  refer  to  the  septic  condition  follow- 
ing abortion  or  labor  when  you  are  morally  sure  that  there  is  pyosal- 
pinx  and  at  the  same  time  sepsis  in  the  uterus  ;  there,  upon  open- 
ing  the  abdomen  and  removing  the  diseased  appendages,  you  should 
also  take  away  the  uterus.  Such  a  case  came  under  my  observation, 
in  which  I  found  both  tubes  matted  down,  filled  with  pus,  one  ovary 
containing  an  abscess  and  the  uterus  twice  the  normal  size,  which 
pointed  clearly  to  its  septic  condition.  I  removed  both  the  append- 
ages and  the  uterus,  and  no  untoward  results  followed.  The  after- 
examination  of  the  uterus  showed  that  its  removal  was  justified,  for  it 
contained  several  foci  of  pus.  The  veins  contained  pus  and,  at  one 
point  where  there  were  remains  of  decidua,  the  uterus  had  begun  to 
take  on  malignant  change.  This  had  probably  been  the  cause  of  the 
abortion  instead  of  trauma,  which  had  been  the  suspected  cause.  If, 
therefore,  I  had  known  the  whole  condition  of  the  uterus  before 
operating,  I  would  have  been  still  more  strongly  impressed  with*  the 
necessity  for  its  removal. 

I  am  also  very  much  inclined  to  believe  that  in  old  and  bad  cases 
of  chronic  endometritis,  the  tubes  and  ovaries  also  being  useless,  it  may 
be  a  wise  thing  to  remove  all.  Of  course,  we  must  be  guided  also  by 
the  patient's  ability  to  withstand  the  operation.  If  she  is  able  to  bear 
out  the  fifteen  minutes'  longer  time  required  for  the  removal  of  the 
uterus  where  the  tubes  and  ovaries  are  being  extirpated,  I  am  inclined 
to  believe  that  we  are  justified  in  also  removing  the  uterus  when  it  is 
the  seat  of  chronic  and  acute  endometritis. 

Being  asked  whether  he  meant  complete  removal  of  the  uterus  or 
supravaginal  amputation,  Dr.  Hanks  said  he  meant  complete  removal, 
or  perhaps  leave  a  trifle  of  the  cervix,  as  he  did  in  the  case  related 
in  order  not  to  be  obliged  to  close  the  vagina. 

Dr.  A.  F.  Currier  :  I  would  place  myself  on  the  broad  foundation, 
in  the  first  place,  that  no  part  of  the  body  is  to  be  removed  which  is 
not  diseased.  The  simple  fact  that  we  can  remove  the  uterus  or  any 
other  part  of  the  body  readily,  easily,  with  apparently  no  particular  loss 
to  the  patient  subsequently,  is,  in  my  opinion,  absolutely  no  ground  for 
removing  that  organ  or  part.  If  it  is  not  itself  in  a  diseased  condi- 
tion, the  mere  fact  that  it  has  existed  within  the  body  is  sufficient 
reason  why  the  surgeon  should  conserve  it  as  long  as  possible.  As  I 
stated  in  the  discussion  on  Dr.  Polk's  paper  before  the  Obstetrical 
Society,  it  seems  to  me  that  the  same  rule  should  guide  us  which 
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governs  the  general  surgeon  in  operating  upon  other  portions  of  the 
body.  The  general  surgeon  removes  no  portion  of  the  hand  which 
he  can  by  any  possible  means  save.  That  is  the  ideal  rule  and 
should,  I  think,  be  applied  by  every  conscientious  man  to  all  portions 
of  the  body.  It  is  not  a  sufficient  excuse  to  remove  a  part  to  say  that 
in  certain  cases  it  has  become  the  seat  of  fatal  disease.  We  have  no 
right  to  assume  that  a  part  will  be  the  source  of  trouble  in  the  future 
when  it  is  healthy  to-day.  What  we  have  to  deal  with  is  the  present 
condition.  When  we  transcend  that  position,  it  seems  to  me  we  are, 
as  conscientious  men  and  servants  of  the  public,  going  beyond  the 
position  which  we  should  assume.  I  can  not  agree  with  the  remark 
of  one  gentleman,  who  said  that  when  he  found  the  tubes  and  ovaries 
very  much  diseased  he  could  see  no  practical  reason  for  leaving  the 
uterus.  The  fact  that  the  uterus,  after  removal  of  the  appendages,  is 
no  longer  a  functionating  organ  and  the  fact  that  it  may  become  the 
seat  of  disease  subsequently  are  not,  in  my  opinion,  a  sufficient  reason 
for  removing  it.  If  the  tubes  and  ovaries  are  diseased  to  a  certain 
extent,  there  are  clear  indications  for  their  removal.  But  there  our 
work  ends.  But  if  there  should  be  malignant  disease  of  the  uterus 
or  strong.. suspicions  of  it,  or  a  septic  condition  accompanying  the 
puerperal  state,  or  certain  other  diseased  conditions,  the  indications 
for  its  removal  also  become  clear. 

Dr.  F.  P.  Chambers  :  I  think  the  principle  of  conservatism  should 
be  especially  applied  with  regard  to  the  removal  of  the  ovaries.  No 
doubt  all  will  agree  that  these  organs  have  often  been  removed  where 
there  was  no  necessity  for  it  ;  but  if  we  conclude  that  in  a  given  case 
they  should  be  sacrificed,  I  think  the  uterus  should  also  be  removed 
if  it  is  the  seat  of  disease,  such  as  foreign  growths,  endometritis  and 
certain  other  conditions.  I  can  see  no  similarity  in  the  case  of  the 
hand.  If  the  hand  is  saved  it  will  be  useful.  But  the  uterus,  with 
both  ovaries  and  tubes  removed,  is  absolutely  useless  and  if  diseased 
it  is  better  out  than  left  in  the  body.  But  if  the  organ  is  perfectly 
healthy  and  normal  or  subnormal  in  size,  I  think  it  certainly  ought  to 
be  left.  I  have  seen  many  cases  where  the  tubes  and  ovaries  were  re- 
moved, the  uterus  left,and  the  women  suffered  from  dragging  sensations 
and  pain,  perhaps  as  much  as  prior  to  the  operation  if  not  more,  and  I 
am  satisfied  they  would  have  been  entirely  relieved  had  the  uterus  been 
removed  also.  While  I  think  we  should  be  more  than  conservative  with 
regard  to  the  removal  of  the  tubes  and  ovaries,  1  am  inclined  to  think 
that  in  many  cases,  if  there  is  any  disease  at  all  in  the  uterus,  it  is 
better  to  remove  it  at  the  same  time  the  appendages  are  removed. 
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The  President  requested  the  speakers  to  confine  their  remarks 
strictly  to  the  subject,  and  to  define  the  conditions  in  which,  when 
the  appendages  were  removed,  they  regarded  hysterectomy  as  also  in- 
dicated. 

Dr.  A.  P.  Dudley  :  It  seems  to  me  that,  in  order  to  discuss  this 
subject  intelligently,  we  ought  to  divide  it  into  two  parts — i.  What 
conditions  of  the  uterus  render  hysterectomy  necessary  ?  2.  What  con- 
ditions of  the  uterus  render  its  removal  desirable  when  the  append- 
ages are  removed  ?  I  will  reverse  the  order  and  first  ask,  What  do  we 
remove  the  appendages  for  ?  For  the  different  forms  of  cyst — ovarian, 
parovarian,  and  dermoid ;  for  hematocele,  for  hydrosalpinx  and  pyo- 
salpinx,  and  for  extra-uterine  gestation.  Not  one  of  these  necessitates 
the  removal  of  the  uterus  in  order  to  relieve  the  patient,  except  per- 
haps in  certain  conditions.  What  conditions  of  the  uterus  render 
hysterectomy  necessary  ?  Fibroid  tumor  with  haemorrhage,  cancer, 
iupture,  in  some  cases  the  puerperal  condition  if  we  get  it  in  the  early 
stage,  hydatids,  and  sepsis  with  local  deposits  of  pus  in  the  uterus. 
To  my  mind,  those  seem  to  be  the  conditions  calling  for  discussion 
on  this  occasion.  It  will  be  seen  that  usually  the  indications  for  the 
removal  of  the  uterus  are  independent  of  those  calling  for  removal  of 
the  appendages.  The  chief  exception  is  in  the  case  of  sepsis,  where 
there  are  not  only  pyosalpinx,  for  example,  or  suppurating  ovaries,  but 
also  local  deposits  of  pus  in  the  uterus.  When,  however,  the  uterus 
can  be  saved  with  safety  to  the  patient  I  think  it  should  be  allowed 
to  remain,  for  it  is  quite  possible  that  it  has  some  function  to  perform 
even  when  the  ovaries  and  tubes  have  been  taken  out.  We  find  in 
our  practice  women  who  have  a  uterus  but  no  tubes  or  ovaries,  and 
others  who  have  tubes  and  ovaries  but  no  uterus,  yet  they  are  well. 
I  do  not  believe  in  depriving  a  woman  of  anything  which  she  has  if 
we  can  prevent  it.  A  few  months  ago  Dr.  Polk  read  a  paper  in  which 
he  stated  that  he  could  cure  ninety-nine  cases  out  of  a  hundred  of 
pyosalpinx  by  curetting  the  uterus,  packing  with  gauze  and  draining. 
Four  months  afterward  he  read  a  paper  in  which  he  advocated  re- 
moval of  the  uterus  entire  for  pyosalpinx.  Where  is  the  middle  ground 
between  the  two  papers  ?  That  is  what  I  want  to  find.  Now,  endo- 
metritis is  a  condition  which  our  good  teacher  here,  Dr.  Emmet,  says 
seldom  exists.  There  are  one  or  two  forms  which  he  acknowledges 
do  occur.  There  is  septic  endometritis  for  instance.  If  there  you 
remove  the  tubes  and  ovaries  and  cut  off  the  means  of  travel  in  that 
direction,  it  rests  with  your  judgment  whether  the  poison  in  the  uterus 
is  likely  to  be  taken  up  by  the  lymphatics  and  kill  the  patient. 
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Some  query — "  If  the  tubes  and  ovaries  are  taken  out,  why  not 
also  remove  the  uterus?  it  is  a  useless  organ."  Many  men  are  para- 
lyzed ;  would  you  cut  their  legs  off  because  they  are  useless  ?  There 
are  gynaecologists  who  go  way  beyond  the  swing  of  the  pendulum.  It 
is  not  within  the  bounds  of  reason  to  advocate  the  removal  of  the 
uterus  simply  because  there  is  disease  or  absence  of  the  appendages. 
There  are  comparatively  few  conditions  of  the  uterus  which  require 
hysterectomy  at  the  time  of  removal  of  the  tubes  and  ovaries.  They 
may  be  mentioned  as  follows  :  Fibroid  tumor,  rupture,  cancer,  local 
foci  of  pus  within  the  uterus  resulting  from  sepsis.  If  the  claim  which 
has  been  made  is  true — that  ninety-nine  cases  of  puerperal  sepsis  out 
of  a  hundred  can  be  cured  by  washing  out  the  uterus  and  packing 
with  gauze,  or  with  these  and  curettage — why  not  resort  to  this  treat- 
ment instead  of  subjecting  the  patient  to  the  shock  of  abdominal  sec- 
tion and  the  mutilation  of  the  pelvic  vault  ? 

I  wish,  then,  to  be  put  on  record  as  favoring  hysterectomy  in  con- 
junction with  removal  of  the  tubes  and  ovaries  only  in  such  diseased 
conditions  as  I  have  mentioned. 

Dr.  J.  Riddle  Goffe  :  This  is  a  new  idea  which  has  been  pre- 
sented to  .the  profession,  and  I  think  it  is  well  to  inquire  into  the  rea- 
son for  its  promulgation.  It  seems  to  me  the  case  is  this  :  Operators 
have  found  that  a  great  majority  of  women  who  have  had  diseased 
appendages  removed  were  cured  ;  a  small  percentage  were  not  cured. 
Doubtless  every  operator  of  considerable  experience  has  had  a  small 
number  of  cases  which  were  not  cured  by  the  operation.  The  ques- 
tion then  arises,  What  can  we  do  to  cure  these  women  ?  The  belief  is 
that  the  trouble  lies  in  the  uterus  and  that  that  is  why  they  are  not 
cured.  The  method  of  treatment  consisting  in  dilating  the  uterus, 
curetting  and  packing  with  gauze  was  instituted  and  was  found  to 
work  admirably  in  just  that  small  proportion  of  cases  which  was  not 
cured  by  the  primary  operation.  Recognizing  the  fact  that  disease  of 
the  appendages  has,  in  the  great  majority  of  cases,  its  origin  in  the  in- 
terior of  the  uterus,  it  seems  to  be  perfectly  rational  to  attack  the 
original  seat  of  the  disease  while  removing  the  organs  which  had  sub- 
sequently become  affected.  Therefore  it  is  my  practice,  and  I  know 
it  is  the  practice  of  many  operators,  to  dilate  and  pack  the  uterus  with 
iodoform  gauze  before  opening  the  abdomen  for  the  removal  of  the 
appendages.  I  believe  that  is  correct  treatment  and  that  if  it  were 
more  generally  adopted  it  would  usually  obviate  the  necessity  for  re- 
moval of  the  uterus  where  we  open  the  abdomen  to  remove  the  ap- 
pendages.   Yet  I  believe  there  is  a  limited  field  where  hysterectomy 
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is  indicated  but,  according  to  my  observation,  it  is  only  in  two  classes 
of  cases.  Where  there  is  sufficient  disease  of  the  appendages  to  de- 
mand their  removal  and  there  is  also  a  suspicion  of  malignant  disease 
in  the  uterus,  I  think  there  should  be  no  hesitation  whatever  in  going 
on  to  remove  the  uterus.  Doubtless  all  will  agree  to  that  proposition. 
An  illustrative  case  has  come  under  my  care  within  a  week.  It  was 
in  a  woman  who  had  had  disease  of  the  uterus,  for  which  I  had  curet- 
ted thoroughly  and  packed  with  gauze  two  months  before,  but  she 
continued  to  pass  a  drachm  or  more  of  pus  from  the  uterus  during  the 
twenty-four  hours.  There  being  some  evidence  of  disease  of  the  ap- 
pendages, cceliotomy  was  advised  and  acceded  to.  On  opening  the 
abdomen  the  uterus  was  found  so  large  and  so  flabby  that  there  was 
a  strong  suspicion  it  might  be  the  seat  of  disease,  and  therefore  it  was 
also  removed.  When  examined  afterward,  it  was  found  to  be  the  seat 
of  sarcoma. 

Another  class  of  cases  is  that  in  which  the  appendages  are  so  ad- 
herent to  the  uterine  walls  that  to  attempt  to  separate  them  would 
prolong  the  operation  and  render  it  more  dangerous  than  to  do  hys- 
terectomy. I  have  seen  two  such  cases  this  season — cases  of  abscess 
of  the  tubes  and  ovaries  as  large  as  a  cocoanut  and  adherent  to  the 
entire  posterior  wall  of  the  uterus.  It  was  a  much  simpler  matter  to 
take  out  the  uterus  with  the  inflammatory  mass  than  to  try  to  sepa- 
rate them,  and  1  believe  it  was  much  safer  and  better  for  the  patient. 
Of  course,  the  uterus  should  also  be  removed  in  cases  in  which  it  is 
the  seat  of  fibroids. 

Dr.  A.  H.  Buckmaster  :  I  believe  in  the  main  in  the  indications 
which  Dr.  Dudley  has  specified  for  removal  of  the  uterus  at  the  time 
of  extirpating  the  appendages,  but  there  is  one  more  indication  which 
I  regard  as  an  important  one — namely,  free  drainage  of  the  pelvis.  It 
is  true  that  direct  drainage  may  be  obtained  by  opening  into  the  va- 
gina behind  the  uterus,  but  I  believe  there  is  no  way  by  which  such 
efficient  drainage  can  be  secured  as  by  removal  of  the  uterus  itself, 
and  particularly  where  an  abscess  has  opened  up  the  connective 
tissue. 

With  regard  to  the  objections  to  removing  the  uterus  merely  be- 
cause a  woman  was  made  with  a  uterus,  I  may  express  the  opinion 
that  when  the  uterus  is  without  the  ovaries  it  can  no  longer  serve  the 
purpose  for  which  it  was  made.  I  do  not  agree  with  Dr.  Dudley  and 
some  other  gentlemen  who  think  that  the  cervix  is  of  any  use  in  main- 
taining the  integrity  of  the  pelvic  floor  as  a  support.  I  am  quite  sure 
that  the  pelvic  floor  deprived  of  the  cervix  is  just  as  efficient  as  a  sup- 
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porting  structure  as  it  is  with  it.  The  experience  of  Dr.  Krug,  which 
was  alluded  to  the  other  evening,  has  influenced  me  very  much  in  my 
views  upon  this  subject.  He  found  that  where  he  removed  the 
tubes  and  ovaries  for  diseases  of  various  kinds  many  of  the  patients 
came  back  to  him  complaining  of  certain  symptoms.  But  in  cases  of 
the  entire  removal  of  the  uterus  for  fibroids,  the  patients  scarcely 
ever  complained  of  symptoms  subsequently.  This  led  him  to  believe 
that  the  uterus  must  have  been  a  factor  in  the  production  of  symp- 
toms in  the  former  class  of  cases.  If  on  opening  the  abdomen  and 
removing  the  tubes  and  ovaries  we  find  the  uterus  enlarged  and  con- 
gested, the  patient  having  been  under  treatment  without  avail  for  a 
long  time,  I  think  we  may  assume  that  the  poison  which  has  produced 
the  inflammation  in  the  tubes  and  ovaries  has  been  of  a  very  active 
kind  and  that  the  case  is  one  in  which  the  removal  of  the  appendages 
alone  will  probably  not  cure. 

A  few  days  ago  I  removed  the  diseased  tubes  and  ovaries  in  a  pa- 
tient who  had  a  small  fibroid  in  the  uterus,  one  not  larger  than  a  hazel- 
nut, yet  against  my  judgment  I  was  persuaded  to  leave  the  enlarged 
and  congested  uterus.  I  have  regretted  it  very  much  since,  as  the 
patient  has  had  a  great  deal  of  pain  and  I  believe  she  would  have  had 
no  further  trouble  had  the  uterus  also  been  removed. 

The  point  which  I  wish  especially  to  emphasize  is  the  great  advan- 
tage gained  by  thorough  drainage  in  certain  cases  by  removal  of  the 
uterus.  I  do  not  believe  the  pelvic  cavity  has  ever  been  drained  by 
inserting  a  tube  from  above.  The  supposition  that  it  was  so  drained 
has  been  clearly  shown,  I  think,  to  have  been  an  error. 

Ur.  Bache  McE.  Emmet  :  Last  February  I  removed  the  append- 
ages on  both  sides  in  a  case  of  cystic  degeneration  of  the  ovaries,  the 
tubes  themselves  showing  no  disease.  Microscopic  examination,  how- 
ever, showed  that  there  was  a  small  amount  of  papillomatous  disease 
beneath  the  tube  which  had  not  been  revealed  by  any  mass.  Follow- 
ing the  operation  the  woman's  health  improved  strikingly,  but  in  No- 
vember or  December  she  returned  and  gave  a  history  of  having  failed 
rapidly  the  past  six  weeks.  Examination  gave  evidence  of  disease  on 
the  left  side,  the  papillomatous  change  having  been  on  the  right  side, 
and  when  I  came  to  remove  the  uterus,  which  was  done  in  the  pres- 
ence of  Dr.  Emmet,  the  entire  cellular  tissue  on  the  left  side  was  found 
invaded,  while  on  the  right  side  there  was  disease  of  the  horn  only  of 
the  area  of  a  split  almond.  The  patient  died  of  shock  within  five 
hours. 

Alluding  to  another  class  of  cases,  I  recall  one  in  which  I  believe 
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Dr.  Dudley  first  operated  removing  some  organ,  Dr.  Tull  operated 
afterward  removing  another  organ,  and  this  fall  I  operated  upon  the 
patient  and  she  will  still  have  to  undergo  another  operation.  The 
patient  was  suffering  much  from  pain  when  she  came  to  me,  and  on 
opening  the  abdomen  I  found  that  some  of  the  tube  had  been  left  on 
one  side  and  that  some  prominent  erectile  tissue  had  evidently  been 
the  seat  of  the  pain.  After  removing  this,  the  patient's  pain  left  her 
entirely,  but  it  has  since  returned  and  I  believe  now  that  there  is  dis- 
ease which  has  extended  gradually  in  the  inverse  direction — that  is, 
from  the  tube  to  the  uterus — and  that  the  remnant  of  the  uterine  end 
of  the  tube  has  been  the  cause  of  the  subsequent  trouble  and  will  ne- 
cessitate a  further  operation.  There  is,  at  any  rate,  a  slight  enlarge- 
ment of  the  horn  to  be  felt  on  the  right  side.  If  in  removing  the  ap- 
pendages we  do  not  go  to  the  extent  of  also  doing  hysterectomy,  I 
think  we  may  well  follow  the  suggestion  of  Dr.  Polk  and  excavate 
down  into  the  horn  and  in  that  way  prevent,  if  possible,  extension  of 
tubal  disease  down  into  the  uterine  canal.  We  can  burn  out  the  cen- 
ter of  the  tubal  entrance  and  even  turn  in  the  peritonaeum,  making 
any  remaining  disease  which  may  possibly  be  present  extraperitoneal. 

Dr.  Emmet  :  I  had  not  intended  to  say  anything  upon  this  sub- 
ject but  was  curious  to  know  what  might  be  said  about  it.  It  seems 
to  me  it  can  all  be  summed  up  in  a  few  words  :  When  the  operator 
removes  the  appendages  he  must  use  his  own  judgment  and  remove 
the  uterus  if  there  is  any  special  condition  calling  for  it.  To  make  an 
ironclad  rule  that  the  uterus  must  be  removed  because  the  append- 
ages are  taken  out  to  me  would  seem  absurd,  unless  I  was  thorough- 
ly convinced  that  the  Almighty  had  made  a  mistake  in  giving  woman 
a  uterus.  If  the  uterus  is  sound,  I  can  not  for  a  moment  entertain  the 
idea  that  it  must  be  taken  out.  The  operator  must,  of  course,  use  his 
own  judgment  in  every  case  ;  if  he  finds  malignant  disease  of  the 
uterus,  or  any  other  special  indication,  he  must  remove  it.  So-called 
endometritis  does  not  require  removal  of  the  uterus.  The  appendages 
being  removed,  where  their  removal  is  indicated,  Nature  will  take  care 
of  that  so-called  disease. 

Dr.  Ingalls:  Some  stress  has  been  laid  upon  the  question  of 
pain  after  removal  of  the  appendages,  and  it  has  been  claimed  that  it 
is  due  to  having  left  the  uterus.  Now,  I  believe  that  in  some  cases 
this  pain  is  located  in  the  stump.  It  may  be  due  to  the  manner  in 
which  the  ligature  has  been  placed  on  the  stump.  It  seems  to  be 
analogous  in  some  instances  to  the  pain  felt  in  the  stump  after  ampu- 
tation of  a  limb. 
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It  seems  to  me  the  uterus  should  not  be  removed  unless  it  shows 
evidence  of  disease.  I  would  not  admit  to  the  operative  cases  those 
in  which  there  is  simply  some  endometritis  or  enlargement.  But  if 
there  was  such  disease  of  the  uterus  as  we  know  from  experience  is 
likely  to  give  rise  to  future  trouble,  then  there  is  an  indication  for  its 
removal  at  the  time  of  removing  the  appendages. 

Dr.  Clement  Cleveland  :  I  can  not  believe  that  Dr.  Krug  and 
Dr.  Polk,  the  chief  exponents  of  this  new  plan  of  operating,  would  be 
quite  so  extreme  in  their  position  as  at  first  appeared.  I  believe, 
though,  that  the  discussion  of  the  subject  has  done  good  ;  that  it  has 
called  attention  to  the  fact  that  in  a  great  many  cases  where  we  have 
removed  the  appendages  we  would  have  done  well  to  have  gone  fur- 
ther and  removed  the  uterus  as  well.  But  where  the  uterus  is  small 
and  evidently  not  inflamed  or  diseased  in  any  way,  I  certainly  can 
not  see  any  reason  for  continuing  the  operation  further  than  the  re- 
moval of  the  appendages. 

A  case  in  point  was  one  which  I  operated  upon  yesterday.  The 
uterus  was  retroflexed,  small,  bound  down  by  adhesions  ;  the  patient 
had  been  under  my  care  at  the  hospital  two  months,  being  treated 
with  a  view  to  breaking  up  the  adhesions  and  subsequent  ventral 
fixation  or  Alexander's  operation.  I  got  tired  of  the  slowness  of  the 
process  and  suggested  to  her  that  it  might  be  well  to  perform  lapa- 
rotomy and  try  to  put  the  uterus  in  place  by  one  of  the  procedures 
named,  and  with  her  willing  consent  I  opened  the  abdomen.  I  found 
the  uterus  firmly  bound  down  by  adhesions,  and  over  its  anterior  wall 
was  what  appeared  to  be  the  tubes  in  a  state  of  tubercular  disease. 
They  were  covered  with  hard,  shotlike  projections.  There  was  also 
a  projection,  apparently  the^appendix  vermiformis,  extending  from 
the  intestine  on  the  right  side  over  toward  the  left,  where  it  was  at- 
tached to  the  left  ovary. 

I  first  detached  the  ovary  and  tube  of  the  left  side,  removed  them, 
then  also  those  on  the  right  side.  The  uterus  then  came  up  into  good 
position  ;  it  was  normal  in  size  and  although  I  hesitated  a  few  mo- 
ments whether  to  go  farther,  on  account  of  possible  tubercular  dis- 
ease extending  to  the  endometrium,  I  decided  to  leave  the  uterus  ; 
for  it  seemed  not  improbable  that  the  hard  projections  on  the  tubes 
were  deposits  of  lime  salts  from  pus  tubes  undergoing  calcareous  de- 
generation. Subsequent  examination  of  the  specimens  by  Dr.  Free- 
born showed  that  they  were  not  tubercular  but  calcareous  pus  tubes. 

I  can  not  myself  feel  that  the  operation  should  be  as  sweeping  as 
Dr.  Polk  and  Dr.  Krug  would  wish  us  to  make  it.    As  Dr.  Emmet  has 
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said,  there  are  cases  which  may  require  hysterectomy  ;  there  are 
others  which  do  not.  There  is  an  intermediate  course  and  that,  I 
think,  will  be  the  one  which  I  shall  pursue. 

Dr.  Porter  :  It  seems  to  me  that  in  a  large  proportion  of  the 
cases  in  which  pain  occurs  after  removal  of  the  appendages  its  seat  is 
not  in  the  uterus  at  all  but  in  other  tissues,  especially  such  as  may 
have  become  adherent  to  the  raw  surfaces  of  the  stump.  If  that  be 
true,  of  course  the  number  of  cases  in  which  hysterectomy  is  indi- 
cated in  addition  to  removal  of  the  appendages  is  still  further  re- 
duced. 

Dr.  A.  Palmer  Dudley  :  The  position  which  I  have  taken  would 
seem  to  call  for  a  few  more  words  of  explanation.  I  assume  that  I 
am  talking  to  experts  and  not  to  men  who  can  not  make  a  diagnosis. 
There  are  two  conditions  which  I  would  add  to  those  which  I  before 
mentioned  as  indicating  hysterectomy.  They  are  extensive  adhesions 
which  cau  not  be  broken  up  with  safety,  and  tubercular  disease  re- 
ferred to  by  Dr.  Cleveland.  In  my  mind  it  is  quite  unnecessary  to 
remove  the  uterus  to  get  drainage  through  the  vagina.  There  is 
plenty  of  room  behind  it  for  any  amount  of  drainage  which  may  be 
required.  I  believe  that  many  of  the  hysterectomies  which  are  per- 
formed in  connection  with  operations  for  tubo-ovarian  disease  are  the 
result  of  following  a  fashion  or  of  having  announced  an  operation  for 
removal  of  the  uterus  in  a  case  where  the  patient  had  been  seen  only 
for  the  first  or  second  time. 

The  President,  Dr.  Wylie  :  This  subject  interested  me  very 
much  when  it  was  brought  before  the  Obstetrical  Society  some  time 
ago,  and  the  statement  was  made  that  the  uterus  should  be  removed 
in  all  cases  where  the  tubes  and  ovaries  are  removed.  It  made  me 
feel  that  I  had  been  born  a  great  while  ago ;  for  although  I  had  once 
been  considered  radical  myself,  yet  I  had  never  accepted  such  radical 
views  as  this  implied.  I  take  in  this  matter  very  much  the  same 
ground  which  Dr.  Emmet  stands  on — namely,  that  the  operator  must 
judge  in  each  case  whether  removal  of  the  uterus  is  called  for  or  not. 
To  lay  down  fast  rules  for  application  in  all  cases  is  wrong.  There  is 
no  doubt  but  what  our  surgical  success  the  last  five  years  has  tended 
to  make  us  rather  dictatorial  and  absolute  ;  too  much  inclined  to  form 
fixed  opinions  upon  a  comparatively  limited  number  of  cases,  or  rather 
upon  an  experience  which  has  extended  over  too  short  a  time  to 
determine  many  of  the  intricate  questions  which  arise. 

Having  devoted  a  large  part  of  my  work  to  abdominal  surgery, 
and  therefore  having  removed  a  great  many  tubes  and  ovaries,  I  still 
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can  say  without  hesitation  that  I  never  did  and  do  not  now  remove 
those  organs  except  for  actual  physical  disease  unless  the  tubes  are  so 
diseased  that  they  are  occluded  and  the  ovaries  are  rendered  useless. 
I  do  not  remove  them.  The  age  of  the  patient  has  an  important 
bearing  upon  the  extent  of  the  operation.  For  instance,  if  I  was  re- 
moving the  tubes  and  ovaries  for  disease  in  a  woman  thirty  years  of 
age,  I  would  be  much  less  likely  to  take  out  the  uterus  also  than  if 
she  were  forty  years  of  age.  Indeed,  I  would  go  further  and  say  that 
age  is  such  an  important  factor  in  the  after-results  that  I  would  be 
very  willing,  with  slight  indications,  to  remove  the  uterus  in  a  woman 
forty  years  of  age  or  more,  especially  if  the  condition  calling  for  re- 
moval of  the  appendages  was  one  of  long  standing  and  obstinate 
nature — for  instance,  cases  in  which  the  uterus  may  have  been  lacer- 
ated and  become  indurated,  this  condition  having  been  present  a  long 
time  ;  for,  without  doubt,  such  conditions  render  cancer  much  more 
likely  to  occur  than  if  they  were  not  present.  I  would  also  hesitate 
to  remove  the  tubes  and  ovaries  in  a  young  woman  when  I  might  not 
if  she  were  forty  years  of  age.  I  know  that  after  their  removal  in 
young  women  the  remaining  genitalia  atrophy  ;  not  the  uterus  alone, 
but  also  the  vagina,  the  vulva,  and  parts  which  may  be  of  a  good  deal 
of  practical  use,  especially  in  women  who  are  married  to  healthy  men. 
Following  removal  of  the  appendages  atrophy  goes  on  ;  the  mucous 
membrane  becomes  smooth,  loses  its  tone,  contracts,  and  intercourse 
becomes  practically  impossible  without  mechanical  preparation.  One 
of  the  best  methods  is  the  use  of  the  colpeurynter,  effecting  gradual 
dilatation  of  the  vagina.  While  sufficient  time  has  elapsed  in  our 
earlier  cases  to  show  the  effect  of  removal  of  the  appendages  at  the 
age  of  twenty  to  twenty-five,  I  would  object  to  removing  the  uterus 
except  for  good  cause,  especially  in  young  women,  on  account  of  pos- 
sible ill  results,  which  our  too  recent  experience  with  the  operation 
may  not  yet  have  determined. 

Last  year  I  removed  the  uterus  in  a  case  in  which  that  organ  was 
ihe  seat  of  fibroids  for  which  the  woman  had  been  treated -by  electri- 
city the  past  eight  years.  She  had  become  septic,  and  when  I  opened 
the  abdomen  I  found  a  cystic  tumor,  twro  haematomata,  one  of  which 
was  almost  as  big  as  my  fist.  In  another  case  in  which  electricity 
had  been  used  in  large  quantity  I  found  the  tubes  and  ovaries  dis- 
eased and  removed  them  together  with  a  large  haematoma.  The  pa- 
tient got  entirely  well  but  has  returned  to  my  hospital  with  cancer  of 
the  uterus.  I  am  pretty  sure  cancer  did  not  exist  at  the  time  the  ap- 
pendages were  removed,  for  there  were  no  symptoms  of  it.    But  had 
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the  uterus  been  removed  the  woman  would  have  been  spared  the 
necessity  for  a  second  operation  and  probably  would  have  stood  bet- 
ter chances  of  life.  I  might  refer  to  another  case  in  which  the  woman 
has  returned  after  removal  of  the  appendages  and  there  is  some  in- 
dication of  malignant  disease  in  the  uterus.  There  is  no  question  but 
that  most  of  the  cases  calling  for  removal  of  the  appendages  occur 
in  women  in  whom  the  conditions  are  rather  favorable  for  cancer, 
especially  where  they  are  somewhat  along  in  years,  give  a  history  of 
prolonged  disease,  of  fibroids,  etc.  In  some  cases  there  is  an  endo- 
metritis ;  the  surface  is  roughened,  indurated,  nodular,  and  it  is  hard 
to  say  whether  there  are  not  fibroids.  It  is  in  this  class  of  cases  and 
those  in  which  cancer  has  actually  developed  that  I  should  be  in- 
clined to  remove  the  uterus.  Where  the  disease  is  of  an  acute  form, 
unless  there  is  active  sepsis,  I  should  prefer  until  I  have  had  more  ex- 
perience to  leave  the  uterus. 

Enterotomy  for  Obstruction  from  Cancer. 

Dr.  A.  Palmer  Dudley,  in  presenting  specimens,  said  :  I  have 
here  the  liver  and  part  of  the  intestine  removed  post  mortem  some 
weeks  after  operation,  the  operation — intestinal  anastomosis — having 
been  done  for  obstruction  due  to  cancer.  Five  inches  of  the  descend- 
ing colon  were  removed  for  the  obstruction. 

A  practical  question  in  the  case  is,  How  much  benefit  do  we  give  a 
woman  by  an  operation  which  relieves  her  of  acute  intestinal  obstruc- 
tion but  permits  her  to  suffer  and  die  of  unknown  cancer  of  another 
organ  after  about  forty-five  days?  This  patient  was  operated  upon 
March  24,  1893,  and  died  May  12th.  She  was  forty-three  years  of 
age,  the  mother  of  five  children,  had  never  had  a  miscarriage  and  had 
been  operated  upon  for  laceration  of  the  cervix  and  perinaeum.  She 
had  suffered  during  six  months  before  her  acute  attack  of  obstruction 
from  repeated  attacks  of  alternating  diarrhoea  and  constipation.  I 
saw  her  the  day  before  this  operation  was  made.  There  was  no  diffi- 
culty in  locating  the  site  of  the  intestinal  obstruction.  The  acute  at- 
tack had  existed  eight  days  when  the  operation  was  performed.  I 
made  abdominal  section,  brought  the  obstruction  readily  into  view  and 
saw  at  once  that  it  was  a  case  of  complete  intestinal  obstruction  from 
thickening  of  the  walls  of  the  gut,  as  shown  in  the  specimen  presented. 
The  husband  being  in  an  adjoining  room,  he  was  called  in  and  gave 
his  consent  to  let  the  operation  proceed.  Before  the  operation  had 
been  undertaken  the  temperature  had  begun  to  rise  and  stercoraceous 
vomiting  had  set  in.    The  patient's  nervous  system  was  in  a  high  state 
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of  excitement.  In  proceeding  with  the  operation  an  elastic  ligature 
was  first  thrown  around  the  lower  segment  of  gut,  passing  through  an 
incision  in  the  mesocolon  ;  then  another  ligature  was  passed  above  the 
obstruction  in  a  similar  manner  so  as  to  prevent  the  passage  of  faecal 
matter.  The  two  ligatures  were  connected  at  the  mesocolon  by  a 
cross  ligature  so  as  to  prevent  haemorrhage  from  the  mesocolon.  I 
then  cut  into  the  bowel  and  washed  it  out  with  bichloride  solution, 
having  a  clear  intestine  after  that  to  work  upon.  I  then  cut  squarely 
across  the  intestine,  which  left  five  inches  space  on  the  mesocolon 
which  first  required  treatment.  This  being  done  and  the  two  ends  of 
gut  being  brought  together,  they  were  united  by  three  rows  of  suture. 
With  fine  silk  and  a  cambric  needle  I  started  at  the  mesocolon  to 
sew  together  the  two  ends  of  the  divided  mucous  membrane,  running 
a  continuous  stitch,  including  only  mucous  membrane,  around  the  gut 
until  the  point  was  reached  whence  I  started.  I  then  proceeded  to 
treat  the  muscular  coat  in  the  same  way  and  finally  the  peritoneal 
coat,  the  only  difference  in  the  sutures  being  that  while  uniting  the 
peritoneal  coat  it  was  rolled  in  slightly,  or  about  an  eighth  of  an  inch. 
The  two  ligatures  were  then  removed  and  gases  and  faecal  matter 
passed  through  the  bowel.  There  was  a  little  oozing  from  one  point 
on  the  upper  surface  of  the  gut,  which  ceased  after  the  insertion  of 
two  or  three  sutures.  I  then  dropped  the  gut  back  and  examined  all 
the  organs  in  the  abdominal  cavity.  The  liver  was  of  natural  size  ; 
the  spleen  was  also  of  natural  size  and  the  kidneys  were  in  normal 
position.  The  uterus  was  very  small  and  slightly  adherent,  due, 
doubtless,  to  a  little  inflammation  lit  up  by  an  operation  on  the 
cervix  some  time  before.  The  abdomen  was  washed  out  with  hot 
water  and  closed.  In  four  hours'  time  the  woman  had  five  move- 
ments through  the  natural  channel.  The  temperature  did  not  rise 
as  high  as  ioo°  F.  Seven  or  eight  days  after  the  operation  we 
noticed  a  little  oozing  of  a  clear,  colorless  serum  from  the  lower 
end  of  the  abdominal  wound.  It  was  supposed  to  be  due  to  having 
cut  off  the  entire  haemorrhoidal  circulation  from  the  lower  end  of 
the  intestine  back  to  the  liver,  the  serum  being  the  result  of  conse- 
quent osmosis. 

The  patient  did  well  for  weeks  and  then  began  to  show  rapid  en- 
largement in  the  region  of  the  liver.  A  well-known  professor  of  in- 
ternal medicine  in  the  city  was  called  in  consultation,  who  made  a 
diagnosis  of  enlarged  omentum.  I  was  not  quite  willing  to  agree  with 
him  but  still  was  willing  to  await  the  result.  On  the  12th  of  May 
the  patient  died  of  exhaustion.  The  post-mortem  examination  proved 
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the  case  to  have  been  one  of  primary  cancer  of  the  caecum  with  sec- 
ondary metastasis  to  the  liver. 

I  repeat  the  question,  Was  it  worth  while,  in  the  light  of  the  after- 
history  of  this  case,  to  perform  the  operation  ?  Probably  most  sur- 
geons would  say  Yes.  But  what  did  we  gain  ?  Only  time  for  the 
woman  to  make  her  will  and  to  settle  a  few  minor  things  in  her 
domestic  life.  I  have  seen  several  cases — two  since  this  one — in  which 
I  refused  to  remove  cancer  occluding  the  bowel.  It  is  a  topic  which 
is  being  discussed  very  much  at  the  present  time.  Dr.  Murphy  read 
a  very  good  paper,  two  or  three  weeks  ago,  relating  to  this  and 
kindred  subjects,  in  which  he  advocated  the  use  of  his  "button"  in 
all  cases  of  occlusion  of  the  bowel  and  of  the  gall  bladder  where  it 
was  desirable  to  establish  communication  between  this  and  the  intes- 
tine. After  the  discussion  upon  his  paper  I  put  the  question  to  Dr. 
Murphy:  "Could  you,  in  a  case  of  occlusion  of  the  colon  like  the 
one  here  related,  use  the  button  with  any  prospect  of  success  and  of 
escape  of  the  button  ? "  He  was  obliged  to  answer  No.  He  could 
not  use  the  button  in  complete  occlusion  of  the  large  intestine.  He 
could  use  it  in  uniting  the  small  intestine  with  the  large  one.  It  seems 
to  me,  therefore,  that  end-to-end  union  of  the  intestine  in  complete 
occlusion  of  that  canal  is  by  no  means  a  bad  procedure,  and  I  think 
Dr.  Cleveland  will  bear  me  out  in  this  opinion  with  a  case  of  his  own. 
Any  man  who  makes  abdominal  section  for  any  form  of  intestinal  ob- 
struction is  liable  to  meet  with  such  a  condition  as  I  found  in  this 
case,  and  he  will  hardly  be  able  to  devise  a  means  offering  better 
prospects  of  success  than  end-to-end  union  of  the  resected  bowel. 
This  method  has  certain  advantages  over  side-to-side  union.  In  the 
latter  it  is  necessary  to  close  the  ends  of  the  divided  gut  and  reopen 
the  gut  along  its  lumen.  This  side  opening  has  to  be  a  long  one,  in 
order  to  obviate  undue  contraction  and  permit  of  free  passage  of  the 
contents  of  the  bowel.  Dr.  Murphy  was  obliged  to  admit  that  some 
contraction  had  taken  place  even  after  his  mode  of  procedure. 

Before  concluding  I  would  say  that,  in  my  opinion,  catgut  ought 
not  to  be  used  in  uniting  the  ends  of  the  gut — the  power  of  absorp- 
tion in  the  intestinal  canal  is  too  strong;  but  with  silk  as  suture  mate- 
rial I  believe  one  can  operate  by  end-to-end  union  with  as  great 
prospect  of  success  as  with  the  use  of  any  form  of  button  which  has 
to  be  discharged  through  the  canal. 

Dr.  Bissell  presented  an  instrument  to  take  the  place  of  the  Clover 
crutch  in  retaining  the  limbs  in  the  required  position  during  operations  on 
the  genital  tract. 
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Dr.  Cleveland  spoke  of  its  superiority  over  other  straps  or  in- 
struments designed  for  a  similar  purpose. 

Officers. — At  the  executive  meeting  Dr.  William  E.  Moseley  was 
elected  president,  G.  W.  Porter  vice-president,  and  Dr.  E.  L'H. 
McGinnis  secretary  and  treasurer. 


THE  STATUS  OF  GYNECOLOGY  ABROAD. 
By  Hiram  N.  Vineberg,  M.  D. 

On  the  Action  of  Salicylic  Acid  on  the  Uterus. 

C.  Binz  {Berl.  klin.  IVoch.,  1893,  No.  41)  made  a  number  of  ex- 
periments on  guinea-pigs  to  discover  whether  salicylic  acid  has  any 
tendency  to  produce  abortion,  as  has  been  asserted  by  some  observers. 
In  the  eighteen  experiments  eight  guinea-pigs  aborted,  but  of  these 
three  received  such  large  doses  as  to  cause  toxic  symptoms,  hence 
they  must  be  excluded.  In  the  other  five  there  seems  some  doubt  as 
to  the  abortion  being  directly  due  to  the  drug.  Still  the  author  de- 
duces the  following  conclusions  from  his  experiments  and  from  the 
literature  on  the  subject  : 

1.  Salicylic  acid  is  worthy  of  trial  in  painful,  delayed  or  scanty 
menstruation. 

2.  It  should  be  given  with  caution  in  pregnant  women  who  have 
a  tendency  to  abort  and  in  women  with  a  tendency  to  menorrhagia. 

Indications,  Technique  and  Results  of  Operatio?is  on  the  Atinexa. 

Schauta  (Germ.  Gyn.  Congress,  Breslau,  May,  1893,  Ctrlbl.  fur 
Gyn.,  1893,  No.  22)  expresses  himself  as  follows  : 

1.  Out  of  6,315  cured  cases  \sic\  coming  under  his  own  observa- 
tion, 1,130  (17.8  per  cent.)  had  inflammatory  affections  of  the  annexa. 

.  2.  A  permanent  return  to  the  normal  condition  is  not  to  be  ex- 
pected when  the  tube  has  reached  the  size  of  a  finger  by  inflamma- 
tory process. 

3.  The  diagnosis  of  the  contents  of  the  tube  (whether  it  is  sterile, 
contains  gonococci,  streptococci,  or  staphylococci)  can  not  be  deter- 
mined before  the  operation  either  by  the  history  or  temperature  curve. 

4.  Fever  may  occur  when  the  contents  are  sterile,  or  there  may  be 
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an  afebrile  course  before  the  operation  even  when  the  contents  are 
pathogenic. 

5.  An  operation  is  indicated  when  the  tube  has  the  thickness  of  a 
finger  and  when  severe  symptoms  are  present,  and  under  all  condi- 
tions when  the  presence  of  pus  has  been  substantiated. 

6.  The  bacteriological  examination  of  the  contents  of  the  tube 
during  the  operation  is  of  importance  regarding  the  technique. 

7.  The  operation  is  done  in  the  usual  way  with  pelvic  elevation, 
when  the  tube  is  of  moderate  size  and  no  pus  is  seen  during  the  op- 
eration. 

8.  In  large  tumors  the  contents  are  bacteriologically  examined. 
If  these  contain  gonococci  only,  the  sac  is  opened,  washed  out  and 
then  removed  entire.  If  streptococci  or  staphylococci  be  present,  the 
operation  for  the  time  being  is  ended.  In  four  or  five  days,  when 
peritoneal  adhesions  have  shut  it  off,  the  sac  is  opened  and  drained. 

9.  In  very  large  tumors  lying  close  to  the  vagina  an  opening  is 
made  through  it,  but  generally  the  abdominal  route  is  to  be  pre- 
ferred. 

10.  In  pus  sacs  of  moderate  size  (the  size  of  an  egg  or  orange) 
cceliotomy  is  done,  exercising  great  care  not  to  rupture  the  sac. 
Should  this,  however,  occur,  the  escaped  pus  is  at  once  bacteriologi- 
cally examined.  If  this  be  sterile  or  contain  gonococci,  the  opera- 
tion is  concluded  in  the  usual  way  and  the  abdomen  closed.  But 
if  it  contain  streptococci  or  staphylococci,  Douglas's  space,  with  which 
the  pus  came  into  contact,  is  drained. 

11.  The  drainage  of  Douglas  s  space  serves  to  remove  the  secre- 
tions and  to  close  off  in  a  short  time  the  remainder  of  the  peritoneal 
cavity. 

12.  The  total  mortality,  from  February,  1887,  to  April,  1893,  in 
two  hundred  and  sixteen  operated  cases  was  thirteen — e.,  six  per 
cent.    Of  these  thirteen  two  died  of  pneumonia. 

13.  The  mortality  of  the  cases  in  which  the  tubal  contents  were 
not  purulent  or  were  sterile  was  2.8  per  cent.,  of  those  in  which  gono- 
cocci were  present  it  was  9  per  cent.,  and  of  those  in  which  strepto- 
cocci or  staphylococci  were  present  it  was  20  per  cent.  Of  the  latter 
the  mortality  of  the  drained  cases  was  16.6  per  cent.  Of  the  not 
drained  cases  it  was  40  per  cent. 

14.  Regarding  the  permanent  results  of  the. operation,  he  had  un- 
der observation  one  hundred  and  twenty-one  cases.  One  hundred  of 
these  were  free  of  all  symptoms.  In  seventeen  there  was  marked  im- 
provement and  in  four  the  former  symptoms  persisted. 
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The  Healing  Process  of  Tubercular  Peritonitis  after  Coeliotomy. 

E.  Bumm  {ibid.)  from  his  observations  on  one  case  comes  to  the 
conclusion  that  the  good  results  are  due  to  the  removal  of  the  ascitic 
fluid  which  forms  a  favoring  soil  for  the  bacteria. 

Vagino- fixation. 

Dr.  Winter  (Ctrlbl.  fur  Gyn.,  1893,  No.  27),  after  having  oper- 
ated on  fourteen  cases  in  accordance  with  Mackenrodt's  first  descrip- 
tion of  his  method  and  finding  that  the  displacement  soon  recurred, 
modified  the  steps  of  the  operation  in  some  important  particulars. 
He  made  the  longitudinal  incision  extend  from  the  urethral  mound 
to  the  vaginal  attachment  of  the  cervix.  The  uterus  was  sutured 
higher  up  and  nearer  the  fundus.  He  used  buried  silkworm-gut  su- 
tures to  fix  the  uterus  to  the  vaginal  wall.  He  operated  on  eight 
cases  after  this  manner  and  the  results  were  good  in  all.  But  some 
of  the  cases  had  been  under  observation  only  a  short  time.  The 
longest  period  of  observation  was  seven  months. 

An  Egg  Pessary  in  the  Uterus  of  a  Woman  Seventy-seven  Years  of  Age. 

Dr.  A.  Herzfeld  (ibid.)  reports  the  case  of  a  woman,  seventy- 
seven  years  of  age,  in  whom  an  egg  pessary  had  been  introduced  into 
the  vagina  five  years  before.  This  she  was  in  the  habit  of  removing 
monthly,  cleaning  it  and  then  replacing  it.  But  five  months  before 
she  found  she  could  not  remove  it.  On  examination,  it  was  found  that 
the  pessary  had  passed  into  the  uterus,  from  which  it  was  removed 
with  difficulty  after  discission  of  the  cervix  and  the  dividing  of  the 
pessary  into  several  fragments  by  means  of  the  Paquelin. 

The  Technique  of  Vagino- fixation. 

A.  Mackenrodt  (Ctrlbl.  fur  Gyn.,  1893,  No.  29)  refutes  the  claims 
made  by  Winter  that  the  described  modifications  are  original  and 
asserts  that  he  has  been  operating  all  along  after  that  fashion.  The 
description  of  the  technique  in  this  article  corresponds  closely  with 
that  given  by  Winter  in  the  Ctrlbl.  fur  Gyn.,  No.  27  (see  above  ab- 
stract). Mackenrodt  uses  silk  for  suturing  the  uterus  and  passes  the 
sutures  obliquely,  so  that  when  they  are  tied  they  form  a  cross.  His 
last  thirty-one  cases  were  operated  upon  after  this  method.  He 
divides  them  into  three  groups  : 

Group  1. — Congenital  retroflexions  with  shortening  of  the  anterior 
vaginal  wall,  seven  cases.    Complete  result  in  six  cases  ;  in  two  of 


35° 


Abstracts. 


these  pregnancy  had  occurred,  one  going  to  full  term.  In  the  other 
case  the  result  was  only  partial  ;  the  uterus  returned  to  its  faulty  posi- 
tion but  the  symptoms  disappeared. 

Group  2. — Mobile  retroflexions  following  the  puerperium,  five  cases. 
Complete  result  in  three  cases.  Partial  result  with  symptomatic  cure 
in  two  cases. 

Group  3. — Mobile  retroflexions  with  prolapsus  of  the  vagina,  thir- 
teen cases.    Complete  result  in  all. 

Pregnancy  occurred  six  times  in  five  different  women.  Normal 
labor  occurred  in  three  instances  and  in  one  instruments  were  used. 
In  one  woman  pregnancy  is  still  progressing  and  in  another  abortion 
was  artificially  produced. 

Vagino- fixation. 

Dr.  Duehrssen  (Ctrlbl./ur  Gyn.,  1893,  No.  30),  in  a  lengthy  arti- 
cle, reviews  the  origin  of  vagino-fixation  and  makes  the  claim  of  pri- 
ority over  Mackenrodt.  His  operation,  however,  differs  from  that  of 
Mackenrodt  in  some  important  details.  Duehrssen  makes  a  transverse 
incision  through  the  anterior  vaginal  wall  and  stitches  the  uterus  to 
the  anterior  flap  by  three  or  four  sutures.  The  point  of  fixation  in 
the  uterus  is  not  far  above  the  internal  os.  Duehrssen  has  operated  on 
one  hundred  and  fourteen  cases  after  his  method  and  claims  very 
good  results. 

[Up  to  the  present,  January  19,  1894,  the  reporter  has  performed 
vagino-fixation  six  times,  following  however  the  Mackenrodt  and 
Winter  technique,  with  two  or  three  not  unimportant  modifications. 
The  results,  both  anatomical  and  clinical,  have  been  thus  far  good  in 
all  save  one  case  of  congenital  retroversion  with  rather  dense  adhe- 
sions. In  the  latter  instance  the  woman  has  been  freed  from  most  of 
her  symptoms,  and  though  her  uterus  is  not  in  anteversion  it  is  mov- 
able and  lies  farther  forward  than  before  the  operation.] 

Buried  Silver  Wire  in  Laparotomies  and  in  Abdominal  Hernias. 

M.  Schede  (Ctrlbl.  fur  Gyn.,  1893,  No.  31)  has  used  buried  silver 
wire  in  one  hundred  and  fifty-one  cases  of  laparotomy,  of  which  one 
hundred  and  twenty-one  cases  only  can  be  considered  in  reference  to 
hernia.  Slight  hernia  followed  in  seven  cases,  but  only  in  four  could 
the  hernia  be  attributed  to  the  method.  In  the  first  cases  a  few  sutures 
had  occasionally  to  be  removed  on  account  of  pain  or  abscess.  In 
the  later  cases  this  happened  very  seldom.  In  cases  where  death  had 
occurred  already  on  the  fourth  day  after  operation  the  sutures  were  no 
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longer  to  be  seen  on  the  peritoneal  surface,  being  covered  over  by 
new  tissues.    The  sutures  are  applied  as  follows  : 

Heavy  silver-wire  sutures  are  passed  through  the  whole  thickness 
of  the  abdominal  wall  but  are  not  twisted.  An  assistant  catches  these 
and  with  thern  draws  up  the  edges  of  the  incision.  Then  three  to  four 
silver  sutures  are  passed  through  the  fascia  of  the  recti  and  peritonaeum 
and  are  quickly  twisted.  Between  these  other  sutures  are  passed  at  a 
distance  of  one  half  to  one  centimetre  and  then  the  first  sutures  are 
twisted.  On  the  tenth  day  the  non-buried  sutures  are  removed.  The 
patient  is  discharged  without  an  abdominal  bandage.  In  this  man- 
ner two  hundred  and  ten  cases  of  abdominal  hernia  were  also  treated 
with  not  more  than  ten  per  cent,  of  relapses. 

The  Ligature  of  the  Uterine  Arteries  in  Myoma  of  the  Uterus. 

Otto  Kuestxer  (Ctrlbl.  fur  Gyu.,  1893,  No.  33)  was  stimulated 
by  Gottschalk's  article  to  publish  his  observations  sooner  than  he 
would  have  done  otherwise.  In  his  first  case  he  intended  doing  a 
total  extirpation  per  vaginam  but  after  tying  off  the  greater  part  of 
both  broad  ligaments  the  operation  had  to  be  given  up,  as  it  was  found 
impracticable.  The  uterus  contained  a  fibroid  the  size  of  a  fist  in  its 
posterior  wall,  giving  rise  to  profuse  haemoirhages.  When  the  patient 
was  examined,  seven  weeks  after  the  operation,  the  uterus  was  found 
about  the  normal  size.  The  haemorrhages  had  ceased  a  few  days 
after  the  operation. 

In  the  second  case  the  patient  had  been  suffering  from  profuse 
haemorrhages  for  over  six  years.  Curettage  on  two  different  occa- 
sions had  no  effect  upon  the  haemorrhage.  The  uterine  arteries  were 
ligated  February  12,  1893.  The  uterus  at  this  time  measured  twelve 
centimetres.  On  March  15th  the  uterus  measured  only  six  centi- 
metres and  a  half  and  the  haemorrhages  had  ceased.  In  the  third 
case  the  same  good  results  were  obtained  by  the  operation.  Kiistner 
makes  a  circular  incision  around  the  portio  vaginalis  and"  ligates  the 
uterine  arteries  directly.  He  thinks  the  operation  suitable  not  only 
for  myoma  but  for  those  rebellious  cases  of  metritis  attended  with 
profuse  haemorrhages. 

The  Direction  of  the  Cilia  Movements  in  the  Normal  Endometrium. 

Dr.  M.  Hofmeier  {ibid.)  says  that,  in  all  text-books  and  even  in 
the  recent  discussion  on  ectopic  gestation  at  the  Berlin  Gynaecological 
Society,  the  assertion  is  made  that  the  ciliary  movements  of  the  endo- 
metrium are  from  the  internal  os  toward  the  tubes.    He  was  surprised, 
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therefore,  when  an  eminent  anatomist  told  him  that  in  the  lower  ani- 
mals the  cilia  move  in  the  opposite  direction  and  that  the  same  must 
occur  in  the  human  being.  He  had  one  of  his  pupils  and  one  of  his 
assistants  make  a  number  of  experiments  to  determine  this  point.  As 
a  result  of  their  investigations  it  was  shown  that  in  the  human  uterus 
also  the  cilia  current  is  from  above  downward — that  is,  from  the  tubes 
toward  the  internal  os.  It  is  also  of  interest  to  learn  that  in  a  woman 
fifty-three  years  of  age,  who  had  ceased  to  menstruate,  the  cilia  move- 
ments were  still  active. 

The  Galvanic  Treatment  of  Uterine  Myoma. 

Broese  (Ber/in,  Fischer,  1892  ;  Ctrlbl.fiir  Gyn.,  1893,  No.  33)  de- 
tails in  this  brochure  his  experiences  with  Apostoli's  method  for  over 
three  years.  Twenty-six  cases  of  myoma  were  treated  for  haemor- 
rhages. Twenty-one  of  these  were  cured  of  their  haemorrhages  for 
over  three  years.  Some  of  the  tumors  became  subserous  through  the 
treatment  and  one  became  submucous  and  was  expelled.  The  treat- 
ment should  be  continued  for  at  least  two  months. 

Rupture  of  the  Uterus  during  Labor. 

L.  M.  Bossi  (Nouv.  Arch.  d'Obs.  et  de  Gyn.,  1893,  No.  7)  reports 
two  cases  of  rupture  of  the  uterus  during  labor  with  the  escape  of  the 
foetus  into  the  abdominal  cavity.  He  performed  a  Porro  on  both 
women,  and  one  recovered.  In  such  cases  he  holds  that  Porro's  op- 
eration is  the  quickest  and  safest  method  of  treatment. 

Puerperal  Auto-infection. 

Secheyron  {Arch,  de  Tocologie  et  de  Gyn.,  January,  1893)  states 
that  puerperal  auto-infection  may  be  due  to  germs  in  the  uterus  (in- 
tra-uterine)  or  to  germs  in  the  tubes  or  vulvo-vaginal  canal  (extra- 
uterine). Infection  arising  from  the  uterus  may  be  observed  in  all 
uteri  affected  with  metritis.  A  case  is  related  in  full  bearing  out  this 
statement.  Extra-uterine  auto-infection  may  have  its  starting  point 
from  a  salpingo-oophoritis,  pelvic  suppuration,  vaginitis  or  "  bartholi- 
nitis." The  author  relates  two  cases.  The  auto-infection  is  generally 
moderate  and  is  best  treated  by  irrigation,  curettage  and  drainage. 
Only  in  exceptional  cases  will  vaginal  hysterectomy  be  indicated. 

Unilateral  Vaginal  Salpingectomy. 

Goulliaud  (Archiv  de  Toe.  et  de  Gyn.,  February,  1893)  dwells  at 
some  length  upon  the  advantages  of  removing  moderate-sized  tubal 
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tumors  through  the  vagina.  The  operation  is  limited  to  those  cases 
in  which  the  tube  on  one  side  only  is  diseased,  in  which  the  ad- 
hesions are  not  extensive  or  in  which  the  sac  is  encapsulated  in 
Douglas's  space. 

Technique. — After  thorough  disinfection  of  the  vagina  the  uterus 
is  curetted  and  touched  with  a  solution  of  chloride  of  zinc,  the  os  ex- 
ternum being  held  closed  by  one  or  two  volsellae.  A  transverse  incision 
is  then  made  in  the  posterior  vaginal  vault.  The  peritonaeum  is  opened 
with  a  bistoury  or  with  a  blunt  instrument.  Two  fingers  are  passed 
into  Douglas's  cul-de-sac  and  the  adhesions  separated.  After  this  is 
done  the  tumor  is  drawn  down  and  tied  off  as  in  abdominal  salpin- 
gectomy, or  a  Pean  forceps  maybe  applied.  Iodoform  gauze  is  intro- 
duced in  the  opening  to  serve  as  a  drain  and  to  protect  the  intestines. 
The  after-treatment  is  simple.  Elevation  of  temperature  may  be 
more  frequent  than  after  cceliotomy,  but  the  pulse  remains  good. 
He  operated  on  ten  cases  and  had  one  death.  Byford  operated  on 
thirty-four  cases  and  had  only  one  death.  The  autopsy  in  the 
author's  fatal  case  showed  an  occlusion  of  the  intestine  at  the  point 
of  contact  of  the  intestine  with  the  iodoform  gauze.  The  period  of 
convalescence — that  is,  the  vague  pains  on  the  operated  side — may  be 
longer  than  after  cceliotomy  ;  but  this  is  not  the  rule,  as  has  been 
stated  by  Pozzi.  Seven  of  the  author's  cases  were  relieved  of  all 
their  symptoms  and  two  were  very  much  benefited.  Nevertheless, 
the  author  says  that  in  most  cases  of  unilateral  tubal  disease  cceli- 
otomy is  indicated  and  that  only  in  rare  instances  is  vaginal  salpin- 
gectomy to  be  preferred.  A  full  report  of  the  ten  cases  operated  on 
is  embodied  in  the  article. 

Amputation  of  the  Gravid  Uterus  and  its  Annexa. 

G.  R.  Fern axdes  {ibid.)  reports  a  case  in  which  he  had  to  resort  to 
total  extirpation  of  the  uterus  and  annexa  owing  to  complete  retention 
of  urine,  caused  by  the  presence  of  two  fibroid  growths.  The  patient 
recovered.  He  gives  in  tabular  form  all  the  published  cases,  eighteen 
in  number,  including  his  own,  with  a  mortality  of  thirty-one  per  cent. 
In  his  case  pregnancy  had  gone  on  to  full  term,  the  membranes  had 
ruptured  and  there  was  procidentia  of  the  cord  ;  but  the  delivery  of 
the  child  was  impossible  on  account  of  the  fibroid  growth. 

A  Calcified  Fibroma  of  the  Right  Labium  Majus. 

Villiers  and  Damaye  {ibid.)  report  this  rare  condition.  The 
tumor  was  of  the  size  of  a  hen's  egg  and  was  attached  to  the  upper  part 
23 
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of  the  right  labium,  encroaching  upon  the  urethra  so  that  the  patient 
suffered  from  retention  of  urine.  After  resecting  the  tumor  the 
patient  was  enabled  to  void  urine  spontaneously  in  four  or  five  days. 

The  Migration  of  the  Ovum  to  the  Tube. 

Dr.  A.  Lode  (Arehiv.  fiir  Gyn.,  Bd.  xlv,  Hft.  2)  made  a  number 
of  experiments  on  the  guinea-pig  to  determine  the  above  interesting 
but  vexed  question.  In  one  series  of  experiments  he  injected  fine 
coal  particles  into  the  peritoneal  cavity.  The  animal  was  killed  in 
thirty-six  hours  and  the  coal  particles  were  detected  in  both  tubes. 
In  a  guinea-pig  four  months  old  in  whom  the  sexual  organs  were  not 
yet  fully  developed  the  particles  were  found  only  on  the  fimbria.  In 
another  series  of  experiments  he  used  the  ova  of  the  Ascaris  lumbri- 
coides,  as  they  were  larger  than  the  coal  particles.  The  injections 
were  made  in  the  same  way  into  the  peritoneal  cavity.  The  examina- 
tions of  the  guinea-pigs  killed  within  a  variable  period  of  from  thirty- 
six  hours  to  seven  days  showed  the  presence  of  the  ova  in  large  num- 
bers in  about  the  middle  portion  of  the  tubes.  In  a  few  instances 
the  ova  had  glued  together,  forming  'a  round  mass  fully  the  size  of 
the  natural  ovum  of  the  guinea-pig.  These  were  found  in  the  same 
situations  in  the  tubal  canal.  As  a  result  of  his  experiments  the 
author  draws  the  following  conclusions  : 

(1)  The  cilia  of  the  tube  of  a  guinea-pig  have  the  power  of  setting 
into  motion  bodies  the  size  of  the  guinea-pig  ovum,  providing  the 
animal  has  reached  sexual  maturity. 

(2)  The  tube  is  enabled  to  take  up  ova  not  only  from  the  ovary 
but  also  from  the  free  peritoneal  cavity.  Hence  the  old  theory  may 
be  discarded  that  it  is  necessary  for  the  tube  to  be  applied  to  the 
ovary  in  order  to  engage  the  ovum  within  its  canal.  The  theory  of 
transmigration — that  is,  the  passage  of  the  ovum  from  one  ovary  to 
the  tube  on  the  opposite  side — receives  new  proof  by  the  foregoing 
experiments. 

(3)  The  migration  of  the  ovum  is  independent  of  the  menstrual 
period,  as  none  of  the  animals  experimented  on  showed  any  signs  of 
"  rut  "  either  while  alive  or  at  the  post-mortem. 

(4)  The  migration  is  not  dependent  upon  coitus. 

(5)  The  ovum  travels  along  the  first  part  of  the  tube  much  more 
rapidly  than  along  the  remaining  part  of  the  tube. 

To  the  peristaltic  movements  of  the  tubes  he  attributes  but  a 
small  role  in  the  propulsion  of  the  ovum. 
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The  Treatment  of  Rupture  of  the  Uterus. 

K.  Merz  (Archiv  fur  Gyn.,  Bd.  xlv,  Hft.  2)  reports  two  cases 
coming  under  his  observation  and  collects  in  tabular  form  all  the 
hitherto  published  cases,  giving  an  analytical  review  of  them.  In 
fifty-four  cases  in  which  cceliotomy  was  done  the  recoveries  were  48.1 
per  cent.    The  author  draws  the  following  conclusions  : 

(1)  If  only  the  trunk  and  extremities  of  the  foetus  have  escaped 
into  the  abdominal  cavity  and  the  head  lies  over  the  pelvis,  the 
woman  should  be  delivered  per  vias  naturales  either  with  the  forceps 
or  by  perforation  and  the  craniotractor. 

(2)  If  the  head  of  the  foetus  or  the  whole  body  has  escaped  into 
the  abdominal  cavity,  version  and  extraction,  as  frequently  advised, 
should  not  be  attempted  but  cceliotomy  should  be  done  at  once  and 
the  foetus  delivered  through  the  abdominal  incision. 

(3)  In  the  latter  case  the  rupture  should  be  carefully  sutured. 

(4)  If  the  woman  has  been  delivered  per  vias  naturales  and  the 
conditions  are  very  favorable,  cceliotomy  and  suture  of  the  rupture 
should  follow  the  birth  immediately. 

(5)  If  the  conditions  are  not  favorable,  then  drainage  with  iodo- 
form gauze  without  irrigation  should  be  employed. 

(6)  If  the  uterus  is  markedly  degenerated  or  if  septic  endometritis 
has  developed,  a  Porro  operation  should  be  done. 
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Abstract  of  a  paper  entitled 

THE  EFFECT  OF  CASTRATION  ON  WOMAN,  AND 
OTHER  PROBLEMS  IN  GYNAECOLOGY. 

By  William  Goodell,  M.  D. 

The  author  opens  the  paper  with  the  statement  that  the  views  ad- 
vanced are  his  own  individually,  based  on  a  large  experience.  The 
first  question  which  as  yet  has  no  satisfactory  answer  is  :  "  What  effect 
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upon  a  woman  has  the  removal  of  her  ovaries  ?  "  The  usual  annoy- 
ances accompanying  change  of  life  appear  to  extend  over  a  longer 
period  of  time  and  are  more  severe  in  character.  He  coincides  with 
Hegar,  who  says  that  "  the  artificial  menopause  induced  by  the  opera- 
tion is  often  attended  with  more  serious  complications  than  those 
which  are  not  rarely  observed  in  the  natural  change  of  life,"  and,  fur- 
ther, that  mental  disturbances  may  be  traced  directly  to  the  removal 
of  the  ovaries  as  a  cause.  Glavaecke  goes  so  far  as  to  declare  that 
"  in  almost  all  cases  the  mind  becomes  more  or  less  affected,  and  not 
infrequently  melancholia  results."  Keith  has  stated  that  ten  percent, 
of  his  patients  who  recover  from  hysterectomy  subsequently  suffer 
from  melancholia  or  from  other  forms  of  mental  disease.  "  Yet  this 
result  must  come  not  so  much  from  the  extirpation  of  the  womb, 
which  is  merely  a  muscular  bag,  as  from  the  associated  ablation  of  the 
ovaries,  of  which  the  womb,  physiologically,  is  only  the  appendage. 

"  Whether  this  deplorable  event  is  due  directly  to  the  nerve  shock 
of  the  operation  itself,  together  with  its  emotional  environment, 
whether  to  the  abrupt  arrest  of  an  habitual  flow,  or  whether  to-  the 
absolute  need  of  the  ovaries  for  mental  equilibration,  is  yet  an  open 
question.  We  know,  however,  that  sexuality  is  a  potent  factor  in 
woman  as  well  as  in  man  and  that  even  certain  sexual  functions — 
such  as  coition,  menstruation,  gestation,  parturition  and  lactation — 
of  themselves  tend  not  infrequently  to  disturb  the  mental  poise.  1 
am  disposed,  however,  in  a  measure  to  attribute  the  attacks  of  in- 
sanity in  those  women  who  have  lost  their  ovaries  to  their  brooding 
over  the  thought  that  they  are  unsexed ;  and  if  brooding  and  dejec- 
tion may  be  deemed  in  themselves  mental  aberrations,  Glavaecke's 
sweeping  statement  is  not  an  extravagant  one." 

In  his  early  teachings  and  Lessons  in  Gynecology  the  author  main- 
tained that  "  the  removal  after  puberty  of  the  ovaries  and  the  tubes 
does  not  unsex  the  woman — at  least  not  to  a  greater  extent  than  cas- 
tration after  puberty  unsexes  the  man.  In  the  one  the  ability  to  in- 
seminate is  lost  ;  in  the  other  the  capability  of  being  inseminated  ; 
but  in  both  the  sexual  feelings  remain  pretty  much  the  same." 

But  now  he  says  :  "  A  riper  experience,  of  which  time  was  the  main 
element,  has  led  me  still  further  to  modify  my  views  on  this  subject. 
Unquestionably  the  natural  change  of  life  when  fully  established,  but 
not  until  it  is  fully  established,  does  very  sensibly  deaden  the  sexual 
sense  of  woman,  which  ultimately  disappears  in  her  long  before  virility 
is  effaced  in  man. 

"  In  the  majority  of  women  who  have  been  castrated  the  sexual 
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impulse  soon  abates  in  intensity,  much  sooner  than  after  a  natural 
menopause,  and  in  many  cases  it  wholly  disappears.  In  corroboration 
of  this  statement  let  me  cite,  out  of  my  many  cases  in  point,  a  few  of 
the  more  salient  ones.  The  wife,  aged  thirty-four  years,  of  a  farmer 
so  exhausted  him  by  her  sexual  exactions  that  his  health  suffered  very 
seriously.  The  appendages  were  diseased  and  fixed  by  adhesions. 
After  their  removal,  menstruation  and  the  sexual  impulse  continued 
unabated  for  a  little  over  a  year,  when  the  former  wholly  ceased  and 
the  latter  not  long  after  disappeared.  Another  case  was  the  very  ar- 
dent wife,  aged  thirty  years,  of  a  man  who  was  not  so  well  mated  to 
her.  She  was  sterile  and  had  excessive  menorrhagia  from  a  uterine 
fibroid,  for  which  her  ovaries  were  removed.  Menstruation  did  not 
reappear,  and  in  less  than  two  years  all  sexual  feeling  was  lost.  In  a 
third  case,  a  young  lady  of  high  intelligence  was  reduced  to  a  pitiable 
condition  of  ill  health  by  menorrhagia  and  by  frequent  acts  of  self- 
abuse.  She  was  not  insane,  yet,  incredible  as  it  may  seem,  she  often 
masturbated  no  fewer  than  eight  times  in  the  four-and-twenty  hours. 
For  several  months  after  the  removal  of  the  ovaries,  which  were  ap- 
parently healthy  in  every  respect,  she  kept  up  her  bad  habits  although 
the  monthly  flow  never  returned.  Then  the  sexual  feeling  gradually 
vanished  and  she  gave  up  her  solitary  vice.  In  a  fourth  case  I  re- 
moved the  healthy  ovaries  of  an  unmarried  lady  of  middle  age  who  was 
queer  but  not  insane  enough  to  be  confined.  Toward  her  monthly 
period  she  was  goaded  by  so  irresistible  a  desire  for  sexual  intercourse 
that  she  herself  feared  her  going  astray.  Not  long  after  her  castra- 
tion, which  was  done  more  to  save  her  from  reproach  than  to  cure 
her  insanity,  she  lost  the  desire  wholly  and  absolutely.  She  did  not 
however,  regain  her  reason  and  ultimately  had  to  be  placed  in  an  in- 
sane asylum. 

"  Imlach's  case  is  a  celebrated  one  in  medico-legal  jurisprudence 
This  skillful  surgeon,  after  removing  the  appendages  of  a  woman,  was 
prosecuted  by  her  for  unsexing  her  and  by  her  husband  for  spoiling 
thereby  his  marital  pleasures.  The  special  committee  appointed  to 
•investigate  Imlach's  numerous  cases  of  castration  at  the  Woman's  Hos- 
pital, Liverpool,  reported  that  they  found  'a  distinct  loss  of  sexual 
feeling  to  such  an  extent  as  to  cause  serious  domestic  unhappiness  in 
not  a  few  instances.'  The  correctness  of  this  report  is  corroborated 
from  cases  in  my  own  practice,  of  engagements  broken  off,  of  conjugal 
estrangements  and  of  marital  infidelity." 

Other  sexual  characteristics  he  has  found  unchanged — viz.,  the 
breasts  do  not  wither,  abnormal  growths  of  hair  do  not  appear,  the 


358 


Abstracts. 


tone  and  quality  of  the  voice  are  unchanged  nor  do  they  become 
obese.  Their  affections  remain  the  same.  The  changes,  if  any,  are 
in  the  direction  of  old-maidhood. 

"  In  close  relation  with  this  subject  four  questions  come  to  the 
fore,  and  grave  ones  they  are  : 

(a)  Do  chronic  diseases  of  the  appendages  often  lead  to  a  fatal 
issue  ? 

(b)  To  restore  health  to  the  woman  suffering  from  such  diseases 
of  the  appendages,  is  it  needful  invariably  to  invoke  the  aid  of  sur- 
gery ? 

(c)  After  an  abdominal  section  has  been  made,  and  after  adhesions 
have  been  broken,  must  the  now  free  appendages  always  be  removed  ? 

(d)  Is  castration  of  the  female  a  warrantable  operation  for  the 
cure  of  insanity  or  of  epilepsy  ? 

"  To  the  first  question  I  answer  that  the  death-rate  from  chronic 
diseases  of  the  appendages  is  greatly  overrated — so  much  so  that,  in 
my  opinion,  more  deaths  result  from  the  operation  of  removing  the 
tubes  and  ovaries,  in  the  hands  of  even  the  most  successful  gynaecolo- 
gist, than  from  the  disease  itself.  Knowsley  Thornton  states  that  '  in 
his  own  experience  pyosalpinx  is  not  necessarily  a  fatal  disease.'  In 
my  experience,  after  the  patient  has  safely  passed  through  the  acute 
stage  of  the  inflammatory  attack,  her  life  is  in  very  little  danger. 
Chronic  diseases  of  the  appendages  usually  affect  the  well-being  of 
the  woman,  but  they  ordinarily  do  not  threaten  her  life  in  any  other 
way  than  by  the  wear  and  tear  of  prolonged  discomfort.  This  may 
shorten  her  days,  but  fatal  attacks  of  peritonitis,  even  in  so-called 
leaky  pus  tubes — if  such  ever  exist — are  the  exception.  Paradoxical 
as  it  may  seem,  the  life  of  a  woman  with  but  one  damaged  appendage 
is  in  greater  danger  than  the  life  of  a  woman  with  both  of  her  append- 
ages diseased.  The  explanation  is  a  simple  one  :  Parturition  very 
generally  relights  a  chronic  inflammation  of  the  pelvic  organs,  but 
when  both  appendages  are  diseased  pregnancy  rarely  takes  place. 

"  Many  women  with  adherent  tubes  and  ovaries  and,  for  the  mat- 
ter of  that,  some  even  with  pus  in  these  organs,  suffer  either  no  in- 
convenience whatever  or  very  little  indeed  from  that  condition  per  se. 
There  are,  again,  others  who  have  pain  or  aches  only  at  their  monthly 
periods.  But  let  their  health  break  down  from  other  causes,  then 
symptoms  may  arise  from  hitherto  latent  pelvic  lesions.  Yet,  in  most 
of  these  cases,  if  the  woman  can  be  restored  to  her  former  condition 
of  health — that  is  to  say,  to  that  which  she  enjoyed  just  before  the 
final  breik-down — she  will  lose  her  local  symptoms  and  become 
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symptomatically  well.  On  this  matter  I  can  speak  positively,  for 
many  a  patient  has  been  sent  to  my  private  hospital  in  order  to  have 
her  distinctly  diseased  tubes  and  ovaries  removed,  who  has  been 
restored  to  health  without  the  use  of  the  knife.  Now,  by  the  term 
restored  to  health  I  do  not  mean  that  the  treatment  has  released  the 
adherent  appendages,  but  that  it  has  freed  the  woman  from  every 
pain  and  restored  her  fully  to  all  her  social  and  domestic  duties  and 
pleasures.  She  has  been  cured  so  well  as  to  be  able  to  row,  to  swim, 
to  dance,  to  take  long  walks,  to  ride  on  horseback  and  to  exercise  in 
the  gymnasium — and  what  better  vouchers  of  good  health  than  these 
can  be  given  ? 

"  I  will  go  yet  further  and  assert  that  even  cases  with  all  the  sub- 
jective and  all  the  objective  symptoms  of  ovarian  or  of  tubal  abscess 
have  been  cured  by  me  without  any  operation  whatever,  the  pus 
having  disappeared  either  through  absorption  or  through  inspissa- 
tion.  What  is  still  more  strange,  in  a  few  cases  of  abscess  of  each 
uterine  appendage — very  few,  I  will  acknowledge — the  treatment  by 
massage,  electricity,  local  applications  and  by  a  general  building  up 
of  the  system  was  followed  by  conception,  pregnancy  and  parturi- 
tion. These  were  cases  in  which  I  did  not  advocate  castration  until 
other  means  had  been  tried  first,  but  all  had  been  sent  to  me  by  their 
physicians  for  the  purpose  of  having  their  ovaries  removed. 

u  I  come  now  to  two  cases  on  which  I  unwisely  urged  castration. 
Perhaps  I  have  had  more,  but  I  can  not  recall  them.  Each  one  had 
the  fixed,  sausagelike,  tubal  tumor  on  either  side.  Yet  each  patient, 
to  my  very  great  surprise,  conceived  and  bore  children.  The  one,  a 
patient  of  my  friend  Dr.  D.  Murray  Cheston,  first  consulted  me  and 
afterward  a  gynaecologist  of  world-wide  renown,  who  corroborated 
my  diagnosis  of  double  pustules  and  doomed  her,  as  I  had,  1  to  hope- 
less sterility.'  The  other  case  is  a  standing  joke  of  my  friend  Pro- 
fessor Parvin,  who  knew  the  circumstances.  The  lady  presented 
similar  characteristics  to  those  of  the  preceding  case,  and  I  urged  an 
operation.  This  she  luckily  refused  to  undergo,  and  a  year  or  more 
afterward  gave  birth  to  twins.  Of  course,  the  rejoinder  will  be  made 
that  my  diagnosis,  although  shared  by  other  specialists  besides  my- 
self, was  a  faulty  one.  But  I  can  as  unhesitatingly  reply  that,  had 
the  objector  made  the  examination,  he  inevitably  would  have  fol- 
lowed it  by  an  abdominal  section  and  as  inevitably  would  have  re- 
moved both  appendages,  as  I  certainly  should  have  done  had  I 
opened  the  abdomen. 

"  Now,  in  these  cases  the  pus  was  either  confined  to  the  ovaries  or, 
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as  I  supposed  from  the  sausagelike  form  of  the  tumors,  it  lay  sealed 
up  in  the  tubes,  and  the  closed-up  lumen  of  one  of  them  was,  by  re- 
turning health,  restored  to  full  patency.  The  possibility  of  a  closed- 
up  tube  regaining  its  bore  is,  I  know,  strongly  disputed,  even  ridiculed, 
and  a  priori  reasoning  would  certainly  justify  the  doubt.  If,  how- 
ever, solid  uterine  fibroids  of  stony  hardness  and  of  several  pounds' 
weight  will,  through  absorption,  wholly  disappear,  as  every  gynaecolo- 
gist has  seen  them  disappear,  why  may  not  the  tubal  barriers  and  septa 
also  break  down  and  melt  away  ?  I  have  read  somewhere,  but  the 
reference  I  can  not  now  find,  that,  in  order  to  prevent  conception  in  a 
case  of  a  narrow  pelvis,  both  tubes  were  ligated  without  establishing 
sterility.  On  the  other  hand,  great  disorganization  of  the  ovaries  is 
not  incompatible  with  pregnancy,  for  it  appears  that  a  very  small 
amount  of  ovarian  stroma  goes  a  great  way.  Menstruation  often  con- 
tinues, however  diseased  the  ovaries  may  be,  and  Atlee  reports  two 
cases  in  which  one  ovary  having  been  removed,  the  other  became -so 
cystic  as  to  need  repeated  tappings.  Yet  each  woman  not  only  men- 
struated but  conceived  and  gave  birth  to  a  child.  Robertson  men- 
tions a  remarkable  case  in  point,  which  occurred  in  his  practice.  "He 
removed  both  the  ovaries,  which  were  diseased,  of  one  of  his  patients, 
yet  she  afterward  conceived  and  gave  birth  to  a  child.  His  explana- 
tion is  that  he  must  have  left  unwittingly  a  scrap  of  healthy  ovarian 
tissue  in  one  of  the  stumps.  But,  on  the  other  hand,  the  ovum  could 
not  have  descended  into  the  womb  unless  the  lumen  of  one  tube  had 
reopened  at  the  point  where  it  had  been  sealed  up  by  the  adhesive 
inflammation  set  up  by  the  ligature. 

"  With  regard  to  the  third  problem  :  Supposing  simply  therapeutic 
measures  fail  and  the  physician  is  driven  to  surgical  interference, 
must  he,  after  breaking  up  the  adhesions,  always  extirpate  the  now 
free  uterine  appendages  ?  My  own  course,  under  such  circumstances, 
would  be  never  to  remove  the  healthy  appendage  unless  the  meno- 
pause had  been  established  already,  or  unless  there  obtained  a  good 
reason  for  hastening  it  on.  On  the  other  hand,  should  both  ovaries 
be  intrinsically  diseased  and  their  tubes  contain  pus,  I  would  always 
remove  both  uterine  appendages  in  their  totality,  no  matter  what  the 
age  of  the  patient  might  be.  Generally,  however,  the  pus  is  limited 
to  the  tubes,  and  in  that  case  sometimes  one  ovary,  barring  its  adhe- 
sions, which,  of  course,  must  be  broken,  is  healthy  enough  to  be  left 
behind.  In  such  a  case  the  tube  alone,  if  possible,  should  be  removed, 
and  not  the  healthy  ovary  or  the  healthy  ovaries — if  both  happen  to 
be  sound.    Further,  rather  than  wholly  remove  all  ovarian  stroma,  I 
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should  try  in  such  cases  to  leave  behind  even  a  small  fragment.  For 
in  several  of  my  cases  in  which  a  piece  of  an  ovary  not  larger  than  a 
bean  was  left  behind,  not  any  menstrual  or  sexual  changes  whatever 
took  place  in  the  woman.  Should  the  uterine  appendages  be  merely 
adherent  and  not  intrinsically  diseased  to  any  extent,  I  would,  as  a 
rule,  during  active  menstrual  life,  release  them  and  perhaps  extirpate 
the  worse  of  the  two  but  not  both  of  them. 

"  My  reasons  for  this  conservative  treatment  are  that  the  complete 
extirpation  of  these  organs,  as  I  have  shown  before,  tends  to  destroy 
the  sexual  feeling,  to  disturb  the  mental  equilibrium  and  to  produce 
prolonged  nervous  perturbations,  all  of  which  come  from  the  abrupt 
and  untimely  suspension  of  menstruation.  There  is  yet  another  very 
excellent  reason  for  this  advice  :  The  majority  of  physicians  and  all 
laymen  look  upon  women  deprived  of  their  ovaries  as  unsexed.  Just 
as  castration  is  in  the  male  so  the  analogous  operation  is  in  the 
female  deemed  a  sexual  mutilation  to  which  common  consent  attaches 
a  stigma.  No  woman  would  marry  a  eunuch,  and  few  men  would 
wed  a  woman  deprived  of  her  ovaries.  In  my  own  practice  I  have 
known  of  several  very  sad  cases  of  marriage  engagements  broken  off, 
of  marital  infidelities  and  of  bitter  estrangement  between  husband 
and  wife,  all  of  which  would  have  been  avoided  had  one  ovary  been 
spared  or,  indeed,  had  a  mere  fragment  of  one  been  left  behind. 

"  Upon  the  removal  of  the  uterine  appendages  for  the  cure  of  in- 
sanity and  epilepsy  I  have  very  few  words  to  say,  but  they  are  all  based 
upon  cases  occurring  in  my  own  practice.  If  the  insanity  is  limited 
to  periodic  outbreaks  strictly  ovarian  in  their  character  and  with  the 
menstrual  flux  as  a  storm  center  ;  if  the  epileptic  fits  are  preceded  by 
an  ovarian  aura — that  is  to  say,  if  they  pivot  around  the  monthly 
period  and  appear  at  no  other  time — the  removal  of  the  appendages, 
by  suppressing  a  pernicious  menstruation,  usually  will  bring  about  a 
cure  in  either  disease.  But  when  these  organs  are  extirpated  merely 
as  a  panacea  per  se  for  these  mental  and  neural  disorders,  irrespec- 
tive of  an  ovarian  origin,  the  operation  affords  no  relief.  At  the  same 
time  I  am  free  to  confess  that,  in  order  to  stamp  out  insanity,  I  am 
strongly  inclined  to  advocate  the  legal  castration  of  every  man  and  of 
every  woman  who  is  the  unfortunate  victim  of  this  hereditary  curse." 

Abstract  of  the  Discussion. 

Dr.  Charles  P.  Noble  :  My  experience  has  been  somewhat  dif- 
ferent from  Dr.  Goodell's.  In  one  hundred  and  twenty-five  cases 
not  one  claimed  that  the  removal  of  the  ovaries  affected  sexual  desire. 
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Dr.  Goodell's  statement  that  in  a  certain  number  of  women  the  sexual 
instinct  becomes  less  is  undoubtedly  true  ;  but  sexual  desire  differs  in 
degree  in  women,  so  that  the  diminution  may  have  been  due  to  gen- 
eral causes. 

There  is  one  exception  :  in  young  women  who  have  never  borne 
children  the  removal  of  both  appendages  is  sometimes  followed  by 
atrophy  of  the  sexual  organs,  including  the  vagina,  thus  rendering 
coitus  painful.    In  such  cases  I  try,  if  possible,  to  save  one  ovary. 

But  even  accepting  Dr.  Goodell's  conclusion  as  to  loss  of  sexual 
desire  as  correct,  and  admitting  that  marital  infelicities  arise  from 
this  cause,  still,  if  good  health  be  put  in  the  balance  with  chronic  in- 
validism, there  is  no  question  which  preponderates.  It  would  be 
interesting  to  compare  the  percentage  of  divorces  from  this  cause  with 
the  number  at  large. 

As  to  the  question  whether  these  diseased  tubes  get  well,  con- 
fining the  question  strictly  to  diseased  tubes,  I  agree  that  they  may  get 
well — but  not  pus  tubes.  Puerperal  cases  often  recover.  I  recall  a 
puerperal  case  where  there  was  a  large  amount  of  pus  in  the  pelvis. 
That  was  a  cellulitis,  although  I  know  that  I  am  considered  heretical 
in  saying  it.  She  has  had  a  baby  since.  I  have  operated  on  her 
since  for  hernia  and  I  know  that  both  appendages  are  well,  because 
I  looked  at  them.  She  had  four  ounces  of  pus  in  her  right  broad 
ligament,  which  I  let  out.  As  to  whether  in  subsequent  pregnancies 
hese  enlarged  tubes  contained  pus,  I  should  not  care  to  say  posi- 
tively. 

As  to  so-called  conservative  operations  on  the  appendages,  it  has 
always  been  my  desire  to  do  the  best  I  know  for  the  patient.  That  is 
true  conservatism.  I  have  saved  ovaries,  or  pieces  of  ovaries,  when 
possible,  especially  in  young  women  who  have  had  no  children. 

Dr.  Joseph  Price  :  I  stand  precisely  where  I  did  ten  years  ago, 
but  with  added  experience.  With  the  first  half  of  the  paper  I  agree, 
except  perhaps  in  regard  to  the  question  of  nutrition  before  and  after 
the  operation.  Authors  usually  lose  sight  of  the  fact  that  these  pa- 
tients come  to  them  suffering  from  impaired  nutrition  as  well  as  nerv- 
ous disturbances  due  to  long  disease.  It  is  surprising  how  nutrition 
improves  after  these  operations.  It  is  remarkable  that  more  severe 
mental  conditions  do  not  follow  these  operations,  for  we  have  the  nerv- 
ous phenomena  of  the  menopause  added  to  the  exhaustion  from  pro- 
longed suffering.  I  have  only  one  case  in  an  asylum  out  of  twenty- 
four  hundred  sections.  In  Dr.  Keith's  cases  the  history  shows  that 
it  was  the  delay,  suffering  and  anaemia  that  predisposed  to  insanity. 
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I  have  found  more  cases  of  insanity  following  labor  than  following 
abdominal  sections. 

In  hysterectomy  or  removal  of  uterine  appendages  in  young  women 
I  have  found  that  they  retained  all  the  attributes  of  refined  woman- 
hood, and  in  two  instances  of  musicians  the  voice  has  remained  as 
sweet  and  powerful  as  ever. 

In  regard  to  chronic  cases,  I  am  surprised  that  the  author  has  so 
decidedly  changed  his  position  from  that  which  he  held  ten  years  ago. 
I  also  feel  that  it  is  unfortunate  for  suffering  and  dying  women  that 
such  a  paper  be  published.  I  constantly  see  large  numbers  of  women 
dying  from  neglect. 

In  regard  to  absorption  of  fibroids,  I  have  never  known  a  fibroid 
to  disappear  except  when  I  made  it  disappear  myself  by  surgery. 

In  reply  to  Dr.  Noble's  allusion  to  post-puerperal  mortality,  I 
might  refer  to  the  closure  of  the  Queen  Charlotte  Maternity  Hospital 
on  account  of  post-puerperal  inflammatory  troubles.  In  four  deaths 
the  post-mortem  showed  acute  suppurative  trouble  of  the  tubes  and 
ovaries.    Other  cases  might  be  cited. 

Dr.  G.  Betton  Massey  :  The  opinions  advanced  by  the  author 
will  ring  throughout  the  medical  world.  They  answer  the  question 
why  so  much  attention  is  paid  to  abdominal  surgery  in  women  and 
so  little  in  men.  It  is  simply  a  fad  ;  worse  even — almost  a  crime — 
that  men  should  operate  for  diseases  so  rarely  followed  by  death  and 
which  might  often  be  cured  by  proper  treatment.  Dr.  Goodell's  large 
experience  makes  his  conclusions  on  these  subjects  very  valuable. 

In  several  cases  I  have  noticed  marked  increase  of  adipose  tissue, 
and,  while  pain  has  been  relieved,  there  has  been  loss  of  strength, 
changes  in  the  color  of  the  hair,  etc. 

Dr.  M.  Price  :  I  entirely  agree  with  Dr.  Goodell  as  to  leaving 
healthy  ovaries.  No  intelligent  surgeon  would  remove  a  healthy  ovary 
and  tube  unless  he  had  some  extraordinarily  good  reason  for  doing 
so.  We  must  do  what  is  demanded  that  the  patient  may  be  restored 
to  health  and  nothing  more.  I  am  surprised  that  Dr.  Noble  has  one 
treatment  for  one  kind  of  women  and  another  for  another  class.  If 
a  woman  has  had  several  children  she  has  no  need  of  ovaries.  What 
is  surgery  for  one  is  surgery  for  another. 

As  to  mental  condition,  I  have  yet  to  find  a  single  case  where  the 
woman  did  not  possess  as  much  mental  clearness  after  operation  as 
before.  On  the  contrary,  many  women  who  were  wrecks  before  the 
operation  are  now  pictures  of  womanly  health  and  beauty. 

I  agree  that  castration  may  change  the  degree  of  sexual  desire, 
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but  it  as  often  increases  as  diminishes  it.  [Dr.  Price  cited  two  cases 
where  the  sexual  appetite  was  markedly  increased  after  the  operation.] 

As  to  removal  of  the  appendages  producing  insanity,  I  believe 
that,  on  the  contrary,  in  properly  selected  cases  of  diseased  organs, 
together  with  disordered  mental  condition,  operation  will  restore 
many  to  sanity.  Where  insanity  comes  on  after  sexual  life  has  closed, 
I  believe  the  removal  of  the  appendages  will  do  little  if  any  good. 
We  must  select  our  cases  if  we  wish  to  do  good  in  insanity.  But  in 
the  sane  and  the  insane  I  believe  it  a  duty  to  remove  pus  tubes. 

Dr.  Andrew  F.  Currier  :  I  desire  to  thank  Dr.  Goodell  for  the 
broad  lines  on  which  he  has  treated  this  important  and  pressing  sub- 
ject. 

In  regard  to  the  effect  of  the  removal  of  the  appendages  from  the 
young,  I  differ  somewhat  from  the  writer.  Is  it  not  fair  to  study  the 
analogy  between  human  beings  and  the  lower  animals,  on  which  cas- 
tration is  so  frequently  performed  ?  In  their  cases,  of  course,  the 
operation  has  no  bearing  on  the  intellectual  side  of  the  question,  but 
we  must  admit  that  it  generally  results  in  physical  benefit. 

If  the  tubes  are  intact  and  the  ovaries  are  only  partly  diseased, 
most  agree  that  we  are  justified  in  attempting  to  save  one  or  both 
ovaries.  But  if  the  tubes  are  diseased  and  conditions  exist  suffi- 
ciently serious  to  warrant  opening  the  abdomen,  I  see  no  advantage  in 
retaining  either  tubes  or  ovaries. 

Dr.  Joseph  Hoffman  :  With  regard  to  the  sexual  effect  of  these 
operations,  I  think  all  who  study  their  cases  will  find  that  results  vary. 
Mr.  Tait  expressed  this  conclusion  some  years  ago.  I  believe  that  in 
many  cases  where  a  great  change  has  been  noticed  in  the  sexual  im- 
pulse, either  one  way  or  the  other,  this  has  probably  come  from  path- 
ological conditions  antecedent  to  the  operation. 

In  many  women  a  thorough  removal  of  the  tubes  and  ovaries  has 
been  made,  and  yet  menstruation  has  persisted.  Another  curious 
act  is,  the  flow  may  continue  and  yet  the  patient  exhibit  all  the  other 
signs  of  the  menopause. 

As  regards  pus  tubes  or  pus-destroyed  ovaries,  /  can  not  under- 
stand how  such  organs  can  retain  their  functions.  I  do  not  question 
the  correctness  of  the  observations  of  others. 

In  regard  to  the  danger  from  death,  in  saying  that  it  is  remote  we 
forget  the  experience  of  those  two  French  authors  to  whom  we  owe 
much  of  the  pathology  of  these  pelvic  inflammations.  Besides,  pus 
in  the  tubes  may  be  transmitted  to  the  kidneys,  lungs  and  other 
organs. 
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Dr.  Massey  forgets  that  men  are  operated  on  for  gallstones  and 
appendicitis,  so  that  the  thing  is  not  so  one-sided  after  all. 

Dr.  Charles  P.  Noble  :  I  have  done  the  conservative  operation 
in  the  sense  of  saving  somewhat  diseased  appendages.  There  have 
not  been  any  pregnancies  as  the  result,  but  I  am  watching  the  cases. 
A  few  years  ago  the  primary  mortality  was  too  great  to  make  such 
operations  justifiable.  In  reply  to  Dr.  M.  Price,  I  deal  differently 
with  different  patients  and  conditions.  If  the  woman  has  somewhat 
diseased  appendages  and  is  the  mother  of  a  family,  I  should  hesitate 
far  less  to  take  out  both  ovaries  than  if  she  were  a  young  woman 
without  family  and  desirous  of  having  children. 

As  to  whether  these  women  die,  I  have  this  year  seen  four  die. 
One  refused  operation,  two  others  had  been  neglected  and  the  third 
had  been  treated  with  electricity  without  operation.  I  am  sure  that 
ten  times  as  many  cases  die  as  those  who  have  not  looked  into  the 
matter  believe. 

Dr.  B.  F.  Baer  :  I  wish  to  thank  Dr.  Goodell  for  his  conservative 
paper  and  trust  it  will  do  good  in  preventing  unnecessary  operations. 
I  think  Dr.  Goodell  has  been  misunderstood  by  some  present,  for  I 
believe  he  advises  operation  where  there  is  decidedly  enlarging  tumor 
or  the  disease  is  undoubtedly  organic. 

In  cases  where  the  ovaries  and  tubes  are  adherent,  though  small, 
much  may  be  accomplished  by  rest  and  special  diet ;  especially  in 
cases  of  anaemia  and  exhaustion  of  the  nervous  system. 

In  cases  of  pus  in  either  tube  or  ovary  I  invariably  urge  operation, 
as  I  consider  it  the  only  means  of  cure. 

Regarding  the  question  of  removing  only  the  diseased  portions  of 
the  ovary  and  tube,  as  advocated  and  done  originally  by  Schroder 
and  more  recently  by  Polk  and  others,  I  wish  to  cite  a  case  showing 
the  value  of  such  conservatism. 

About  three  years  ago  Dr.  H.  placed  his  sister,  Mrs.  R.,  in  my 
charge.  She  was  thirty-two  years  of  age,  married  for  thirteen  years. 
Twelve  years  previously  she  had  a  miscarriage  at  the  third  month, 
followed  by  subinvolution  and  retroflexion  of  the  uterus;  from  which 
she  had  suffered  since  in  spite  of  treatment.  Not  pregnant  since. 
The  trouble  had  become  chronic,  and  she  was  practically  an  invalid. 
She  was  very  desirous  of  having  a  child.  On  examination,  I  found 
the  uterus  enlarged,  retroflexed  and  adherent  in  the  pouch  of  Douglas. 
The  ovaries  and  tubes  formed  hardened  masses  on  either  side  but 
were  not  enlarged.  The  adherent  ovaries,  tubes  and  uterus  could  be 
moved  as  one  body,  but  the  uterus  could  not  be  replaced.  I  expressed 
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the  belief  that  fertility  could  not  be  restored,  as  the  uterus  was  evi- 
dently fibrous.  I  advised  cceliotomy  for  the  purpose  of  breaking  up 
adhesions,  replacing  the  uterus  and  removing  the  diseased  appendages. 
Consent  was  given,  with  the  proviso  that  one  ovary  or  part  of  one 
should  be  left.  The  operation  was  done  February  23,  1891.  The 
uterus  and  appendages  were  so  covered  by  the  organized  false  mem- 
brane as  to  be  out  of  sight.  This  membrane  was  broken  through,  and 
by  great  effort  the  uterus  was  dissected  loose  and  brought  forward. 
The  left  ovary  and  tube  were  so  firmly  bound  to  the  posterior  surface 
of  the  broad  ligament  that  I  had  to  tear  them  piecemeal  from  their 
position.  A  ligature  was  placed  deeply  through  the  broad  ligament, 
and  the  shreddy  pedicle  ligated.  A  calcareous  mass  deeply  located 
among  the  adhesions  showed  the  chronicity  of  the  disease.  The  right 
appendages  were  similarly  diseased  and  were  also  in  shreds  when  dis- 
sected loose,  the  tube  being  torn  off  about  two  inches  from  the  uterus. 
As  I  was  about  to  remove  this  tube  and  ovary,  I  was  surprised  to 
have  the  patient's  brother,  Dr.  H.,  command  me  to  stop.  I  remon- 
strated, speaking  of  the  uselessness  and  danger  of  such  a  course,  but 
he  persisted,  in  compliance  with  his  sister's  wish.  Now  for  the  sequel : 
After  an  excellent  recovery,  in  fifteen  months  the  patient  had  a  healthy 
child  at  full  term. 

Dr.  J.  Price  :  As  long  as  the  tube  is  patulous  the  ovary  may  some- 
times be  saved.  I  have  given  the  subject  of  the  suppurative  forms  of 
pelvic  disease  considerable  study  and  have  operated  for  puriform 
disease  in  many  hospitals.  In  regard  to  cellulitis,  I  am  surprised  to 
hear  some  operators  advocating  the  old  method  of  puncture  and 
drainage.  Such  practice  is  timid  and  unsurgical.  The  mortality  in 
suppurative  forms  of  disease  is  thrice  lower  after  early  operation  than 
in  neglected  punctured  and  drained  cases. 

I  fear  this  paper  of  Dr.  Goodell's  will  cost  many  women  their 
lives  ;  and,  again,  it  will  increase  the  mortality  of  every  operator 
throughout  the  land  by  giving  us  a  large  number  of  eleventh-hour 
operations. 

Dr.  W.  Goodell  :  Dr.  Noble  says  that  he  has  never  had  a  case  in 
which  sexual  feeling  was  destroyed  by  castration.  So  I  thought 
about  my  own  case  until  years  had  elapsed  and  I  found  myself  mis- 
taken, just  as  Dr.  Noble  in  time  will  find  himself  mistaken.  I  have 
now  in  my  pocket  a  letter,  received  yesterday  from  a  physician,  ask- 
ing advice  about  a  patient  castrated  two  years  ago  by  a  friend  of 
mine.  In  it  he  says  that  his  patient  "abhors  sexual  intercourse  and 
is  in  a  pitiable  condition." 
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I  argued  in  my  paper  that,  since  large  fibroid  tumors  of  the  womb 
occasionally  spontaneously  melt  away  and  disappear,  the  septa  of  an 
occluded  tube  might  also  become  absorbed  and  the  tubal  lumen  re- 
open. Dr.  Price  cast  doubts  upon  this  fact,  and  said  that  he  had 
never  seen  a  fibroid  tumor  disappear.  But  many  other  gynaecologists 
have,  among  them  Mr.  Tait,  who  reports  several  cases  of  spontaneous 
absorption  or  of  rapid  absorption  and  total  disappearance  after 
merely  an  exploratory  incision.  I  also  have  seen  uterine  fibroids 
spontaneously  disappear,  and  I  have  had  one  case  occurring  at  my 
private  hospital  in  which,  after  an  exploratory  incision,  the  tumor, 
fully  as  large  as  a  child's  head  and  immovably  fixed  by  adhesions, 
rapidly  and  wholly  melted  away.  In  another  case  of  exploratory  in- 
cision performed  at  the  University  Hospital,  a  large  adherent  fibroid 
lessened  in  size  astonishingly  but  did  not  wholly  disappear.  Neither 
is  the  integrity  of  the  pavilion  of  the  tube  necessary  for  conception, 
as  some  of  Dr.  Polk's  cases  positively  prove. 

To  show  the  large  natural  mortality  of  chronic  disease  of  the  ap- 
pendages which  I  disputed  Dr.  Noble  gave  only  three  fatal  cases, 
and  Dr.  Price  not  many  more,  out  of  the  hundreds  of  cases  which 
they  had  met  with.  But  the  latter  gentleman  adduced  as  an  argu- 
ment the  closure  of  Queen  Charlotte's  Hospital  on  account  of  a  fatal 
epidemic  of  puerperal  disease.  Now,  I  can  not  see  what  bearing  this 
fact  has  on  the  question  at  issue.  My  paper  acknowledged  the  high 
death-rate  of  acute  salpingitis  and  it  dealt  only  with  those  cases 
which  had  become  chronic,  while  those  in  Queen  Charlotte's  Hospital 
were  acute  cases  of  puerperal  salpingitis  which  is  an  extremely  fatal 
disorder. 

There  is  no  question,  as  one  gentleman  contended,  that  some  cases 
after  castration  have  increased  sexual  desire.  I  admitted  this  in  my 
paper  but  I  also  said  that  it  was  of  brief  existence,  usually  ceasing 
after  a  few  months. 

While  I  have  had,  in  common  with  other  operators,  insanity  fol- 
low castration,  yet  I  also  have  cured  insanity  by  the  removal  of  the 
Ovaries,  and  I  mention  the  cases  in  which  it  should  be  resorted  to. 
In  carefully  selected  cases  I  also  have  cured  epilepsy.  One  case 
never  had  a  fit  after  her  healthy  ovaries  were  removed.  But  in  these 
cases  the  attacks  were  limited  to  the  monthly  periods.  It  is  in  men- 
strual insanity  and  in  menstrual  epilepsy  that  castration  cures. 

Reference  has  been  made  to  the  continuance  of  menstruation 
after  the  removal  of  the  ovaries.  This  I  have  repeatedly  seen,  but  in 
my  experience  this  metrostaxis  usually  ceases  within  the  year.  In 
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one  of  my  cases,  however,  it  lasted  three  years  as  a  menorrhagia  and 
then  wholly  ceased  long  before  the  climacteric  age. 

Dr.  Hoffman  asks  how  it  is  possible  for  an  ovary  crippled  by  an 
abscess  to  develop  ova.  But  any  organ  may  be  diseased  and  yet  have 
a  portion  sufficiently  healthy  to  carry  on  its  functions.  I  exhibited 
in  this  hall  a  very  large  cyst  of  the  kidney  which  I  had  successfully 
removed,  and  although  the  cyst  was  much  larger  than  the  adult  head 
there  was  left  a  small  portion  of  healthy  renal  tissue.  It  appears  that 
a  very  small  portion  of  healthy  ovarian  tissue  is  sufficient  to  form  and 
cast  off  healthy  ova.  Atlee's  two  remarkable  cases,  referred  to  in  my 
paper,  are  in  point.  In  each  one  an  ovary  had  been  removed  years 
before,  then  the  remaining  ovary  became  cystic  and  had  to  be  tapped  ; 
yet  after  these  operations  conception  and  pregnancy  took  place. 
After  parturition  the  cystic  ovary  was  removed.  I  also  adduced 
Robertson's  case  in  which  he  removed  both  ovaries,  yet  he  must  have 
left  unwittingly,  as  he  says,  a  small  piece  of  ovarian  tissue  in  one 
stump,  for  the  woman  subsequently  became  pregnant. 

With  reference  to  the  use  of  salts  to  clear  up  a  diagnosis,  I  am  in 
accord  with  Dr.  M.  Price.  But  my  cases  of  pregnancy  after  disease 
of  both  appendages  were  long  under  observation  and  had  been  re- 
peatedly purged,  so  that  I  could  not  have  mistaken  hardened  faeces 
for  tubal  disease.  Besides,  they  had  all  the  subjective  symptoms  of 
diseased  tubes,  which  can  not  be  said  of  any  case  of  hardened  faeces. 
But  why  need  any  doubt  be  cast  upon  the  accuracy  of  my  diagnosis, 
since  Dr.  Baer  related  his  most  remarkable  and  unimpeachable  case 
of  pregnancy  in  a  woman  whose  diseased  and  greatly  damaged  ap- 
pendages he  had  seen  and  handled  before  her  conception  ?  His  case 
throws  into  the  shade  every  one  that  I  have  adduced  to  prove  that 
diseased  ovaries  may  secrete  healthy  ova  and  that  occluded  tubes 
may  reopen  and  permit  the  ova  to  descend  into  the  womb. 

Nor  am  I  carried  away  and  led  astray,  as  has  been  intimated,  by 
emotion  or  by  sentiment  in  endeavoring  to  save  the  uterine  append- 
ages. I  know  their  value  and,  when  they  are  not  greatly  diseased,  I 
try  to  save  them.  I  am  not  always  successful  in  this  and  I  frequently 
have  to  perform  the  radical  operation  ;  but  I  do  it  always  with  great 
regret,  for  ovaries  once  removed  can  never  be  replaced. 

It  has  been  retorted  on  me  that  I  have  changed  my  views  from 
those  expressed  by  me  in  this  hall  years  ago.  I  acknowledge  the 
impeachment,  but  I  hope  that  I  am  not  yet  too  old  to  learn  nor  too 
old  to  unlearn. 
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Abstract  of  a  paper  entitled 

SURGICAL  SHOCK. 
By  Charles  P.  Noble,  M.  D. 

The  author  defines  shock  as  "  a  condition  of  the  body  which  is 
characterized  by  feebleness  and  rapidity  of  action  of  the  heart,  by 
the  shallowness  and  frequency  of  respiration,  by  the  lowering  of  the 
temperature  of  the  body  and  by  the  lessened  activity  of  most  of  its 
functions.  Intellection,  digestion  and  the  secretion  of  urine  all  are 
more  or  less  in  abeyance.  It  is  probable,  also,  that  the  processes  of 
assimilation  and  metabolism  are  profoundly  interfered  with.  Per- 
spiration is  usually  free,  the  body  being  covered  with  a  cold  clammy 
sweat.  This,  however,  is  due  not  to  the  increased  activity  of  the 
sweat  glands,  but  rather  to  an  arrest  of  the  activity  of  their  cells,  so 
that  they  simply  act  as  strainers  for  the  watery  part  of  the  blood  to 
pass  through  them." 

Injuries  to  special  parts  of  the  body  are  liable  to  produce  shock — 
viz.,  the  testicle  and  urethra  in  the  male,  the  ovary  in  the  female  and 
the  abdominal  viscera.  Among  the  most  prominent  symptoms  of 
shock  are  rapid  and  feeble  heart  action,  contraction  of  the  capillary 
vessels,  slow,  shallow  respiration  and  subnormal  temperature. 

Treatment  of  Shock. — The  indications  are  to  counteract  these  con- 
ditions. 

First,  preve?itive  treatment  of  shock.  It  may  be  either  avoided 
or  lessened  in  degree,  except  in  emergency  cases  and  when  the 
progress  of  a  disease  is  rapidly  downward.  Preparatory  to  operation, 
the  patient's  bowels,  skin  and  kidneys  should  be  regulated  by  mild 
cathartics,  baths  and  the  free  ingestion  of  water.  Cheerfulness  should 
be  encouraged.  At  the  time  of  operation  the  temperature  of  the 
room  should  be  from  75 °  to  85 0  F.  and  the  patient  wrapped  in  blan- 
kets ;  the  use  of  wet  towels  or  gauze  about  the  patient  'avoided,  as 
evaporation  from  them  abstracts  vital  heat.  Cautious  administration 
of  the  anaesthetic  and  the  prevention,  as  far  as  possible,  of  haemor- 
rhage and  rough  handling  of  the  abdominal  viscera  are  of  great  im- 
portance. Attention  to  these  details  in  protracted  operations  is 
important  as  a  preventive  of  shock. 

The  active  treat?nent  of  shock  consists  in  the  application  of  heat  to 
the  body,  stimulation  of  the  heart  and  respiratory  centers  and  the 
dilatation  of  the  capillary  vessels,  until  reaction  shall  occur.  At  the 
24 
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commencement  of  shock  he  advises  the  hypodermic  injection  of  one 
fifteenth  of  a  grain  of  sulphate  of  strychnia  and  one  fiftieth  of  a 
grain  of  digitalin,  the  dose  of  strychnine  to  be  repeated  every  fif- 
teen minutes  until  one  fifth  of  a  grain  has  been  given.  If  improve- 
ment does  not  occur  promptly  or  if  the  shock  is  profound,  one  hun- 
dredth of  a  grain  of  sulphate  of  atropia  and  two  or  three  minims 
of  a  one-per-cent.  aqueous  solution  of  nitroglycerin  may  be  given 
hypodermically,  and  three  to  six  grains  of  citrate  of  caffeine  may  be 
administered  in  addition.  Hot  water  may  be  poured  into  the  peri- 
toneal cavity  if  open.  Enemata  of  hot  beef  tea  and  whisky  may  be 
given  ;  more  serviceable  after  the  operation,  as  they  may,  by  distend- 
ing the  colon,  interfere  with  the  operation.  He  also  uses  morphine 
in  eighth-of-a-grain  doses  if  the  patient  complains  of  pain.  When 
shock  is  marked,  yet  not  so  profound  as  to  be  alarming,  within  half 
an  hour  strychnine  may  be  pushed  to  one  fifth  of  a  grain,  atropine  to 
one  fiftieth  of  a  grain,  digitalin  to  one  twenty-fifth  of  a  grain,  caffeine 
to  five  grains  or  more  and  nitroglycerin  to  one  fiftieth  of  a  grain. 
Dry  heat  is  to  be  continued  throughout.  He  says  :  "In  a  marked 
case  it  is  my  habit  to  give  the  following  order  :  To  give  hypoder- 
mically sulphate  of  strychnia  one  thirtieth  of  a  grain,  one  hour  ;  tinc- 
ture of  digitalis  fifteen  drops,  with  one  fiftieth  of  a  grain  of  nitro- 
glycerin, the  next  hour;  three  grains  of  citrate  of  caffeine  the  third 
hour  ;  and  an  enema  of  whisky  two  ounces,  and  beef  tea  six  ounces, 
the  fourth  hour.  This  order  I  have  had  carried  out  many  times  for 
twenty-four,  forty-eight  and  even  seventy-two  hours." 

Diet  in  Shock. — Immediately  after  the  operation  hot  black  coffee 
or  beef  tea  may  be  given  in  small  quantities.  When  the  stomach  be- 
comes more  retentive,  peptonized  milk,  broths,  eggnogs  and  punches 
may  be  given.  The  food  should  be  administered  in  small  quantities 
and  often.  Under  ordinary  conditions  after  a  coeliotomy  unaccom- 
panied by  shock  no  food  is  given  for  from  thirty-six  to  forty-eight 
hours,  but  with  shock  it  is  desirable  to  administer  nourishment  as 
early  as  feasible. 

Shock  lasts  from  one  to  three  days  and  may  extend  to  six,  the 
patient  being  in  a  state  of  pronounced  asthenia.  It  can  be  relieved 
only  by  alimentation,  the  use  of  nerve  and  heart  stimulants.  Inhala- 
tion of  oxygen  is  often  of  service  in  these  protracted  cases. 

Discussion. 

Dr.  ANDREW  F.  Currier  of  New  York  :  One  of  the  conditions 
which  is  laid  down  as  a  predisposing  cause  of  shock  is  primary  haemor- 
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rhage,  but  I  think  the  importance  of  this  is  often  overestimated. 
When  we  realize  that  the  volume  of  blood  in  the  body,  most  of  which 
is  circulating  in  the  vessels,  is  ten  per  cent,  of  the  weight  of  the  body, 
it  must  seem  unreasonable  that  the  loss  of  a  few  ounces  would  in  it- 
self prove  serious  ;  the  cases  being  rare  indeed  in  which  the  haemor- 
rhage can  not  be  controlled  before  a  very  large  quantity  of  blood  has 
been  lost.  Therefore  it  seems  to  me  that  loss  of  blood  per  se  is 
not  in  most  cases  a  cause  of  profound  shock.  There  is,  however, 
a  form  of  haemorrhage  which  is  a  serious  cause  of  shock  and  fre- 
quently, or  relatively  frequently,  a  cause  of  death  ;  I  refer  to  what 
is  called  passive  haemorrhage.  It  is  easy  to  understand  why  pa- 
tients in  whom  oozing  of  blood  continues  for  twenty-four  or  forty- 
eight  hours  or  even  longer,  with  the  associated  conditions,  do  not  get 
well. 

The  condition  of  anaemia  and  sepsis — and  I  think  that  anaemia 
may  be  used  in  a  broad  sense  so  as  to  include  conditions  of  sepsis — 
is  certainly  predisposing  to  serious  shock,  and  it  is  this  class  of  cases, 
I  take  it,  to  which  Dr.  Noble  alluded  as  those  in  which  sufficient  time 
should  be  given  for  preparation  ;  but  there  are  cases  of  this  kind  in 
which  the  conditions  never  become  favorable  for  doing  a  serious  and 
prolonged  operation,  and  if  we  determine  upon  operation  the  question 
of  shock  becomes  an  important  matter.  There  is  a  means  of  treat- 
ment which  was  not  referred  to  in  the  paper  which,  it  seems  to  me, 
has  an  important  bearing  in  lessening  shock.  I  refer  to  the  use  of  the 
Trendelenburg  position.  I  know  that  in  Philadelphia  it  is  not  favored 
to  the  same  extent  that  it  is  in  New  York  but,  if  I  may  be  allowed  to 
express  a  personal  opinion,  I  certainly  feel  that  in  the  experience 
which  I  have  had  my  results  have  been  better  than  before  this  means 
was  used  ;  not  that  I  believe  that  all  cases  in  which  abdominal  section 
is  done  should,  of  necessity,  be  treated  in  this  position.  Large  ab- 
dominal tumors  seldom  require  it,  but  I  rarely  do  a  pelvic  operation 
without  taking  advantage  of  this  position. 

I  believe  that  there  are  many  cases  in  which  serious  and  even 
fatal  complications  arise  from  the  careless  use  of  wet  towels  upon  the 
patient's  body.  I  have  thought  that  I  could  trace  one  or  two  cases 
of  pneumonia  and  pleurisy  to  want  of  proper  care  in  the  use  of  these 
measures. 

The  recommendation  which  was  made  in  regard  to  the  use  of 
heart  stimulants  suggested  to  my  mind  the  possibility  that  in  the  use 
of  so  many  drugs  we  might  overstep  the  bounds  of  prudence.  I  have 
used  all  these  drugs  that  have  been  recommended,  and  it  has  been  a 
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very  difficult  question  for  me  to  decide  whether  any  of  the  good  re- 
sults which  have  followed  have  been  post  hoc  or  propter  hoc. 

The  use  of  oxygen,  which  was  recommended,  is  to  me  a  very  de- 
sirable method  of  treatment,  and  I  have  in  the  last  two  or  three  years 
had  occasion  to  use  it  in  a  number  of  cases  in  which  the  results 
seemed  to  be  very  satisfactory.  I  think  that  if  the  element  sepsis  per- 
tains to  the  case,  the  free  use  of  the  oxygen,  commenced  almost  as  soon 
as  the  operation  is  concluded,  will  enable  us  to  avoid  some  of  the 
complications  which  we  often  see. 

Reference  has  been  made  to  those  cases  in  which  the  condition  of 
shock  seems  to  be  prolonged  for  several  days.    I  would  suggest  that 
possibly,  these  are  not  cases  of  shock  but  cases  in  which  sepsis  is 
present  before  operation  and  manifests  itself  in  all  its  virulence  in 
the  course  of  the  subsequent  treatment. 

Dr.  William  Goodell  :  I  wish  merely  to  allude  to  one  method 
of  preventing  shock,  and  that  is  not  to  pinch  the  ovary  in  its  removal. 
I  have  repeatedly  seen  the  pulse  suddenly  fall  when  the  ovary  has 
been  caught  with  forceps.  One  can  readily  see  how  compression  of 
such  a  sensitive  and  tender  organ  may  have  that  effect. 

I  use  nitroglycerin  with  digitalis  in  the  way  that  he  has  men- 
tioned, but  I  put  more  faith  in  strychnine  than  in  any  other  drug.  .  .  . 
Where  the  stomach  is  irritable  in  shock  I  rely  upon  alimentation  by 
the  bowel. 

I  fully  agree  with  the  objection  to  the  use  of  cold  wet  cloths,  but 
if  the  cloths  are  kept  hot  and  frequently  changed  I  think  that  they 
can  be  used  with  benefit.  I  prefer  them  to  the  dry  cloths,  which  can 
not  be  kept  hot. 

Dr.  W.  Easterly  Ashton  :  It  is  my  custom  to  take  at  least  a 
week  for  preparing  patients  for  abdominal  operations,  barring,  of 
course,  emergency  cases.  During  that  time  I  rely  almost  entirely 
upon  the  daily  use  of  strychnine  as  a  preventive  of  shock.  I  at  once 
put  the  patient  on  the  hypodermic  use  of  a  fifteenth  of  a  grain  of  the 
drug  three  times  a  day.  Since  adopting  the  plan  I  have  had  practi- 
cally no  shock  even  in  severe  operations.  I  believe  that  strychnine 
acts  as  a  cardiac  stimulant  and  that  it  has  a  marked  effect  in  reduc- 
ing the  number  of  cases  of  shock. 

It  seems  to  me  that  the  rapidity  of  operation  has  a  great  deal  to 
do  in  the  prevention  of  this  grave  surgical  condition.  I  do  not  agree 
with  Dr.  Goodell  that  it  is  easier  to  sterilize  wet  cloths  than  dry 
cloths.  Personally,  I  do  not  believe  in  the  use  around  the  seat  of 
the  operation  of  anything  that  has  a  chemical  upon  it.    I  rely  entirely 
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upon  sterilization  by  heat.  We  can  be  infinitely  more  certain  of  our 
towels  being  sterile  if  we  use  steam  than  if  we  soak  them  in  an  anti- 
septic— as,  for  example,  the  acid  solution  of  mercury.  By  sterilizing 
with  steam  we  get  rid  of  the  rapid  evaporation  of  moisture  about  the 
patient. 

With  reference  to  the  heat  of  the  room.  That  is  an  important 
point ;  it  should  not  be  over  8o°.  I  have  seen  on  several  occasions 
the  patient  profoundly  shocked  from  having  the  heat  too  high.  Every 
one  in  the  room  has  been  covered  with  large  beads  of  perspiration 
and  the  patient  in  the  same  condition. 

Dr.  Joseph  Hoffman  :  So  far  as  medication  is  concerned  in  the 
prevention  of  shock,  I  think  that  those  gentlemen  are  nearly  right  who 
question  the  use  of  certain  drugs,  as  strychnine  and  digitalis,  on  ac- 
count of  their  mode  of  action.  We  all  know  that  digitalis  and 
strychnine  are  both  slow-acting  drugs.  If  we  wish  to  prevent  shock 
the  stand  that  Dr.  Ashton  takes  is  a  sensible  one,  and  I  think  we  will 
reach  the  real  scope  and  applicability  of  strychnine  and  digitalis  by 
administering  them  for  some  days  previous  to  operation. 

There  are  also  drugs  which  can  be  applied  sensibly  at  the  time  of 
operation.  These  are  nitrite  of  amyl  and  nitroglycerin.  Nitrite  of 
amyl  will'  prevent  shock  and  nitroglycerin  is  its  sister,  but  it  is,  per- 
haps, a  more  dangerous  drug  in  a  very  weak  patient. 

Another  drug  which  we  find  slightingly  passed  by,  but  which  is 
rather  quick  in  its  action,  is  atropine.  Atropine  will  bring  up  the  con- 
dition of  the  patient  from  one  of  almost  absolutely  clammy  inaction 
to  a  certain  amount  of  color,  drying  the  skin  and  producing  more  or 
less  increase  in  the  heart  action. 

Last  but  not  least,  in  patients  who  are  very  weak  or  who  have  lost 
a  great  deal  of  blood,  shock  is  often  obviated  by  flushing  with  very 
hot  water  and  allowing  it  to  remain.  The  absorption  of  the  water 
and  the  action  of  the  heat  on  the  solar  plexus  are  certainly  of  great 
benefit. 

Dr.  Joseph  Price  :  We  might  easily  classify  our  surgery  of  the 
present  day  as  acute  and  chronic,  slow  and  rapid.  Before  the  days 
of  anaesthesia  surgery  was  commonly  done  with  a  dash  and  precision, 
and  we  still  have  in  our  midst  a  few  of  the  old  school  of  rapid  sur- 
geons and  in  their  work  we  rarely  find  shock.  While  Agnew  was  not 
a  very  rapid  operator  he  lost  but  little  time,  and  shock  in  his  hands 
was  exceptional.  In  Dr.  Thomas  Morton's  hands  shock  is  scarcely 
known.  At  the  present  day  we  have  a  great  deal  of  what  we  may  call 
chronic  surgery.    Some  begin  at  eleven  o'clock  and  end  at  three.  I 
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have  known  operators  to  stick  to  it  six  hours.  I  am  surprised  that 
so  many  of  these  patients  ever  react  or  get  off  the  operating  table. 
Keith  alludes  to  two  or  more  cases  operated  on  before  the  class  where 
the  pulse  disappeared  when  the  patients  were  in  the  corridor  on  the 
way  back  to  their  rooms.  Keith  is  one  of  the  most  dexterous  surgeons 
that  I  know  of,  and  the  difficulty  probably  was  that  the  patients  were 
anaesthetized  in  a  side  room  and  time  was  lost  in  getting  them  to  the 
clinic  and  from  it.  At  present  shock  is  simply  unknown.  What  is 
sometimes  called  shock  is  simply  waterlogging  with  an  anaesthetic.  I 
make  it  a  rule  to  have  everything  ready  before  the  ether  towel  goes  to 
the  patient's  face.  Just  here  I  may  allude  to  how  much  haemorrhage 
influences  shock.  I  am  satisfied  that  many  of  the  deaths  attributed 
to  shock  are  due  to  accidents  in  the  operation,  such  as  haemorrhage 
or  tying  of  one  or  both  ureters  in  hysterectomy  both  vaginal  and 
supravaginal.  Pozzi  calls  attention  to  this.  In  ruptured  tubal  preg- 
nancy we  have  a  condition  which  is  due  to  something  more  than  the 
loss  of  blood.  The  quantity  may  be  small,  so  that  we  may  say  that 
there  is  an  element  of  shock  due  to  the  presence  of  the  blood  or  to 
the  rupture.  The  haemorrhage  is  not  sufficient  to  explain  the  alarm- 
ing symptoms  and  speedy  death. 

With  regard  to  the  use  of  heat  and  moisture,  the  practice  of  using 
wet  gauze  placed  on  dry  towels  overcomes  the  objection  of  applying 
the  wet  cloths  to  the  patient's  body. 

A  word  in  regard  to  the  severe  forms  of  disease,  the  cases  of  sepsis 
alluded  to.  There  is  surely  something  decidedly  faulty  in  a  man's 
technique  who  loses  a  case  on  the  fifth  or  sixth  day  from  sepsis.  The 
condition  of  affairs  that  follows  drainage  and  irrigation  is  that  of  clean 
tongue,  slow  pulse  and  cool  skin,  and  I  insist  that  the  surgeons  who 
practice  such  toilet  rarely  have  cases  of  sepsis.  All  such  cases  can  be 
saved  by  good  surgery,  irrigation  and  drainage. 

I  should  like  to  refer  to  the  use  of  opium  before,  during  or  after 
operation.  I  insist  that  it  is  thrice  harmful,  first,  last  and  all  the  time. 
I  see  nothing  but  mischief  and  harm  come  from  its  use. 

Dr.  G.  I.  McKelway  :  I  wish  to  say  a  word  about  strychnine, 
which  has  been  referred  to  as  a  slow-acting  drug.  I  think  that  if 
strychnine  be  given  hypodcrmically  in  sufficient  doses  to  have  an  effect 
it  will  show  that  effect  in  thirty  seconds.  I  have  noticed  this  a  num- 
ber of  times.  The  hypodermic  injection  of  one  fifth  or  one  tenth  of 
a  grain  of  strychnine  is  followed  by  an  increase  in  the  force  of  the 
pulse  in  thirty  seconds. 

Dr.  Noble  speaks  of  giving  a  fifth  of  a  grain  in  twenty-four  hours. 
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I  have  on  one  occasion  given  a  grain  and  five  eighths  in  twenty-four 
hours,  hypodermically.  The  woman  is  living  to-day,  and  I  do  not 
believe  that  she  would  have  been  living  without  it.  I  saw  another 
case  in  which  the  surgeon  used  a  grain  and  three  eighths  in  twenty- 
four  hours,  and  the  patient  is  living,  I  believe,  in  consequence  of  this 
use  of  strychnine. 

I  do  not  believe  that  atropine  alone  is  very  helpful  in  shock.  It 
will  dry  the  skin  and  contract  the  capillaries  everywhere,  but  any  one 
who  relies  on  it  alone  and  gives  excessive  doses  will  find  its  incon- 
veniences and  dangers  greater  than  those  from  large  quantities  of 
strychnine. 

Dr.  Price  spoke  of  the  element  of  time  in  operation.  I  agree  with 
him  in  that,  yet  I  do  not  believe  that  because  an  operation  is  a  short 
one  we  will  have  no  shock.  Other  things  being  equal,  we  will  all 
agree  that  rapid  operating  is  best  for  the  patient. 

Dr.  Charles  P.  Noble  :  As  to  primary  haemorrhage  as  a  cause 
of  shock,  I  have  seen  very  little.  In  my  work  there  have  been  only 
two  or  three  haemorrhages  that  amounted  to  anything,  so  that  I  have 
not  had  a  chance  to  know  what  haemorrhage  has  to  do  with  shock. 
I  think  that  I  have  had  four  cases  of  passive  haemorrhage  in  some  two 
hundred  abdominal  cases.  Three  of  these  I  did  not  open  ;  two  got 
well  and  the  other  died.  In  the  fourth  case  I  opened  the  abdomen 
and  washed  it  out,  and  she  got  well.  If  I  had  another  such  case  I 
should  open  promptly.  I  think  that  is  the  secret  of  success.  The 
patients  die  from  the  slow  oozing  of  blood  or  from  sepsis. 

Whether  or  not  we  can  ever  stimulate  is  a  question  that  has  agi- 
tated me  a  good  many  times.  I  have  always  used  stimulants  (except 
alcohol)  hypodermically,  for  the  stomach  is  unreliable  when  the  vi- 
tality is  at  a  low  ebb.  Where  the  drugs  are  used  hypodermically  and 
the  effect  is  watched  by  a  careful  man  or  a  well-trained  nurse,  I  have 
never  been  able  to  see  any  bad  effect.  I  have  used  the  order  which 
I  have  mentioned  dozens  of  times  and  have  never  been  able  to  see 
any  ill  consequences.  Therefore  from  my  present  standpoint  I  am 
inclined  to  continue. 

The  point  raised  by  Dr.  Currier  as  to  these  cases  being  septic,  in 
which  case  shock  keeps  up  for  some  days,  I  think  is  well  taken.  So 
far  as  I  remember,  I  have  had  two  patients  who  died  on  the  sixth 
day,  where  I  could  see  no  reasonable  cause  of  death  except  shock  ; 
the  post-mortem  showed  no  cause  of  death  in  one  case,  while  in  the 
other  I  could  not  secure  an  autopsy.  I  do  not  think  that  these  cases 
were  septic.    In  other  cases  where  the  shock  has  lasted  several  days 
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recovery  has  occurred.  While  sepsis  may  play  a  part  in  some  cases, 
I  do  not  think  that  it  is  the  explanation  in  all.  I  am  inclined  to  think 
that  in  some  it  does  play  a  part.  Those  cases  which  are  most  apt  to 
have  shock  are  those  in  which  a  little  debris  is  liable  to  be  left — pus 
cases  that  have  been  very  sick  and  where  you  have  to  tear  out  the 
appendages.  A  little  debris  remains,  no  matter  how  carefully  you  irri- 
gate, and  this  does  cause  some  sepsis. 

Now,  as  to  the  heat  of  the  room,  I  think  that  8o°  is  a  pretty  good 
maximum.    I  would  rather  have  it  8o°  than  700. 

I  do  not  myself  like  antiseptics  about  the  field  of  operation.  Car- 
bolic acid  irritates  the  skin  and  the  bichloride  spoils  the  instruments. 
I  am  perfectly  satisfied  to  use  towels  sterilized  by  the  Arnold  ster- 
ilizer. I  think  that  heat  is  a  more  reliable  germicide  than  chemicals 
are. 

I  was  glad  to  hear  what  Dr.  McKelway  said  about  strychnine.  I 
do  not  feel  the  pulse  myself  but  the  anaesthetist  will  tell  me,  a  few 
seconds  after  a  dose  of  strychnine  is  given,  that  the  pulse  is  better. 
In  the  physiological  laboratory  both  strychnine  and  digitalis  act 
rapidly — so  much  so  that  Dr.  Wood  recommends  digitalis  and  strych- 
nine for  the  collapse  from  ether.  If  there  is  any  place  where  we 
should  have  a  drug  that  acts  quickly  it  is  under  such  circumstances. 
If  they  will  do  it  in  the  physiological  laboratory,  I  think  that  they 
will  do  it  on  the  operating  table. 

And  now  concerning  rapid  and  slow  operating  :  I  believe  as 
strongly  as  anybody  that  we  should  not  waste  time.  A  well-organized 
operation  is  as  important  as  any  other  point  in  technique.  The  sur- 
geon should  wait  upon  the  patient,  rather  than  the  patient  upon  the 
surgeon.  The  plan  of  letting  the  patient  go  to  sleep  and  be  kept 
waiting  for  the  surgeon  is  very  reprehensible.  After  you  begin  an 
operation  my  judgment  is  that  great  hurry  is  a  mistake.  Every  day 
I  operate  more  slowly  and  every  month  my  results  are  better.  I 
average  thirty-three  per  cent,  longer  in  operating  than  I  did  two 
years  ago.  I  was  surprised  myself  to  see  how  much  longer  I  took. 
Whereas,  in  my  first  hundred  cases  I  lost  seventeen  per  cent.,  in  my 
last  hundred  and  eighteen  cases  I  lost  four  per  cent.  The  question 
of  time  is  but  a  small  part ;  the  question  is  what  you  are  doing  in  that 
time.  It  is  better  to  spend  fifteen  or  twenty  minutes  longer  and  be 
sure  that  everything  has  been  properly  done,  than  to  work  rapidly  and 
have  an  incomplete  operation. 
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SPECIMEN  OF  TUBAL  PREGNANCY,  THREE  MONTHS. 
By  L.  J.  Hammond,  M.  D.,  Philadelphia. 

The  specimen  I  here  show  you  is  a  three  months'  tubal  pregnancy 
removed  to-day  from  a  patient  of  Dr.  Jump's.  She  is  a  mulatto,  forty 
years  of  age,  in  every  way  well  developed.  This  was  her  sixth  preg- 
nancy. The  two  previous  to  this  were  miscarriages.  Ever  since  the 
last  miscarriage  fourteen  months  ago  she  has  suffered  with  pelvic 
pains  on  the  right  side.  When  she  became  pregnant  the  pains  did  not 
seem  to  have  increased  until  last  Friday,  when  she  was  obliged  to  go 
to  bed  with  severe  pain  in  the  back.  The  same  night  a  slight  bloody 
discharge  from  the  vagina  alarmed  her,  and  on  Saturday  her  physician 
was  called  in.  At  this  time  her  condition  did  not  seem  alarming  and 
free  depletion  relieved  her  somewhat.  On  Monday  she  again  suffered 
another  attack  of  severe  pain,  with  rapid  pulse,  marked  tenderness 
over  the  abdomen  and  free  discharge  from  the  vagina.  Again  she 
improved  until  Tuesday,  when  the  intense  pain,  rapid  pulse  (150)  and 
slow  respiration  alarmed  her  attendant,  and  on  Wednesday,  when  I 
saw  her  with  him,  she  was  in  a  condition  of  collapse.  Yawning, 
bloodless  condition  of  the  mucous  membrane  of  the  eyelids  and  lips, 
marked  distention  of  the  abdomen  and  on  vaginal  examination  a  large 
bulging  mass  which  could  be  felt  filling  the  pelvis  on  the  right  side. 
Uterus  pushed  over  to  the  left,  some  bleeding  from  the  vagina  and 
feeble  rapid  pulse.  The  diagnosis  of  ruptured  tubal  pregnancy  was, 
of  course,  easily  made  in  this  case.   Immediate  operation  was  advised. 

Operation. — Abdomen  full  of  blood  which  gushed  from  the  small 
incision  by  the  quart.  A  hurried  search  for  the  bleeding  point  was 
made,  and  this  large  placental  mass  inclosing  the  fcetus,  which  can  be 
seen  through  its  unbroken  membrane,  was  found  high  up  on  the  right 
side.  In  other  words,  it  was  floating  in  blood.  There  were  no  adhe- 
sions except  some  placental  attachments  to  the  side  of  the  uterus, 
which  were  very  annoying  from  their  oozing.  So  great  was  the  bleed- 
ing from  this  source  that  I  was  obliged  to  reopen  the  incision  a  few 
moments  later,  when  I  succeeded  in  controlling  it  with  pressure  and 
hot  water.  The  rupture  evidently  occurred  on  Monday,  and  the 
slowness  of  the  haemorrhage  may  have  been  due  to  the  position  of  the 
rupture  which,  as  you  see  by  the  specimen,  is  posteriorly,  as  the  per- 
foration in  this  position  would  be  most  likely  clogged  by  its  contact 
with  the  pelvic  structures. 
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THE  INFLUENCE  OF  PREJUDICE  AND  CRITICISM  ON 
THE  PROGRESS  OF  GYNECOLOGY. 

By  W.  Japp  Sinclair,  M.  R.  C.  P., 

Physician  to  the  Manchester  Southern  Hospital  for  Diseases  of  Women  and  Children. 

[The  following  is  a  condensation  rather  than  an  abstract  of  a 
presidential  address  delivered  before  the  North  of  England  Gynaeco- 
logical and  Obstetrical  Society  at  Sheffield  and  published  in  the 
Sheffield  Medical  Journal  nine  months  ago.  It  is  so  well  considered 
in  its  subject-matter  and  is  so  timely  in  its  application,  that  we  would 
gladly  republish  it  in  full  did  our  space  permit.  In  spite  of  the 
length  of  time  elapsed  since  its  publication,  we  have  been  unable  to 
find  more  than  a  passing  notice  of  it  in  any  journal  in  this  country.] 

To  every  one  who  has  engaged  in  the  special  study  and  practice 
of  gynaecology  and  cognate  subjects  and  who  at  the  same  time  has 
kept  alive  to  the  contemporary  progress  made  in  other  fields  of  med- 
ical science,  it  must  have  occurred  at  some  time  or  other  that  the  bias 
produced  by  emotion  has  a  more  powerful  influence  in  gynaecological 
discussions  than  in  the  controversies  which  mark  progress  in  most 
other  departments  of  medical  knowledge.  .  .  . 

It  may  not  be  unprofitable  to  make  some  observations  on  its 
methods,  its  cause  and  its  consequences.  .  .  . 

And  first  of  all  for  some  sort  of  definition  of  my  terms. 

By  prejudice  in  this  relationship  I  mean  that  mental  condition, 
partly  inherited,  partly  acquired,  which  renders  us  almost  or  alto- 
gether impervious  to  new  ideas  and  new  knowledge,  or  makes  us  re- 
ceive it  through  such  refracting  media  that  we  see  it  as  it  is  not.  The 
outcome  in  action  of  such  a  frame  of  mind  is  either  to  ignore  methods 
of  treatment  which  may  be  advantageous,  and  therefore  to  fail  in 
doing  the  best  possible  for  our  patients,  or  to  so  modify  and  misapply 
them  as  to  do  harm  with  what  should  have  been  useful  therapeutic 
instruments. 

There  is  an  intermediate  state  between  undiluted  prejudice  and 
the  genuine  critical  attitude  of  mind  which  often  gets  credit  for  being 
the  latter,  of  indicating  strong  independence  of  intellect,  and  of  which 
we  have  had  many  distinguished  concrete  examples  among  British 
gynaecologists — that  is,  the  supercilious,  absolutely  impervious  frame 
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of  mind.  The  mind  becomes  a  mere  page  of  formulae,  the  great  man 
himself  a  Tithonus  among  the  immortals.  "  The  tendency  of  the  or- 
dinary human  being  is  to  believe  too  much.  This  inborn  credulity  is 
checked  and  abridged  by  our  experience ;  we  soon  discover  that  we 
have  been  assuming  too  much,  and  by  degrees  we  abate  our  confi- 
dence and  adapt  our  views  to  the  reality  of  things."  This  is  the  or- 
dinary healthy  development  which  makes  for  true  knowledge,  but 
there  is  a  class  of  mind  which  looks  upon  every  new  experience  in  the 
way  of  abatement  of  confidence  as  a  sort  of  insult  and  very  early  re- 
bounds to  the  other  extreme.  It  does  not  become  selective  and  crit- 
ical, but  impervious.  It  reaches  a  sort  of  mental  climacteric  and 
ceases  to  conceive  or  even  to  permit  the  approach  of  germs  of  living 
knowledge.  Our  best  examples  of  this  condition  of  intellect  are 
usually  distinguished  members  of  their  profession,  who  are  mistaken 
for  giants  of  logical  acumen  by  the  non-critical  practitioners  and  the 
public.  It  is  not  intellectual  perspicuity  and  sound  judgment  at  all — 
it  is  mere  pseudo-skepticism,  the  worst  form  of  prejudice  because  it 
is  the  most  obstructive  and  mischievous. 

As  to  criticism  in  reference  to  the  class  of  subject  with  which  the 
gynaecologist  has  to  deal.  It  is  of  course  the  same  as  applied  to  all 
medical  subjects,  but  there  are  some  peculiarities  in  its  scope  and  ap- 
plications which  we  may  note  and  exemplify.  It  implies  first  of  all  a 
certain  amount  of  knowledge  and  experience  as  its  basis,  such  as  the 
average  mind  may  become  furnished  with  by  a  certain  amount  of  in- 
dustry and  from  the  lapse  of  time.  It  implies  a  certain  clearness  of 
intellectual  vision  as  well  as  intellectual  honesty,  combined  with  the 
power  to  suppress  the  emotional  side,  which  always  tends  to  bias  the 
intellect  and  lead  to  false  conclusions.  If  it  is  to  do  the  highest  serv- 
ice in  the  cause  of  medical  science  it  must  be  disinterested  ;  and  this 
is  the  criterion,  as  far  as  our  ordinary  experience  goes,  with  which 
medical  criticism  has  the  greatest  difficulty  in  complying.  "  The  first 
essential  of  knowledge  is  that  it  be  true."  The  truth  or  falsehood  of 
•statements  contained  in  an  ostensible  contribution  to  knowledge  is  to 
be  made  out  for  ordinary  practical  purposes  by  analysis  and  compari- 
son of  the  elements  contained  in  it  with  knowledge  already  acquired. 
If  there  be  anywhere  contradictions  there  is  falsehood.  .  .  . 

If  this  process  be  difficult  when  we  are  applying  the  criticism  to 
the  work  of  a  friend,  or  disciple  or  teacher,  how  much  more  severe 
the  task  must  be  in  dealing  with  our  own  work  !  Indeed,  it  is  the 
want  of  intellectual  honesty  and  clearness  in  seeing  ourselves  as  others 
see  us  which  chiefly  stands  in  the  way  of  the  application  of  that  criti- 
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cism  which  would  prevent  so  many  contributions  to  medical  literature 
from  ever  seeing  the  light.  Few  men  have  the  gift  of  being  hard  on 
themselves.  .  .  . 

Let  us  now  try  to  illustrate,  and  make  more  plain  and  clear,  phases 
of  prejudice  and  its  workings.    And  first  take — 

I.  Personal  character  apart  from  any  motive  or  influence  which 
could  be  called  blameworthy.  The  late  Dr.  Matthews  Duncan,  whose 
influence  on  the  progress  of  gynaecology  no  one  will  deny,  was  brought 
up  in  a  peculiar  school,  which  had  its  influence  upon  him,  no  doubt  ; 
but  he  was  a  man  of  singularly  conservative  cast  of  intellect,  and  prob- 
ably the  turn  which  his  professional  method  took  would  have  devel- 
oped sooner  or  later,  even  if  he  had  been  spared  the  early  influences 
produced  by  exhibitions  of  professional  charlatanism,  jealousy,  malice 
and  evil  speaking  which  probably  soured  his  temper  and  warped  his 
judgment.  His  resentment  against  cant  and  dishonesty  took  the  form 
of  extreme  frankness  and  honesty  of  purpose  at  first,  but  probably  in 
the  course  of  years  it  became  a  mere  mannerism.  His  important  pro- 
fessional position  and  his  character  gave  him  great  influence  upon  his 
juniors  and  upon  foreigners,  and  there  can  be  little  doubt  that  his 
dicta  upon  many  gynaecological  subjects,  apart  from  serious  consid- 
eration of  their  merits  and  merely  by  reason  of  the  man's  force  of 
character  and  the  clearness  of  his  views,  had  an  unduly  retarding 
effect  upon  the  progress  of  gynaecology.  I  do  not  refer  to  his  efforts 
at  resistance  to  the  current  of  surgery  in  gynaecology  :  in  that  there 
can  be  little  doubt  he  did  good  service  to  science.  I  am  referring 
rather  to  comparatively  small  matters  on  which  his  utterances  were 
more  clearly  the  expression  of  individual  prejudice — matters  probably 
familiar  to  all,  which  one  would  only  refer  to  with  a  feeling  of  kindli- 
ness and  respect  if  at  all. 

II.  We  can  hold  such  conservatism  in  respect,  for  it  is  honest  from 
the  moral  side  and  it  almost  invariably  implies  a  large  endowment  of 
the  power  of  analysis  and  sense  of  proportion  from  the  intellectual 
side.  But  there  is  a  common  force  at  work  and  influence  concerning 
which  we  can  have  nothing  but  the  strongest  terms  of  condemnation 
and  resentment.  This  is  the  influence  of  personal  animosity  disguised 
in  the  terms  of  apparent  impartial  criticism.  Take  one  or  two  illus- 
trations, which  I  shall  not  set  down  as  positively  proved  examples  of 
bias  of  judgment  by  personal  ill-will.    You  can  judge  for  yourselves. 

(i)  You  are  aware  that  nearly  twenty  years  ago  Emmet,  of  New 
York,  proposed  a  simple  operation  for  the  cure  of  lacerations  of  the 
cervix  uteri  and  the  changes  in  the  cervical  portion  of  the  uterus 
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which  result  from  these  injuries.  It  was  an  operation  which  "caught 
on  "  in  America  and  was  abused,  but  it  did  not  obtain  the  recognition 
which  it  deserved  in  England.  In  a  recent  work  on  gynaecology  there 
is  a  page  which  might  be  an  excerpt  from  a  mediaeval  monograph,  so 
obsolete  and  erroneous  are  its  statements  on  the  subject  of  "  ulcera- 
tion of  the  womb."  Referring  to  laceration,  it  goes  on  to  say  :  "  A 
well-known  American  gynaecologist  has  conceived  the  idea  that  this 
rent  is  the  cause  of  all  the  mischief,  instead  of  being  a  mere  incident 
which  is  not  of  the  slightest  consequence  in  itself.  A  great  flood  of 
operations  has  in  consequence  gone  through  the  practice  of  gynae- 
cology of  recent  years  for  the  stitching  up  of  this  innocent  fissure. 
The  real  trouble  is  in  the  subinvolution  and  the  consequent  chronic 
metritis,  as  we  shall  see  by  and  by,  and  nothing  more  useless  than 
'  Emmet's  operation  '  has  ever  been  introduced  into  surgical  practice." 
Now,  this  language  does  not  sound  like  fair  criticism  ;  it  has  an  emo- 
tional ring  about  it.  To  one  who  has  frequently  performed  Emmet's 
operation  and  seen  it  cure  cases  in  which  the  tortures  of  the  ordinary 
treatment  of  "  ulceration  "  had  been  applied  for  years,  it  absolutely 
and  completely  discredits  the  judgment  of  the  writer.  But  the  key  to 
the  vigor  of  the  language  used  seems  to  me  to  do  much  more  ;  it  forces 
upon  our  attention  the  element  of  personal  animosity  in  the  guise  of 
criticism.  When  calling  upon  Emmet  a  few  years  ago  I  learned  the 
details  of  a  personal  quarrel  between  the  author  of  the  operation  and 
the  author  of  the  book.  The  merits  of  a  quarrel  are  never  known  till 
both  sides  have  stated  all  the  truth  but,  as  far  as  I  understood  them, 
the  American  gynaecologist  might  well  be  angry  and  sin  not.  .  .  . 

III.  Another  aspect  of  practice  under  which  we  see  the  influence 
of  bias  is  in  the  hostility  of  those  whose  names  have  become  associ- 
ated with  an  operation  or  method  of  treatment  to  the  introduction  of 
any  modification  or  change,  or  even  improvement.  It  is  the  bias  of 
the  beati  possidentes.  Here,  as  a  rule,  prejudice  attains  its  most  re- 
spectable position ;  it  tries  to  use  the  language  of  criticism,  but  its 
sayings  are  the  mere  conventionalities  of  the  formulist  who  assumes 
he  has  reached  finality.  It  is  loud  and. confident,  but  ;t  means  little 
and  occasionally  becomes  almost  fatuous.  It  is  Snug  the  joiner  that 
we  hear,  not  the  lion  ;  and  yet  the  voice  has  occasionally  succeeded 
in  frightening  the  gynaecological  crowd  ! 

(1)  Take,  for  example,  in  the  first  place,  the  reception  given  to 
the  electric  treatment  of  uterine  disease,  especially  fibroid  tumors,  in 
this  country.  Contrast  the  moderation  of  the  language  in  which 
Apostoli  introduced  his  careful  experimental  work  to  the  profession 
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in  England  with  the  language  of  Mr.  Knovvsley  Thornton  and  Mr. 
Lawson  Tait,  as  representing  the  interests  opposed  to  it,  and  you  can 
not  but  feel  ashamed  of  the  representatives  of  English  gynaecological 
surgery.  Mr.  Lawson  Tait's  references  to  his  work  of  over  twenty 
years  before,  and  his  testimonials  in  support  thereof,  are  a  thing  pour 
rirey  but  his  attack  on  M.  Apostoli's  reputation  and  professional  posi- 
tion in  Paris  belongs  to  a  different  category.  I  am  not  discussing  the 
merits  of  the  electric  treatment  of  uterine  disease  ;  I  merely  give  illus- 
trations of  the  methods  by  which  science  is  not  advanced.  .  .  . 

IV.  We  see  the  well-springs  of  another  form  of  bias  in  the  revul- 
sion in  some  conservative  minds  from  what  they  consider  extreme 
statements  on  the  side  which  they  are  disposed  from  bent  of  intellect 
or  previous  experience  to  oppose. 

(i)  We  are  all  familiar  with  the  levity  with  which  some  gynaeco- 
logical surgeons  open  the  abdomen  for  purposes  of  diagnosis.  On 
the  extremely  opposite  horizon  stood  the  late  Dr.  Matthews  Duncan, 
who,  in  spite  of  all  his  experience  of  uterine  and  ovarian  disease,  rec- 
ommended, even  in  his  last  published  Clinical  Lectures,  the  tapping 
of  dermoid  tumors  for  the  purpose  of  diagnosis  with  certainty  before 
proceeding  to  the  "  great  operation "  of  ovariotomy.  The  feelings 
roused  by  seeing  such  a  man  in  such  an  untenable  position,  the  shame 
of  it  I  might  almost  say,  only  stirs  further  resentment  at  the  reckless- 
ness against  which  his  position  marked  the  reaction.  .  .  . 

V.  Let  us  now  consider  for  a  moment  an-  intermediate  condition 
of  the  professional  mind  before  taking  some  illustrations  of  the  influ- 
ence of  criticism  in  its  proper  field  of  influence.  We  pride  ourselves 
on  our  intellectual  attitude  toward  new-fangled  things,  our  medical 
skepticism,  which  as  applied  to  other  subjects  gave  rise  to  the  mediae- 
val proverb,  Tres  medici,  duo  sccptici.  No  sentiment  is  more  popular 
among  us  than  the  oft-quoted  "  Nullius  addictus  jurare  in  verba  magis- 
tri"  but  the  verba  magistri  are  just  as  potent  now,  in  a  more  restricted 
province,  as  among  the  schoolmen,  (i)  Take,  for  example,  some  epi- 
sodes in  the  history  of  intra-uterine  medication.  We  all  remember  the 
use  of  fuming  nitric  acid  in  the  treatment  of  endometritis.  In  a  book 
published  in  1871  you  may  read  "its  application  causes  very  little, 
indeed  in  general,  no  pain  ;  it  produces  but  a  superficial  slough  and 
has  a  wonderful  effect  in  bringing  about  a  healthy  condition  of  the 
mucous  membrane  lining  the  body  and  cervix  uteri,"  etc.  "  Suck  is 
the  treatment  I  nearly  invariably  adopt.11  The  author  recommends 
the  protection  of  the  lower  part  of  the  canal  and  the  os  externum  by 
means  of  the  glass  cannula,  with  as  much  confidence  as  if  no  such 
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thing  as  capillarity  had  ever  been  heard  of.  We  all  remember  how 
we  employed  this  powerful  chemical  agent  and  I  at  any  rate  could 
tell  of  some  serious  mischances,  even  though  the  patients  all  escaped 
with  their  lives.  Still  we  continued  under  the  influence  of  authority, 
even  though  the  magister  had  discredited  his  judgment  by  describing 
the  curette  as  "  an  unscientific  instrument  and  ill-adapted  to  obtain 
the  object  in  view."  .  .  . 

VI.  Let  us  now  consider  for  a  moment  an  element  occasionally 
introduced  into  our  literature.  It  might  be  termed  carping  criticism 
which  leads  to  nothing. 

The  author  of  a  recent  book  on  the  surgical  diseases  of  the  ova- 
ries and  Fallopian  tubes  says  in  his  preface  "  though  the  book  is 
largely  based  on  personal  investigation,  full  justice  is  done  to  the 
original  work  of  other  surgeons.  This  is  a  method  rarely  followed 
by  those  engaged  in  that  section  of  surgical  craft  known  by  the 
grandiloquent  term — Gynaecology."  This  passage  surely  sounds  like 
mere  spleen  ;  it  certainly  suggests  that  the  writer  has  been  unfortu- 
nate in  his  acquaintance  with  gynaecologists.  I  think  he  would  find 
it  very  difficult  to  substantiate  the  insulting  accusation  against  gynae- 
cologists as  a  class.  In  the  book  he  takes  occasion  to  refer  to  "  ade- 
noma of  the  neck  of  the  uterus  :  the  condition  known  by  the  ridicu- 
lous term  of  erosion." 

Here  we  have  an  implied  criticism  of  names,  which  have  often 
been  criticised  before  in  an  honest,  practical  spirit.  None  would 
more  readily  welcome  any  suggestion  of  value  than  the  gynaecologists, 
but  here  we  have  only  a  sneer  ;  and  I  regret  to  have  to  say  that 
within  the  compass  of  the  book  there  is  no  opportunity  afforded  us 
of  welcoming  a  practical  suggestion.  .  .  . 

VII.  Now  let  us  consider  some  episode  in  the  history  of  gynae- 
cology illustrating  the  legitimate  function  of  criticism  in  relation  to 
things  which  are  new  in  fact  or  by  repute.  When  Dr.  Alexander,  of 
Liverpool,  brought  before  the  notice  of  the  profession  an  operation 
which  he  asserted  with  a  considerable  amount  of  well-arranged  and 
well-stated  evidence  was  efficacious  in  curing  retroflexion  of  the 
uterus,  he  at  once  arrested  the  attention  of  all  specialists  in  diseases 
of  women.  .  .  .  Many  questions  were  naturally  asked  about  the  op- 
eration and  objections  were  raised  which  the  author  might  have 
taken  in  a  more  philosophic  fashion.  However,  no  answer  could  be 
obtained  except  from  evidence  of  the  results  of  practice.  "  To  act 
is  so  easy  ;  to  think  is  so  hard."  We  all  went  into  action  and  left  the 
reasoning  to  follow.    Soon  from  all  hands  allegations  as  well  as  ques- 
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tions  began  to  demand  attention.  It  was  alleged  by  men  whose  pro- 
fessional character  would  bear  the  strain  that  the  operation  was  diffi- 
cult to  perform  ;  and  the  author  replied  in  vain  that  it  depends  upon 
the  skill  of  the  operator.  It  was  alleged  by  men  who  obviously  only 
sought  to  do  their  best  for  their  patients  that  the  results  were  not 
permanent,  and  this  no  doubt  had  its  effects  even  against  the  author's 
assurance  that  his  results  were  permanent.  It  was  alleged  in  objec- 
tion to  the  operation  that  it  caused  great  pain  and  distress,  that  there 
was  suppuration  almost  invariably  which  continued  a  long  time  and 
that  the  patient  must  continue  in  the  recumbent  position  for  many 
weeks  if  a  good  result  was  to  be  obtained.  These  objections  came 
from  all  parts  of  Europe  and  America,  and  those  were  by  no  means 
few  or  feeble  which  came  from  France,  where  the  operation  had  been 
rather  warmly  taken  up.  .  .  . 

VIII.  The  prejudice  of  international  rivalry.  The  diligent  reader 
of  the  special  literature  of  France  and  Germany  can  hardly  miss  ob- 
serving the  barrier  to  universal  acceptance  of  therapeutic  measures 
which  the  bitter  rivalry  between  the  two  countries  for  many  years  has 
raised. 

France  was  slow  in  accepting  abdominal  section  for  diseased  ova- 
ries which  came  to  it  from  Germany.  The  Germans  were  unwill- 
ing for  long  to  accept  the  curette  and  the  various  appliances  and 
measures  for  intra-uterine  medication  which  came  originally  from 
France.  ... 

The  study  of  the  subject  does  not  necessarily  lead  to  professional 
pride  and  exultation,  for  we  are  driven  to  the  conclusion  that  much 
of  our  progress  has  been  in  circles  ;  and  for  this  sad  fact  I  chiefly 
blame  the  undiscriminating  respect  for  authority.  .  .  . 

Gentlemen,  I  have  thought  myself  justified  by  this  opportunity  of 
addressing  you  on  a  general  subject  relating  to  our  special  work  to 
"  take  occasion  by  the  hand  "  and  call  your  attention  to  what  I  believe 
to  be  a  reproach  and  an  opprobrium  fr*  British  Gynaecology.  .  .  . 
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THE   PALLIATIVE   TREATMENT  OF  UTERO-VAGINAL 

PROLAPSE* 

By  John  Byrne,  M.  D. 

About  eight  years  ago,  in  a  paper  read  before  this  society,  I  advo- 
cated and  still  practice  with  marked  success  in  suitable  cases  amputa- 
tion of  the  cervix  by  galvano-cautery  for  uterine  prolapse.  I  stated 
then  that,  after  the  removal  of  the  cervix,  my  custom  was  to  apply  a 
firmly-rolled  antiseptic  tampon,  by  which  the  vaginal  canal  was  to  be 
kept  on  the  upward  stretch  and  consequently  the  stump  well  ele- 
vated. This  tampon  was  to  be  removed  by  a  careful  rotary  motion 
and  a  fresh  one  applied  for  two  or  three  weeks,  or  until  the  completion 
of  granulation  and  cicatrization. 

I  found  that  in  cases  so  treated,  the  elevated  position  of  the  uterine 
body  following  such  treatment — though  noticed  by  mere  accident 
many  years  previously — gave  better  promise  of  permanent  relief  than 
any  plastic  operation. 

The  appositeness  of  my  allusion  to  this  matter  on  the  present 
occasion  will  be  more  apparent  when  I  state  that  about  the  period  re- 
ferred to,  and  indeed  for  some  time  previously,  my  confidence  in  the 
utility  of  plastic  operations  for  many  of  these  displacements  had  been 
steadily  on  the  wane.  Thenceforth  I  had  been  hoping,  from  time  to 
time,  to  devise  some  practically  useful  aid  to  palliative  treatment, 
consistent  with  what  I  conceive  to  be  the  principles  of  uterine  me- 
chanics. 


*  Read  before  the  New  York  Obstetrical  Society, February  20,  1894. 
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Besides,  a  large  proportion  of  the  victims  of  these  infirmities — at 
least  of  those  who  came  under  my  notice  in  hospital  as  well  as  pri- 
vate practice — manifested  a  very  decided  objection  to  experimental 
whittling  of  their  sexual  organs  and  not  a  few  had  already  run  the 
gauntlet  at  my  own  hands  or  in  the  service  of  some  other  hospital 
surgeon. 

In  1887,  therefore,  I  ventured — though  I  must  say  apologetically 
— to  call  the  attention  of  this  society  to  a  form  of  pessary  designed 
for  the  relief  of  prolapsus  uteri,  its  action  being  mainly  to  counteract 
the  sagging  of  the  walls  of  the  vagina.  That  instrument  consisted  of 
a  properly  curved  Smith  pessary,  to  which  were  added  two  lateral 
arched  arms  ;  and  I  still  continue  to  use  it  with  marked  satisfaction 
in  certain  cases. 

Having  at  that  period  an  experience  of  many  years  in  the  surgical 
treatment  of  ailments  of  this  class  by  colporrhaphic  operations,  I  felt 
then,  as  I  feel  now,  that  a  due  appreciation  of  our  duty  toward  the 
victims  of  these  infirmities,  nay,  the  very  nature  of  our  humane  call- 
ing, would  seem  to  demand  renewed  efforts  in  the  direction  of  pal- 
liative treatment. 

I  am  well  aware  that  the  advocacy  of  palliative  measures  for  the 
relief  of  utero-vesical  prolapse  is  not  quite  in  accordance  with  the 
trend  of  gynaecological  thought  and  practice  at  the  present  epoch.  In 
fact  I  am  almost  disposed  to  think  that,  in  venturing  to  plead  for  any 
means  other  than  surgical  for  the  amelioration  of  such  infirmities,  one 
would  risk  the  charge  of  being  old-fashioned  and  behind  the  times  if 
not  utterly  oblivious  to  the  rapid  progress  and  brilliant  achievements 
in  gynaecology  during  the  last  forty  years. 

I  maintain  however,  with  regard  to  palliative  treatment  of  uterine 
and  vesical  prolapse  through  the  instrumentality  of  pessaries  or  other 
mechanical  aids,  that  it  is  as  illogical,  unreasonable  and  unjust  to  dis- 
credit or  discountenance  all  such  means  because  of  their  abuse  as  it 
would  be  to  decry  surgical  interference  because  every  tyro  in  gynae- 
cology can  not  hope  to  imitate  the  unrivaled  methods  of  Dr.  Emmet 
or  aspire  to  the  genius  of  his  revered  associate  pioneer  in  this  branch 
of  uterine  surgery,  the  late  Dr.  J.  Marion  Sims. 

1  would  have  it  understood,  therefore,  that  while  I  question  the 
permanent  utility  of  many  of  the  colporrhaphic  operations,  more  espe- 
cially some  of  European  origin,  I  am  far  from  discountenancing  such 
practice  in  extreme  cases  by  competent  hands.  For  the  poor  toiling 
woman  who  has  to  support  herself,  and  often  a  whole  family,  by 
laborious  work  while  suffering  from  more  or  less  complete  procidentia, 
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there  is,  of  course,  as*a  rule,  no  relief  to  be  hoped  for  except  through 
one  or  more  skillfully  performed  operations.  And  yet  even  in  such 
extreme  cases  I  have  often,  by  the  aid  of  a  pessary  such  as  I  now 
show,  succeeded  in  maintaining  the  displaced  organ  within  the  pelvis, 
with  great  comfort  to  the  patient,  and  enabling  her  to  pursue  her 
arduous  labors  with  comparative  ease  and  comfort. 

During  the  current  half  of  the  present  century,  uterine  flexions 
and  versions  and  utero-vaginal  prolapse  would  seem  to  have  fur- 
nished an  almost  (if  not  quite)  inexhaustible  field  for  the  display  of 
mechanical,  but  too  often  misdirected,  skill.  Indeed,  so  numerous 
and  varied  have  been  the  devices  invented  from  time  to  time,  but  so 
often  wholly  incapable  of  effecting  the  object  aimed  at,  nay,  some- 
times more  potent  for  evil  than  in  any  manner  useful,  that  gynaecol- 
ogists of  experience  are  apt  to  accept  anything  new  or  useful  in  thiss 
line  with  a  shrug  of  incredulity.  Nor  is  this  to  be  wondered  at  when 
I,  as  doubtless  also  many  of  those 
present,  reflect  on  the  numerous  and 
viciously  constructed  so-called  sup- 
ports which  I  have  been  called  upon, 
from  time  to  time,  to  excavate  and 
which  eyen  now  are  daily  resorted  to 
with  irretrievable  injury  to  patients. 

Truly  if  the  shades  of  the  distin- 

•  1    j        ,  tt    j  t        •  Dr«  John  Byrne's  Cystocele  and 

guished  professors,  Hodge  and  Meigs,  Prolapsus  Pessary. 

could  arise  and  see  the  extent  to 

which  the  principles  underlying  their  simple,  safe  and  so  often  useful 
pessaries  and  rings  had  been  ignored  or  tampered  with,  they  would 
shudder  at  the  perverse  ingenuity  of  some  of  their  successors  and 
retire  in  disgust. 

Thus,  in  the  treatment  of  simple  retroversion,  how  often  do  we  not 
meet  with  cases  of  almost  incurable  retroflexion  brought  about  by  the 
injudicious  application  of  a  viciously  shaped  pessary  or  an  anteflected 
uterus  which  some  one  has  attempted  to  prop  up  by  a  contrivance 
which,  even  to  contemplate,  is  suggestive  of  vesical  destruction  and 
which  would  bore  its  way  through  tissues  as  dense  and  resisting  as  car- 
tilage !  To  the  first  of  these  evils  may  be  attributed  false  teaching  as 
to  the  manner  in  which  a  properly  shaped  pessary  ought  to,  and  as  a 
matter  of  fact  does,  relieve  rectal  pressure  and  other  disagreeable 
symptoms.  As  to  the  general  run  of  anteflexion  instruments  in  vogue, 
they  are,  to  say  the  least  (with  one  exception  and  that  is  the  Gehrung), 
as  useless  as  they  are  dangerous,  and.  the  principles  on  which  they 
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have  been  devised,  though  perhaps  clear  to  their  inventor,  are  cer- 
tainly beyond  my  limited  comprehension. 

From  these  considerations,  therefore,  it  is  quite  evident  that  to  a 
lack  of  mechanical  skill  and  a  failure  to  duly  consider  and  comprehend 
the  relation  of  parts  and  organs  involved,  and  the  object  and  kind  of 
mechanical  treatment  to  be  adopted  for  each  particular  case,  is  due 
the  disrepute  attached  to  the  use  of  pessaries. 

To  the  failure  to  obtain  benefit  from  the  many  mechanical  con- 
trivances obtainable,  especially  for  the  relief  of  utero-vesical  pro- 
lapsus, is  doubtless  to  be  attributed  the  favor  with  which  numerous 
and  oftentimes  useful  plastic  operations  have  been  viewed  and  resorted 
to  in  the  last  twenty  years  or  more.  During  this  entire  period,  in  fact 
soon  after  the  publication  of  Dr.  Sims's  bold  but  unsuccessful  attempt 
to  excise  the  anterior  wall  of  the  vagina,  I  have  conscientiously,  and 
with  as  much  skill  and  care  as  I  am  capable  of,  operated  for  the  rad- 
ical cure  of  these  infirmities  and  followed  as  near  as  possible  the  lines 
laid  down  by  our  best  operators,  both  here  and  in  Europe.  I  have 
also  had  opportunities  of  noting  the  subsequent  history  and  condition 
of  patients  operated  upon  by  myself  and  many  others,  and  I  can  safely 
say  that  in  the  very  large  majority  of  cases  the  relief  obtained  was  not 
only  inconsiderable  and  in  unfavorable  contrast  with  the  sacrifice 
made  but  of  very  temporary  duration.  In  making  this  declaration  it 
is  needless  to  remark,  as  I  have  already  intimated,  that  I  do  not  in- 
clude in  this  qualified  censure  certain  operations  universally  conceded 
to  be  essential  and  imperatively  demanded  as  a  sine  qua  non  to  the 
success  of  any  intravaginal  mechanical  device.  Such,  for  example,  as 
a  very  thorough  colpo-perineorrhaphy  extending  beyond  the  plane  of 
the  levator  muscles,  as  well  as  certain  ingenious  operations  devised 
by  Dr.  Emmet  for  urethrocele,  etc.  But,  from  what  I  have  observed 
myself,  from  the  verdict  of  others  of  equal  experience,  and,  without 
wishing  to  detract  in  the  slightest  degree  from  the  great  skill  and 
operative  dexterity  of  members  of  this  society  and  others  for  whose 
versatile  chirurgical  ability  I  have  the  most  profound  admiration,  I 
have  long  since,  /'.  e.,  during  the  period  of  six  or  seven  years,  ceased 
to  urge  or  even  encourage  plastic  operations  for  the  cure  of  cystocele 
and  prolapsus  uteri  merely. 

A  good  perineal  rest  for  the  pessary  here  shown  is  all  that  I  have 
found  called  for.  I  am  also  of  the  opinion  that  if  it  were  possible  to 
obtain  all  the  facts  touching  these  colporrhaphic  operations,  not  so 
much  as  regards  immediate  results  which,  it  must  be  admitted,  are, 
when  not  "  total  failures,"  satisfactory  and  for  the  time  attractive  and 
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promising,  but  if  the  condition  of  the  parts  at  the  expiration  of  a 
reasonably  long  period,  say  two  or  three  years,  are  carefully  exam- 
ined, they  would  fully  warrant  the  foregoing  conclusions. 

In  this  connection  I  may  quote  Dr.  Emmet's  statement  in  con- 
cluding his  chapter  on  Prolapsus  of  the  Posterior  Wall  of  the  Vagina. 
He  says : 

"  In  my  practice  previous  to  1878,  I  found  it  necessary  to  operate 
on  the  rectocele  and  close  the  vaginal  outlet  of  one  hundred  and  fifty- 
four  women  of  the  number  who  suffered  from  the  different  degrees  of 
procidentia.  To  impress  this  fact  I  will  state  that  of  one  hundred 
and  eighty  women  having  rectocele,  cystocele  or  complete  procidentia, 
I  diminished  the  vaginal  entrance  in  addition  to  other  operations  in 
all  but  twenty-six  cases.  Where  the  operation  was  deemed  not  neces- 
sary, it  was  found  to  be  almost  entirely  among  those  who  had 
cystocele  only  and  in  whom  the  change  of  life  had  already  taken 
place.  For  over  twenty  years  I  have  been  in  a  position  to  observe 
the  value  of  such  surgical  procedure  devised  for  the  relief  of  this 
class  and  to  appreciate  the  changes  brought  about  by  time — the  most 
valuable  test  of  all.  This  experience  has  taught  me  that  whenever 
the  procidentia  has  been  complete,  if  the  change  of  life  has  not 
already  taken  place,  the  displacement  will  reoccur  in  every  instance 
after  the'  operations  on  the  anterior  wall,  if  the  proper  procedure  on 
the  posterior  one  has  been  neglected.  With  all  the  cases  under  my 
observation,  where  a  support  of  the  posterior  wall  was  wanting,  four 
years  was  the  longest  interval  before  the  recurrence  of  the  procidentia. 
I  have  found  that  even  after  carefully  performing  the  fin^al  operations 
on  the  posterior  wall  and  vaginal  outlet  the  procidentia  would  soon 
return  if  the  uterus  was  left  retroverted  unless  it  happened  that  the 
organ  had  become  bound  down  by  adhesion."  (Principles  and  Practice 
of  Gynecology,  3d  ed.,  p.  377,  et  sea.). 

These  statements  are  of  great  practical  value  and  entirely  in  ac- 
cordance with  my  own  experience  and  observation.  They  more  than 
emphasize  the  necessity  for  the  use  of  some  reliable  mechanical  sup- 
port in  all  cases  of  procidentia,  whether  vesical  or  uterine  or  both, 
and  however  perfect  the  posterior  wall  may  be  naturally *or  as  a  result 
of  colpo-perineorrhaphy.  It  is  to  be  regretted,  however,  that  still 
further  information  can  not  be  obtained  regarding  the  period  of  im- 
munity from  relapse  after  colporrhaphic  operations.  Indeed,  statis- 
tical reports  on  this,  as  upon  many  other  subjects,  are  few  and  un- 
satisfactory, so  far  at  least  as  my  opportunities  of  research  have 
led  me. 
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The  reports  of  operations  of  this  class  and  the  papers  read  and 
discussed  before  the  various  societies,  more  especially  in  Germany, 
are  singularly  reticent  on  the  subject  ;  the  leading  object  of  members 
seemingly  being  to  vie  with  each  other  for  surgical  notoriety  and  the 
distinction  of  novelty  in  the  art  and  methods  of  vaginal  whittling  and 
stitching — for  example  : 

A  prominent  exponent  of  radical  operative  gynaecology  *  and  of 
course  opposed  to  all  palliative  treatment,  which  he  thinks  "  is  uni- 
versally admitted  to  be  ineffectual,"  thus  summarizes  his  exploits 
in  sixty  prolapsus  operations,  one  only  having  died  from  septicaemia, 
viz. : 

"  Fifteen  times  anterior  colporrhaphy  with  three  complete  failures, 
four  complete  successes,  and  eight  cures,  but  with  subsequent  stretch- 
ing of  the  cicatrix  ;  twenty  times  colporrhaphy  after  Hegar.  Of 
these  only  twelve  healed.  Of  these  twelve,  seven  patients  per- 
manently improved  ;  of  the  other  five  clinical  patients,  three  have 
now,  less  than  one  year  after,  again  symptoms  of  prolapsus.  Five 
were  operated  after  Bischoff's  method ;  two  were  cured,  but  in  three 
the  flaps  became  gangrenous.  After  his  own  method  five  were  oper- 
ated upon  ;  in  one,,  no  result  was  obtained ;  in  three  there  was  a 
complete  cure,  now  of  nine  months'  duration.  In  one  the  episior- 
rhaphy  did  not  heal  but  the  well-consolidated  vaginal  cicatrices  have 
held  the  prolapsus  back  in  a  satisfactory  manner  up  to  the  present 
time — over  nine  months." 

In  this  not  very  lucid,  if  veritable,  contribution  to  the  science  of 
statistics  it  will  be  observed  that  out  of  sixty  operations  forty-five 
only,  exclusive  of  one  death  from  septicaemia,  are  deemed  worthy  of 
special  note.  In  other  words,  of  the  fate  of  twenty-three  and  one  half 
per  cent,  of  the  whole  number  it  would  appear  as  if  it  were  prudent 
to  say  nothing.  There  is  surely  no  rule  in  the  science  of  surgical 
record-making  that  dooms  to  utter  oblivion  patients  who  have  been 
removed  to  another,  if  not  a  better,  world  ;  or,  can  the  maxim  of  some 
statisticians,  notably  gynaecological,  be  "  de.  mortuis  nil  nisi  bonum  "  ? 

Possibly  this  problem  may  be  solved  in  the  hereafter,  or  at  least 
a  suggestion  is  pertinent  to  the  effect  that  after  all  it  may  be  that 
forty-six  and  not  sixty  patients  have  been  subjected  to  sixty  surgical 
efforts.  Just  here,  however,  we  encounter  other  difficulties,  for  in 
the  first  series  of  fifteen  patients,  though  three  complete  failures  are 
admitted,  there  were  four  complete  successes  and  eight  cures  !  Here 
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we  have  either  a  distinction  without  a  difference  or  a  distinction  in- 
capable of  being  distinguished.  Again,  in  the  second  series  of  twenty 
patients,  we  are  informed  that  not  less  than  eight  refused  to  heal. 
Xow,  why  these  eight  perverse  cases  should  be  exempt  from  the  plain 
designation  of  "  complete  failures  "  as  well  as  their  neighbors  is  also 
difficult  to  understand.  But  seven  were  improved,  though  five  re- 
lapsed quickly  so  that  in  this  batch  there  is  not  much  to  glorify  over. 
In  the  third  series  of  five,  two  are  noted  as  cured  ;  but  in  three  of 
these  five  patients  (that  is,  sixty  per  cent.)  the  flaps  became  gangre- 
nous, so  the  subsequent  condition  of  these  patients  can  be  imagined 
but  can  not  be  said  to  be  "  improved."  In  the  fourth  and  last  series 
of  five,  two  were  cured  up  to  nine  months,  one  did  not  heal,  and  one 
had  "no  result." 

Reports  like  these,  so  strikingly  ambiguous  and  misleading,  smack 
so  suggestively  of  the  statistics  of  the  vaginal  hysterectomy  for  uterine 
cancer,  one  might  almost  imagine  that  the  same  evil  genius  presided 
over  the  compilers'  deliberations  in  both  cases  ;  they  are  as  difficult 
to  interpret  as  the  oracles  of  Delphi. 

The  following  cases,  each  being  typical  of  a  class  and  taken  from 
my  record  of  a  large  number,  will  illustrate  the  benefits  derivable  from 
the  use  of  my  utero-vesical  support. 

Cystocele. 

December  12,  1888,  I  was  consulted  by  Mrs.  D.,  a  widow,  aged 
fifty-nine,  and  the  mother  of  five  children  ;  the  youngest,  twenty  years 
of  age.  She  suffered  since  three  or  four  years  after  her  last  confine- 
ment with  an  involuntary  escape  of  urine  on  much  exertion,  as  in  the 
act  of  sneezing  or  coughing,  but  withal  a  constant  desire  to  urinate 
yet  inability  to  completely  empty  the  bladder.  For  the  past  two  years 
she  had  noticed  what  she  supposed  to  be  her  "womb  coming  down  " 
when  in  the  erect  position  or  in  the  act  of  moving  the  bowels,  which 
latter  function  has  been  difficult  and  incomplete  by  reason  of  "a  feel- 
ing as  if  something  were  in  the  way." 

On  examination  in  the  dorsal  position,  the  anterior  vaginal  wall 
was  observed  to  protrude  to  the  size  of  a  lemon,  but  the  perinaeum 
was  fairly  good.  On  introducing  the  finger  it  came  in  contact  with 
the  cervix  uteri  immediately  but  barely  within  the  introitus  and  look- 
ing forward.  Though  the  fundus  was  reflexed  the  entire  organ  was 
quite  movable.  A  Gehrung  pessary,  such  as  I  had  been  using  for 
some  years  previously  with  excellent  effect  for  cystocele  and  anteflex- 
ions,  was  applied.    One  week  after,  she  reported  that  for  some  days 
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following  the  application  of  the  pessary  she  experienced  the  greatest 
possible  relief  so  far  as  being  able  to  retain  urine. 

On  examination  at  the  expiration  of  the  week,  I  found  that  the 
pessary  had  turned  about  half  round  and  was  in  a  fair  way  of  serious- 
ly injuring  the  soft  parts.  Having  removed  it,  I  sponged  with  a  solu- 
tion of  tannin  in  glycerin,  containing  two  and  a  half  per  cent,  of  car- 
bolic acid  and  requested  her  to  call  in  the  course  of  a  week  when  I 
hoped  to  have  something  more  suitable  to  her  condition.  This  was 
the  first  trial  of  a  pessary  in  all  respects  similar  to  that  now  exhibited. 
Without  going  into  details  I  will  merely  add  that  this  patient  has  been 
wearing  it  constantly,  with  the  exception  of  two  weeks,  up  to  the  pres- 
ent time  with  perfect  comfort.  The  cause  of  its  suspension  for  the 
said  two  weeks  will  be  understood  when  I  state  that  this  patient,  con- 
sidering herself  perfectly  well  and  free  from  all  her  former  distress, 
did  not  call  upon  me  or  have  the  pessary  removed  for  nearly  eleven 
months.  On  removing  it  then  I  found  the  parts  in  a  wonderfully 
good  condition,  all  things  considered,  but  deemed  it  best  to  sponge 
the  vagina  as  before  and  substitute  a  firmly  rolled  tampon,  soaked  in 
an  astringent  and  antiseptic  mixture  to  be  worn  for  forty-eight  hours. 
This  treatment  was  repeated  several  times  during  the  two  weeks  when 
the  pessary  was  replaced  and  has  now  been  worn  without  change  for 
four  months. 

Complete  Procidentia. 

Mrs.  S.,  aged  forty-one,  stout,  the  mother  of  eleven  children  ;  the 
youngest  now  four  years  old.  She  says  she  has  never  had  any  trouble 
in  her  confinements  and  now  menstruates  regularly  ;  that,  except  when 
in  bed  at  night,  her  womb  has  been  entirely  outside  for  the  past  two 
years.  In  reply  to  my  question  as  to  the  size  of  the  protrusion  she 
said:  "It  could  only  be  compared  to  a  moderately  sized  football''' 
A  mere  ocular  examination  sufficed  to  confirm  her  statement  as  re- 
gards the  voluminous  character  of  the  protruding  mass  which  con- 
sisted of  the  bladder,  the  uterus  and  ovaries  and  the  entire  rectal 
wall.  Though  the  muscular  tissue  of  the  perineal  floor  had  under- 
gone atrophic  changes,  yet  the  mucous  as  well  as  the  integumentary 
covering  seemed  to  have  escaped  injury  ;  the  most  depending  part 
marking  the  seat  of  the  cervix,  was  deeply  ulcerated  and,  on  being 
sponged,  bled  freely.  The  whole  having  been  returned  without  dif- 
ficulty, a  utero-vesical  support  of  unusually  large  size  was  temporarily 
adjusted,  the  antiseptic  styptic  freely  applied  to  the  ulcerated  surface, 
and  the  patient  directed  to  use  a  warm  boric-acid  douche  twice  daily 
for  a  week.    At  the  expiration  of  this  time  she  returned,  stating  that 
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she  never  felt  more  comfortable  in  her  life  than  she  did  then  and 
hoped  I  might  find  it  unnecessary  to  remove  the  support.  To  be 
brief — the  course  which  I  have  always  pursued  in  cases  like  the  above 
was  carried  out  in  the  present  one. 

1.  For  the  first  few  weeks,  or  until  the  restored  organs  approach 
their  normal  size  and  weight  through  better  return  circulation,  a 
weekly  inspection  is  necessary. 

2.  A  slight  and  gradual  decrease  in  the  size  and,  if  called  for,  in 
the  shape  of  the  pessary,  until  the  one  for  permanent  use  is  decided 
on  and, 

3.  A  monthly  inspection  for  two  or  three  times,  after  which  the 
patient  may  be  allowed  to  remain  away  as  long  as  she  feels  comfort- 
able, but  always  with  strict  injunctions  regarding  antiseptic  douching. 


MENOPAUSE  :   NATURAL  AND   ARTIFICIAL  * 

By  A.  W.  Johnstone/  A.  M.,  M.  D.,  Cincinnati,  O. 

The  close  of  the  nineteenth  century  will  see  the  emancipation  of 
the  uterus  from  the  thralldom  of  the  ovary.  For  generations  it  has 
been  taught  that  the  ovary  was  the  center  around  which  the  woman 
revolved  and  that  the  uterus  was  a  mere  appendage  to  it.  Now,  how- 
ever, we  know  that  they  are  independent  organs,  each  having  a  sepa- 
rate nerve  control  which  centers  back  in  the  sympathetic  plexus  and 
the  spinal  cord,  thus  removing  them  from  the  class  of  physiological 
monstrosities  and  putting  them  in  their  proper  place  as  ordinary 
functional  organs  controlled  by  the  nerve  system  in  general.  The 
greatest  discovery  which  the  century  has  seen  is  that  of  Stevenson's 
law.  Without  it  to-day  the  physiology  of  the  reproductive  organs 
would  be  in  an  inextricable  tangle,  and  it  marks  the  same  era  for 
gynaecology  that  Harvey's  discovery  of  the  circulation  .of  the  blood 
did  for  general  surgery.  As  I  understand,  I  speak  to  a  body  of  gen- 
eral practitioners  ;  many  of  you  may  have  overlooked  it  and,  as  you 
can  not  understand  the  menopause  without  it,  I  must  briefly  relate  it 
to  you.  That  you  may  understand  it  best  I  must  refer  you  to  a 
parallel  case  in  the  nerve  system.  I  refer  to  the  every- day  occurrence 
of  sleeping  and  wakening.    During  sleep  there  is  a  complete  anaemia 
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of  the  brain,  during  waking  hours  there  is  extreme  congestion  of  the 
brain  ;  thus  showing  the  marked  alterations  in  the  blood  pressure  of 
the  brain  between  these  two  conditions.  During  sleep  there  is  only 
enough  blood  in  the  brain  to  nourish  it,  but  the  activity  of  the  cells 
demanding  a  much  higher  grade  of  nutrition,  a  larger  quantity  of 
blood  is  poured  in  during  waking  hours  than  in  the  resting  and  re- 
cuperating state.  While  we  are  asleep  the  body  and  limbs  are  de- 
cidedly larger  than  they  are  when  we  are  awake,  this  proportion  being 
the  difference  between  the  quantity  of  blood  which  is  either  present 
or  absent  from  the  brain  during  these  two  states.  Thus,  you  see, 
there  is  a  regular  wave  which  runs  its  cycle  in  twenty-four  hours,  one 
of  rest  and  the  other  of  activity,  and  which  must  recur  in  its  proper 
rhythm  in  order  to  the  well-being  of  the  individual.  Just  as  in  sleep, 
into  the  economy  of  the  human  female  we  have  an  additional  wave 
introduced,  whose  cycle  instead  of  being  twenty-four  hours  is  extended 
to  twenty-eight  days.  The  acme  of  its  pressure  is  just  as  the  menstrual 
flow  begins,  the  trough  of  the  wave  is  shortly  after  it  is  over  ;  then  a 
long  low  tracing  for  three  weeks,  which  is  not  appreciably  increased 
until  the  beginning  of  the  fourth  week  ;  then  a  rapidly  increasing 
pressure  in  the  pelvis  finally  ruptures  the  vessels,  and  the  menstrual 
flow  begins.  This  is  not  all,  though,  that  Professor  Stevenson  has 
proved  by  delicate  dynamometers.  He  has  proved  that,  in  addition 
to  the  blood  wave  and  closely  associated  with  it,  is  a  urea  wave  and  a 
carbonic  acid  wave  ;  while  not  exactly  corresponding  to  the  blood 
pressure,  like  the  tide  and  the  moon  they  are  closely  associated. 
About  two  or  three  days  before  the  period  comes  on  there  is  an  in- 
creased oxidation,  which  burns  up  the  material  in  the  mother's  blood 
which  was  put  there  to  nourish  her  offspring,  and  it  shows  itself  in 
the  ash  of  the  carbonic  acid  and  urea,  thus  proving  that  old  saw,  that 
a  woman's  normal  state  is  pregnancy.  During  the  childbearing  age 
she  is  prepared  to  take  care  of  another  individual  besides  her  own 
personal  economy,  but  that  stranger  failing  to  come  the  material  must 
be  gotten  rid  of  and  Nature  does  it  in  two  ways  :  by  the  increased 
oxidation  just  spoken  of  and  by  the  passing  off  of  the  hotbed  lining 
the  uterus,  where  it  was  to  have  been  nourished.  This,  gentlemen,  is 
all  that  menstruation  means. 

The  tangible  and  perfectly  apparent  flow  is  by  no  means  all  of 
menstruation.  There  are  more  albuminoids  gotten  rid  of  by  the  in- 
creased urea  and  carbonic  acid  discharged  than  the  flow  itself 
amounts  to.  All  that  the  flow  is  for  is  to  get  rid  of  the  over-ripe 
material,  which  was  placed  there  to  nourish  the  foetus.    This  work  is 
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done,  in  the  lower  animals,  by  the  lymphatic  stream  ;  but  in  all  erect 
viviparous  animals  the  uterus,  to  retain  the  proper  axis  of  the  body, 
is  forced  to  be  made  of  very  tough  tissue,  so  it  can  depend  on  itself 
alone  for  retention  of  its  shape.  Through  such  tissue  lymphatics 
could  make  but  slight  headway.  The  consequence  is,  Nature's  only 
alternative  is  to  turn  a  stream  cf  blood  through  it  and  wash  it  away  ; 
and  that  is  all  that  the  flow  means.  But  mark  you,  that  while  this 
apparent  discharge  is  going  on,  which  only  rids  the  uterus  of  the  ma- 
terial which  furnishes  the  lymph  for  the  first  three  months  of  life  and 
the  placenta  for  the  last  six,  much  more  material  in  the  form  of  al- 
buminoids, which  the  mother  is  constantly  carrying  with  her,  is  also 
breathed  out  through  the  lungs  and  passed  out  through  the  kidneys, 
to  be  replaced  again  as  time  goes  on,  so  that  the  woman  is  always 
ready  for  a  child.  This  is  the  condition  of  the  childbearing  woman. 
The  little  girl  has  no  such  wave  ;  it  is  introduced  into  her  economy 
at  puberty.  It  comes  on  gradually,  heralded  by  the  growth  of  hair 
in  the  various  parts  of  the  body  and  all  the  other  approaching  signs 
of  adolescence.  A  close  observer,  in  watching  little  girls,  will  often 
see  the  flushing,  undue  excitement  and  unusual  irritability,  which  means 
nothing  more  nor  less  than  the  first  little  ripple  of  this  wave  rolling 
through  'their  system.  This  becomes  more  and  more  intense,  until 
finally  the  full-grown  woman  takes  her  place. 

What  I  am  here  especially  for  is  to  talk  upon  how  this  process 
ceases.  From  sixteen  to  forty-five  is  the  best  part  of  every  one's  life. 
The  digestive  organs  are  in  their  highest  state  of  development,  the 
blood-making  power  is  at  its  greatest ;  in  the  mid-day  part  of  life  an 
individual  is  prepared  best  for  the  struggles  cf  existence  and  conse- 
quently is  in  the  best  condition  for  reproduction.  As  time  goes  on 
the  bones  not  only  become  completely  ossified  but  even  calcareous  ; 
the  liver,  the  spleen  and  all  of  the  other  blood-making  organs  begin 
to  show  the  wear  of  life.  The  silvering  hair,  the  toughening  of  the 
connective  tissue  shown  by  the  wrinkles  in  the  face,  all  mark  the  pas- 
sage of  the  noontide  glory,  and  the  economy  must  begin  to  get  ready 
for  the  chilly  blasts  of  the  evening  of  life.  Here  Nature  comes  in  as  a 
great  conservator  and  puts  a  stop  to  this  additional  work  of  the  diges- 
tive organs,  to  this  preparation  of  food  for  another  individual.  For 
from  this  time  on  it  is  about  all  that  the  blood-making  power  can  do 
to  supply  the  needs  of  the  individual  herself,  and  the  conservation  of 
forces  must  be  accomplished  and  the  relief  from  waste,  which  under 
stronger  conditions  the  organs  could  easily  carry.  The  first  positive 
mark  of  this  is  the  wearing  out  of  the  endometrium,  for  it,  like  the 
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thymus  gland,  is  nothing  more  nor  less  than  an  adenoid  structure  and, 
like  Peyer's  patches,  at  the  same  time  it  sinks  into  a  worn-out  condi- 
tion.   The  place,  where  before  was  so  much  activity,  where  tissue  was 
so  rapidly  formed,  where  the  giant  cells  so  easily  sprang  from  the 
lymph  corpuscles,  is  marked  only  by  old  cicatricial  fibrous  tissue,  and 
like  all  other  adenoid  structures  it  sinks  into  quiet  decay.   The  nerve 
system  begins  to  readjust  itself  but,  no  longer  having  the  free  outlet 
through  the  soft  juicy  lymphoid  tissue  of  the  uterus,  the  wave  pressure 
meets  with  resistance,  and  a  choppy  sea  is  the  result.    The  physical 
expressions  of  this  are  the  hot  and  cold  flashes,  of  which  so  many  of 
our  friends  complain,  the  vertigoes,  the  headaches,  the  bilious  attacks, 
which  are  nothing  more  nor  less  than  the  reflex  waves  which  were 
once  wont  to  find  outlet  through  the  uterus,  which  now,  by  its  hard- 
ened condition,  are  thrown  back  to  wherever  the  least  resistance  may 
be  found.    This  usually  takes  out  its  force  on  the  weakest  organ  of 
the  individual;  so  that  in  the  dyspeptic  woman  the  indigestion  would 
be  markedly  increased,  one  who  had  been  subject  to  headaches  may 
have  them  at  erratic  times,  one  who  has  been  accustomed  to  diarrhoeas 
may  have  them  come  in  the  most  inexplicable  way.    Whatever  the 
hereditary  vice  has  been  would  be  almost  sure  to  be  aggravated  by 
this  irregular  breaking  of  the  wave.    Is  it  any  wonder,  under  such 
physical  conditions,  that  the  brain  having  an  hereditary  taint  may 
give  way  under  this  irregular  pounding,  and  could  we  expect  anything 
else  than  that  weakened  kidneys,  which  have  stood  the  brunt  of  life 
while  the  waves  of  their  sea  came  regularly  in,  may  now  show  positive 
signs  of  Bright's  disease?    The  most  beautiful  demonstration  of  the 
proof  of  this  condition  is  the  menopause  diabetes.   You  all  remember 
the  class  room  experiment,  that  increased  pressure  of  the  floor  of  the 
fourth  ventricle  will  bring  on  a  temporary  glycosuria,  and  we  see  it  as 
plainly  in  our  every-day  practice  as  though  we  had  the  animal  cn  the 
experimental  table.    The  picture  of  the  menopause  is  as  varied  as  are 
the  family  histories  of  our  patients.    Some,  like  a  good  stanch  ship, 
sail  steadily  into  the  harbor  before  a  light  breeze,  swing  gracefully 
around  to  the  anchor,  drop  sails  and  settle  to  rest.    No  trouble,  no 
disturbance,  no  anything,  but  a  beautiful  afternoon  of  life  stretches 
out  before  them.    Others,  like  storm-tossed  barks,  come  in  ragged 
and  tattered,  battered  and  bruised,  scarcely  able  to  reach  their  an- 
chorage but,  once  able  to  reach  the  still  waters  which  are  beyond, 
hink  quietly  to  rest  and  go  on  comfortably  after  they  have  crossed 
this  chop  sea  of  the  last  few  years  of  their  menstrual  life.  Others 
again,  though,  after  almost  reaching  the  end  run  on  a  rock,  some 
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weak  spot  or  tear  which  they  have  been  carrying  across  this  storm- 
tossed  ocean  widens  into  a  leak,  and  they  go  down  in  sight  of  land. 
There  is  nothing  specially  mysterious  about  it,  and  when  studied  in 
the  light  of  Stevenson's  wave  these  many  and  varied  phases  of  the 
menopause  are  as  explicable  as  any  other  physiological  process  which 
we  now  thoroughly  understand.  All  that  we  have  to  do  for  our 
patient  is  to  watch  these  weak  spots,  if  possible  to  stop  these  leaks, 
help  her  ever  the  bar  and  pilot  her  safely  into  the  calm  water  beyond  ; 
for  we  know  sooner  or  later  the  nerve  system  will  tire  of  this  ineffec- 
tual effort  to  bring  on  the  menstruation.  Like  the  amputated  limb, 
in  which  the  irritable  nerves  in  the  stump  sooner  or  later  will  prob- 
ably let  go,  the  menstrual  nerves  will  be  destroyed  and  the  economy 
will  sink  into  the  quiet  afternoon  of  life.  All  we  can  do  is  to  stand 
by,  like  honest  pilots,  and  pour  oil  upon  the  waters  and  assist  the 
laboring  craft  and  if  possible  carry  them  safely  over  hidden  reefs  to 
their  anchoring  ground  ;  but  in  spite  of  all  our  efforts  a  few  of  them 
carry  the  seeds  of  destruction  in  themselves,  which  open  the  way  for 
the  turmoil  of  these  breakers  to  cause  incurable  mischief.  So  much, 
then,  for  the  natural  menopause. 

When  we  come  to  speak  of  the  artificial,  all  that  I  have  to  say  is 
that  we  now  know  pretty  well  where  the  nerve  supply  of  these  organs 
lies  and  that  all  we  have  to  do  when  the  generative  organs  have  proved 
themselves  utterly  useless,  and  by  lesions  within  themselves  they  be- 
come not  only  dangerous  to  life  but  impediments  to  usefulness — all 
that  we  have  to  do,  is  to  cut  these  nerves.  This  is  nothing  more  nor 
less  than  the  old  experiment  of  the  destruction  of  the  chorda  tympani 
when  we  wish  to  paralyze  the  sublingual  gland.  Just  where  the  men- 
strual center  lies  no  man  can  say  absolutely  to-day. 

It  is  probably  a  mixed  center,  being  composed  of  cerebro-spinal 
and  sympathetic  nerves.  Branches  coming  from  the  lumbar  and  sacral 
plexus  unite  with  branches  from  the  solar  plexus,  and  they  in  turn 
have  ganglia  deposited  along  the  route  deep  down  in  the  base  of  the 
broad  ligament  ;  from  there  branches  arise  not  only  to  the  ovary  but 
to  the  tube  and  uterus.  The  main  ones  to  the  uterus,  the  large  trunks 
which  I  have  described,  enter  at  an  acute  angle  into  the  body  of  the 
uterus  directly  under  the  Fallopian  tube.  To  destroy  all  these  nerves 
we  have  to  take  as  much  of  the  broad  ligament  as  possible.  My  habit 
is  to  transfix  the  broad  ligament  as  low  down  and  as  close  to  the 
uterus  as  I  can  get  without  interfering  with  the  ureter  and  then,  with 
a  Staffordshire  knot  or  any  other  that  you  may  choose  to  use,  to  em- 
brace the  outer  edge  of  the  broad  ligament  with  one  loop  and  to  come 
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directly  over  the  junction  of  the  tube  and  uterus  with  the  other.  It 
is  not  necessary,  when  this  knot  is  drawn  firmly  home,  to  cut  the  broad 
ligament  too  short.  It  is  my  rule  to  take  off  its  top  with  many  snips 
of  the  scissors  and  not  with  one  sweep,  shaping  a  rounded  button  out 
of  what  is  left  of  the  broad  ligament  ;  it  will  thus  be  thoroughly 
everted  and  the  proximal  and  distal  peritonaeum  will  meet  over  the 
ligature  and  leave  it  in  a  buried  sulcus,  thus  preventing  any  possi- 
bility of  the  ligature  slipping.  My  rule  is  to  use  the  smallest  silk  that 
will  withstand  my  strength  and  to  tie  twice  around  the  stump,  thus 
avoiding  the  leaving  a  large  quantity  of  foreign  material  to  be  dealt 
with  by  the  peritonaeum. 

That  these  conclusions  are  true,  that  the  ovary  has  little  more  to 
do  with  menstruation  than  the  liver  has,  I  am  sure.  The  time  allotted 
me  is  too  short  to  admit  of  more  than  one  or  two  proofs  of  my  belief. 

The  first  ovariotomy  I  ever  did  was  for  a  left-sided  large  cystoma. 
The  right  ovary  was  healthy  and  was  not  removed.  Two  years  after- 
ward the  woman  gave  birth  to  a  healthy  child,  which  is  now  living. 
Eighteen  months  after  this  she  had  an  extra-uterine  pregnancy  of  the 
right  side.  It  burst  into  the  right  broad  ligament,  and  after  some 
three  weeks  of  suffering  the  sac  was  emptied  of  about  a  quart  of 
grumous  fluid.  The  woman  was  then  twenty-eight  or  thirty  years 
old,  and  although  it  has  been  ten  years  since  no  signs  of  menstruation 
have  followed.  Thus,  I  know  the  woman  ceased  to  menstruate  after 
having  a  thorough  destruction  of  the  only  remaining  menstrual  nerves 
of  which  she  was  possessed,  though  the  ovary  was  still  in  place  and 
must  have  been  healthy  as  she  had  two  pregnancies  after  its  examina- 
tion in  the  ovariotomy  of  the  opposite  side.  Many  other  cases  you 
can  all  recall  where  pieces  of  ovaries  have  been  left  and  still  the 
woman  did  not  menstruate,  but  it  would  take  me  too  far  afield  to  call 
up  all  these  instances.  Almost  every  operator  here,  if  he  will  think 
carefully  over  his  cases,  can  recollect  such.  Do  not  understand  me, 
though,  to  say  that  it  is  good  surgery  to  leave  a  part  of  the  ovary 
when  you  are  doing  these  operations.  It  is  by  no  means  a  unique 
experience  to  find  an  ovarian  cyst  developing  in  the  stumps  so  left, 
thus  necessitating  the  second  laparotomy.  A  case  I  have  just  had, 
though,  is  one  of  the  most  striking  : 

After  the  appendages  had  been  removed  by  another  operator  the 
patient  fell  into  my  hands,  still  menstruating  as  regularly  as  ever. 
After  doing  all  in  my  power  to  cure  her  by  curetting  and  attention  to 
her  uterine  and  vaginal  infection,  she  finally  developed  a  lump  on  the 
left  side  of  the  uterus.    This  at  the  second  laparotomy  I  found  to  be 
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composed  of  about  three  inches  of  the  tube,  which  had  been  left  at 
the  last  operation.    The  removal  of  this  has  cured  the  patient. 

In  closing  these  remarks  the  one  key-note  that  I  would  give  you 
is  to  study  carefully  the  Stevenson  wave,  for  without  it  no  man  can 
intelligently  practice  gynaecology.  By  it  the  vagaries  of  hysteria, 
uterine  reflexes  and  many  hitherto  inexplicable  enigmas  become  as 
plain  as  a  printed  page,  and  with  it  we  can  as  successfully  unravel 
our  troublesome  cases  as  the  old-time  surgeons  could  the  enigmas 
that  were  elucidated  by  Harvey's  immortal  discovery. 


PUERPERAL  INFECTION  IN  NEW  YORK  CITY. 
WHO  IS  RESPONSIBLE?     CAN  IT  BE  PREVENTED?* 

By  William  E.  Bullard,  M.  I).,  New  York. 

Ten  years  ago  Dr.  T.  Gaillard  Thomas, f  in  a  masterly  paper  read 
before  the  New  York  Academy  of  Medicine  on  "  The  Prevention  and 
Treatment  of  Puerperal  Fever,"  sounded  a  loud  note  of  warning  against 
allowing  the  poison  of  puerperal  septicaemia  to  come  in  contact  with 
the  genitalia  of  the  parturient,  from  either  the  surroundings  of  the  pa- 
tient, the  hands  of  the  nurse  or  the  physician  himself.  Dr.  Gar- 
rigues,J  the  same  year,  in  a  paper  read  before  the  County  Medical 
Society  on  l<  Prevention  of  Puerperal  Infection,"  gave  the  profession 
in  minute  detail  the  methods  adopted  by  himself,  both  in  private  and 
maternity  practice,  to  prevent  the  introduction  of  septic  germs  into 
the  genital  tract  after  labor. 

The  profession  seems  to  have  heeded  the  warning  and,  in  some 
degree,  to  have  followed  the  antiseptic  methods  then  emphasized  and, 
as  a  result,  we  find  to-day  a  great  diminution  in  the  death  record  of 
puerperal  infection  in  New  York.  Thus  in  1883,  with  a  population 
of  1,322,880,  a  birth  record  of  31,319,  we  find  there  occurred  254 
deaths  from  puerperal  fever,  so  called,  and  28  deaths  from  miscar- 
riage and  abortion  ;  while  in  1893,  Wlt^  an  estimated  increase  in 
population  of  nearly  half  a  million,  a  total  of  51,516  births,  we  have 
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only  237  deaths  from  puerperal  infection  and  39  from  miscarriage 
and  abortion.  I  have  classed  with  the  deaths  from  puerperal  infec- 
tion those  caused  by  miscarriage  and  abortion,  for  I  believe  that 
more  than  half  the  women  who  die  from  these  two  causes  die  from 
septic  infection.  In  order  to  prove  this  point,  I  have  examined  each 
certificate  of  death  in  the  thirty-one  cases  from  abortion  and  miscar- 
riage that  occurred  in  1892  and  have  found  that  in  nineteen  out  of  the 
thirty-one  the  cause  of  death  was  stated  to  be  either  from  septicaemia, 
puerperal  peritonitis,  acute  metritis,  pyosalpinx  and  sepsis  or  septic 
peritonitis.  I  was  unable  to  obtain  the  record  for  1893  but  believe 
the  same  proportion  of  septic  cases  existed. 

In  comparing  the  present  death  rate  from  puerperal  infection  with 
that  occurring  in  the  past,  we  must  remember  that,  whereas  ten  years 
ago  the  lying-in  hospitals  and  maternities  helped  swell  the  number  of 
fatal  cases,  now,  thanks  to  the  almost  perfect  methods  of  antisepsis 
employed  in  these  institutions  in  this  city,  their  record,  as  far  as  deaths 
from  puerperal  infection  is  concerned,  is  a  nearly  clean  one. 

But  we  must  consider  not  only  the  deaths  that  occur  from  puer- 
peral infection  but  the  number  of  septic  cases  of  more  or  less  severe 
type  that  recover,  some  after  many  months  of  illness  and  great  suffer- 
ing. It  would  be  impossible  to  determine  with  any  degree  of  accuracy 
the  number  of  such  cases. 

Our  dispensary  and  hospital  case-books  record  the  complications 
resulting  from  a  bad  "  getting-up,"  and  how  often  does  the  entry 
"  fever  "  after  the  first  confinement  head  the  list  as  the  cause  of  pres- 
ent sterility,  chronic  pyosalpinx,  misplaced  uteri,  old  adhesions  and 
general  invalidism  ?  Who  is  responsible  for  these  cases  which  must 
number  thousands  and  which  could  nearly  all  be  prevented  by  careful 
attention  to  the  simple  rules  of  cleanliness  during  and  after  labor? 
How  often  do  we  still  hear  the  terms  "  milk  fever,"  "  malaria,"  "  sewer- 
gas  poisoning,"  etc.,  used  by  physicians  who  have  charge  of  the  par- 
turient, when  the  cases  are  septic  and  infection  alone  is  the  cause  of 
all  these  symptoms  !  One  case  of  septic  infection  after  confinement 
recently  seen  by  me  will  illustrate  the  careless  manner  in  which  some 
physicians  conduct  the  after-treatment  of  their  cases  of  labor.  The 
patient  was  a  primipara  and  quite  an  extensive  laceration  of  the  peri- 
naeum  occurred,  which  was  repaired  at  the  time  by  the  physician  who 
seems  to  have  taken  all  necessary  precautions  against  infection.  On 
the  fourth  day,  however,  fever  developed  ;  no  examination  was  made 
but  the  attendant  was  told  to  syringe  with  bichloride  solution.  The 
discharge  became  very  foul  and  the  patient  had  several  chills  which 


Puerperal  Infection  in  New  York  City. 


401 


were  followed  by  fever  and  profuse  perspiration  ;  the  physician  gave 
large  doses  of  quinine  and  still  neglected  to  seek  any  local  cause  for 
these  symptoms. 

At  the  end  of  the  second  week  when  I  saw  the  patient,  she  pre- 
sented that  pallor  so  characteristic  of  septic  poisoning,  a  fcetid  dis- 
charge came  from  the  uterus,  the  labia  and  thighs  were  excoriated  and 
intense  pruritis  prevented  sleep.  The  uterus  was  large,  tender  on 
pressure,  abdomen  distended  and  tympanitic.  A  thorough  curetting, 
irrigation  with  bichloride  one  to  five  thousand  and  iodoform-gauze 
drain  caused  a  marked  improvement  in  the  patient's  condition  ;  sub- 
sequent irrigation  with  boiled  water,  and  renewed  packing,  removed 
all  dangerous  symptoms,  and  she  made  a  slow  and  full  recovery  but 
with  total  loss  of  breast  milk. 

Several  severe  septic  cases  have  come  to  my  knowledge  in  the  past 
three  years  where  septic  infection  was  not  conveyed  to  the  lying-in 
woman  by  a  physician  but  by  a  neighbor,  nurse  or  midwife,  and  it  is 
to  these  three  classes  of  attendants  that  we  must  attribute,  in  a  great 
measure,  the  prevalence  of  puerperal  infection  existing  to-day  in  this 
city.  Untrained  nurses,  and  more  frequently  midwives,  are  a  great 
source  of  danger  to  the  women  whom  they  confine. 

Of 'the  latter  class,  there  are  about  three  thousand  who  are  regis- 
tered at  the  Health  Board  of  our  city  but  have  no  license  to  practice, 
and  probably  many  more  who  practice  midwifery  without  even  being 
registered.  These  women  take  entire  charge  of  uncomplicated  cases 
of  labor  and,  for  a  small  fee,  do  everything  they  deem  necessary  for 
the  comfort  and  safety  of  their  patients. 

That  the  number  of  confinements  conducted  throughout  by  mid- 
wives  is  large  is  proved  by  the  report  of  a  committee  *  appointed  by 
the  County  Medical  Society  last  year  to  draft  an  amendment  to  the 
medical  laws  of  this  State  relating  to  the  practice  of  obstetrics  by  mid- 
wives.  This  committee  stated  that  the  number  of  births  reported  in 
New  York  city  by  midwives  is  within  a  few  hundred  of  those  reported 
by  physicians,  that  number  being  about  25,000. 

Dr.  Kortright,f  of  Brooklyn,  at  a  meeting  of  the  State  Medical 
Society  held  last  year,  reported  that  the  midwives  send  in  about  45 
per  cent,  of  all  the  births  occurring  in  Brooklyn  and  probably  attend 
one  third  of  all  the  cases  of  labor. 

Thus,  the  midwife  is  placed  in  a  position  of  trust  and  responsibil- 
ity equal  to  that  of  the  experienced  physician  and  has  free  scope  to 

*  Medical  Record,  December  9,  1893,  p.  767. 
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exercise  her  calling  without  even  a  license  and,  in  the  majority  of 
cases,  without  adequate  knowledge  of  practical  obstetrics  and  the 
methods  of  modern  antisepsis.  To  prove  these  statements  I  wrote  to 
a  number  of  obstetricians  and  gynaecologists,  requesting  answers  to 
the  following  questions  : 

1.  How  many  cases  of  puerperal  infection  have  you  been  called  to 
attend  as  consultant  during  1893  ? 

2.  How  many  of  these  cases  were  originally  attended  by  mid  wives  ? 

3.  Did  any  of  these  cases  terminate  fatally? 

The  answers  received  were  very  suggestive  and  at  the  same  time 
startling.  One  physician  had  seen  in  consultation  51  cases  of  puer- 
peral infection  in  1893  anG^  stated  that  three  fourths  of  them  had  been 
attended  by  midwives.  Another  had  seen  eight  cases,  five  of  them 
had  been  originally  under  the  care  of  midwives.  I  quote  from  a  third 
physician  who  writes  :  "  I  have  seen  about  30  septic  cases  and  esti- 
mate that  25  were  attended  by  midwives."  Still  another  had  seen 
''fully  25  cases  of  puerperal  infection." 

But  not  to  weary  you  with  the  details  of  each  answer,  I  will  give 


the  summary  of  all  as  follows  : 

Answers  received  from  physicians   16 

Total  number  of  cases  seen   180 

"         "      attended  by  midwives   79 

"         "      terminating  fatally   36 

"         "      of  cases  of  infection  following  miscar- 
riage and  abortion   17 

(Four  of  these  last  were  under  the  care  of  midwives.)  To  which 


list  I  have  added  three  of  my  own  cases  ;  one  already  narrated  as  oc- 
curring in  the  practice  of  a  physician,  one  where  a  midwife  was  re- 
sponsible for  the  infection  and  the  third  which  came  under  my  own 
care,  owing  to  the  absence  of  the  family  physician,  was  directly  trace- 
able to  infection  from  a  case  of  puerperal  septicaemia  that  occurred 
in  the  next  house,  where  a  member  of  the  same  family  had  died  three 
days  before  my  own  patient  was  confined.  I  will  relate  the  case 
briefly.  I  only  learned  the  following  facts  when  the  patient,  a  primip- 
ara,  was  in  actual  labor.  She  had  been  with  her  sister-in-law  during 
her  confinement  a  week  previously  and  was  not  transferred  to  the 
next  house  until,  what  afterward  proved,  too  late  to  escape  the  puer- 
peral infection.  All  precautions  were  employed  by  me  to  prevent 
infection  but  fever  developed  twelve  hours  after  delivery,  the  wound 
that  occurred  in  the  perinaeum  at  the  time  of  labor  did  not  unite, 
the  edges  of  the  tear  became  quickly  covered  with  a  diphtheritic- 
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looking  membrane  and  the  inguinal  glands  on  the  left  side  were  in- 
fected through  the  lymphatics  and  were  subsequently  incised  and 
drained.  The  uterus  and  peritonaeum  were  not  infected.  This 
patient  recovered  very  slowly  and  is  now  well. 

Dr.  Murray,  in  a  valuable  paper  presented  at  a  recent  meeting  of 
the  County  Medical  Society,  detailed  two  cases  of  puerperal  infection 
seen  by  him  in  consultation  where  the  source  of  the  infection  was 
directly  traced  to  the  nurses  who  had  been  obtained  by  the  family 
and  had  not  been  recommended  by  the  physician.  Both  of  these 
nurses  had  come  from  cases  of  acute  puerperal  septicaemia  and  had 
made  repeated  examinations  before  sending  for  the  physician. 

My  last  proposition,  viz.,  Can  puerperal  infection  be  prevented  ? 
is,  I  am  aware,  a  most  difficult  one  to  deal  with.  If  the  question 
simply  referred  to  maternities  and  lying-in  asylums,  I  should  unhesi- 
tatingly answer  Yes  ;  but,  unfortunately,  a  large  proportion  of  child- 
bearing  women  will  still  continue  to  come  under  the  care  of  midwives, 
nurses  and  untrained  physicians.  And  the  question  arises :  What 
can  be  done  to  limit  and  regulate  the  first  class  and  to  educate  the 
second  ?  Personally,  I  am  in  favor  of  licensing  and  training  (as  is 
done  in  Germany)  the  midwives  of  this  city.  We  are  far  behind 
European  countries  in  this  respect  and  have  only  recently  taken  any 
steps  to  control  and  define  a  midwife's  duties  and  privileges.  To  this 
end  a  bill  entitled  "An  Act  to  regulate  the  Practice  of  Midwifery  in 
the  State  of  Xew  York  "  is  to  be  presented  to  the  Senate  and  Assem- 
bly this  winter,  and  if  the  act  becomes  a  law  it  will  do  much  to 
correct  some  abuses  that  have  hitherto  existed. 

But  I  do  not  think  regulating  and  licensing  midwives  is  all  that  is 
required.  They  should  be  taught,  at  least,  the  elementary  branches 
of  midwifery  and  have  practical  instruction  in  modern  antiseptic 
methods  at  clinics  or  midwifery  schools  ;  in  this  way,  and  in  this 
alone,  can  we  train  a  class  of  midwives  who  will  be  competent  to  take 
charge  of  uncomplicated  labor  cases. 

Such  schools  for  the  education  of  midwives  are  already  established 
in  Russia  and  Germany,*  and  the  laws  of  these  countries  are  very 
strict  in  defining  their  duties  and  in  controlling  their  practice. 

Can  not  this  society  inaugurate  similar  training  schools  in  this 
city  and  help  to  accomplish  the  much-needed  reform  and  further  the 
solution  of  the  problem  How  to  prevent  puerperal  infection  ? 

There  is  also  a  duty  and  a  privilege  that  skilled  obstetricians  and 
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gynaecologists  owe  to  the  community  and  their  professional  brethren 
when  called  as  consultants  in  septic  and  non-septic  cases  of  labor  and 
miscarriage,  viz.,  to  instruct  and  advise  the  physicians  with  whom 
they  are  brought  in  contact  how  to  conduct  their  labor  cases  in  a 
safe  and  antiseptic  manner. 

If  the  facts  I  have  here  set  forth  shall  reawaken  our  vigilance  and 
urge  us  to  use  every  effort  to  combat  the  prevalence  of  puerperal 
infection,  I  shall  feel  that  my  labor  has  not  been  in  vain. 


TREATMENT  OF  ENDOMETRITIS* 

By  Herman  E.  Hayd,  M.  D.,  M.  R.  C.  S.  Eng., 
Buffalo,  N.  Y. 

The  pathology  of  pelvic  inflammation  teaches  us  that  the  endo- 
metrium plays  the  most  important  role  in  connection  with  the  diseases 
of  the  uterus  and  its  adnexa.  The  lymphatics  and  cellular  tissue,  which 
so  intimately  surround  the  uterus,  are,  no  doubt,  frequently  the  chan- 
nels of  transmission  of  puerperal  infection  to  the  peritoneal  cavity  ; 
but  the  vast  majority  of  infective  poisons  find  their  starting  point  in  the 
lining  membrane  of  the  uterus  and  by  continuity  of  tissue  extend  to  the 
tubes,  ovaries,  peritoneum  and  abdominal  viscera.  We  are,  therefore, 
confronted  with  the  important  practical  question,  How  shall  this  in- 
flammation be  best  treated  ?  and  what  means  shall  be  adopted  to  con- 
fine it  to  the  uterus,  or  at  all  events  lessen  its  disastrous  effects  upon 
the  adjacent  and  contiguous  structures  ? 

All  intra-uterine  manipulations  are  associated,  necessarily,  with 
some  degree  of  danger,  and  a  simple  and  benign  endometritis,  or 
better  metro-endometritis,  or  even  metro-endo-salpingitis  may,  by 
reason  of  such  treatment,  assume  active  and  dangerous  intensity. 
Moreover,  it  must  always  be  borne  in  mind, — these  conditions  are 
often  due  to,  and  dependent  upon,  some  general  systemic  condition, 
as  gout,  scrofula,  syphilis,  simple  but  prolonged  anaemia,  bad  hygiene, 
social  and  sexual  excesses,  etc.,  etc.,  and  require  no  local  treatment 
whatsoever,  and  are  often  relieved  and  even  cured  by  proper  constitu- 
tional measures.    But  unfortunately,  metro-endometritis  is  often  a 
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very  chronic  and  intractable  disease,  and  if  not  cured  is  capable  of 
extending  its  mischievous  effects  upon  so  many  important  structures, 
that,  in  addition  to  constitutional  agents,  local  and  topical  applica- 
tions become  absolutely  necessary. 

We  may  classify  endometritis  into  acute,  subacute  and  chronic  ; 
and,  according  to  its  location,  into  cervical  and  corporeal.  True, 
this  is  but  an  arbitrary  and  conventional  classification  ;  yet  it  em- 
braces all  the  clinical  features  as  well  as  the  pathological  conditions 
assumed  by  the  disease,  whether  of  puerperal,  post-puerperal,  gonor- 
rheal or  traumatic  origin  ;  or  whether  a  simple  catarrh,  or  a  granular, 
fungous,  or  ulcerating  process. 

Acute  endometritis  or  pelvic  inflammation  is  treated  as  one  would 
treat  other  inflammatory  conditions  :  rest  in  bed,  opium  or  codeine 
for  the  pain,  hot  fomentations  to  the  lower  abdomen  ;  and  hot  vaginal 
douches,  if  soothing,  grateful  and  well  borne,  a  nourishing  but  simple 
diet,  and  daily  soluble  movements  of  the  bowels  if  possible.  A  brisk 
cathartic  at  the  onset  of  the  attack  is  often  capable  of  aborting  what 
might  have  been  a  very  pronounced  peritonitis.  If  an  acute  specific 
cause  can  be  demonstrated, — as  for  instance,  gonorrhoea,  decomposing 
detritus-  after  abortion,  or  labor,  or  trauma,  the  result  of  criminal 
attempts  at  abortion — under  the  strictest  antiseptic  precautions,  the 
uterus  should  be  thoroughly  dilated,  washed  out  with  a  weak  corro- 
sive sublimate  solution  i  to  5,000  and  curetted  with  a  sharp  spoon  ; 
and  then  again  irrigate  the  vagina  and  uterus  thoroughly  and  leave  in 
the  uterine  cavity  a  suppository  of  iodoform.  This  I  have  repeatedly 
done,  and  invariably  have  lessened  the  pain  and  distress,  reduced  the 
temperature  and  pulse,  and,  I  am  satisfied,  shortened  and  sometimes 
aborted  the  course  of  the  disease. 

There  is  no  place  in  surgery  where  this  great  surgical  principle  of 
drainage  is  more  indicated  than  in  these  cases,  because  they  manifest 
the  greatest  tendency  to  chronicity,  and  are  associated  with  such  dan- 
gerous complications  and  irreparable  mischief  to  the  tubes  and  sur- 
rounding tissues.  By  its  timely  employment,  life  can  often  be  saved 
and  the  usefulness  of  important  structures  maintained.  I  am  inclined 
to  believe  that  intra-uterine  injections  are  unnecessary  if  this  proce- 
dure has  been  carefully  carried  out  ;  and,  consequently,  the  dangers 
and  pain  due  to  the  frequent  handling  of  the  parts  are  minimized. 

The  treatment  of  subacute  and  chronic  metro-endometritis  is 
more  elective  ;  consequently,  there  are  many  different  methods  of 
procedure,  and  each  one  accomplishes  more  or  less  good  according 
to  its  applicability.    If  there  be  a  pronounced  laceration  of  the  cervix, 
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with  ectropion  of  the  lips  and  a  persistent  and  recurring  ulceration,  a 
properly  performed  Emmet,  preceded  by  curettement,  will  give  the 
greatest  satisfaction  ;  and  in  fact,  if  the  chronic  inflammation  and 
hypertrophy  be  due  to  subinvolution,  consequent  upon  the  laceration, 
nothing  short  of  this  operation  will  cure  the  case.  Applications 
should  be  made  to  the  endometrium  of  Churchill's  tincture  of  iodine, 
or  two  parts  iodine  to  one  of  carbolic  acid,  or  a  strong  solution  of 
nitrate  of  silver.  Painting  the  vault  of  the  vagina  and  cervix  with 
iodine  and  well-applied  tampons  saturated  with  glycerin  or  borogly- 
ceride  thirty  per  cent.,  or  ichthyol  fifteen  per  cent,  with  glycerin,  are 
also  indicated.  It  is  also  in  this  class  of  cases  where  intra-uterine 
galvanism  is  so  signally  beneficial  ;  and  why  there  can  be  any  doubt 
as  to  its  efficiency  is  a  growing  surprise  to  me.  Malpositions  and 
displacements  must  also  be  corrected  if  possible  by  proper-fitting 
pessaries. 

In  making  applications  to  the  endometrium,  one  important  point 
must  always  be  borne  in  mind.  Be  as  aseptic  as  possible,  and  be  cer- 
tain that  the  internal  os  is  patulous,  so  that  the  fluids  and  discharges 
can  find  egress ;  because  drainage  must  be  provided  for,  otherwise 
colic,  pain,  and  a  slight,  or  even  a  very  severe  peritonitis  can  result 
from  these  trivial  and  apparently  harmless  applications. 

Endometritis  is  not  usually  an  uncomplicated  affection,  but  the 
inflammatory  process  has  extended  to  the  tubes  and  ovaries  and  peri- 
toneum. Fixation  of  these  important  structures  has  taken  place  and 
their  secretions  are  retained.  Now  comes  the  important  question, 
Is  the  endometritis,  which  was  responsible  for  the  salpingitis,  and 
ovaritis,  and  peritonitis,  the  point  of  surgical  attack  ;  or  has  it  ceased 
to  be  an  important  factor  when  the  tube  and  ovarian  mischief  can, 
with  reasonable  certainty,  be  felt  and  diagnosticated  ? 

Naturally,  the  more  the  source  of  irritation  be  endometrial  the 
more  we  can  expect  from  local  and  conservative  treatment,  while,  on 
the  contrary,  if  tubal  and  ovarian  disease  exist  to  any  great  degree 
ablation  of  the  offending  organ  is,  perhaps,  the  only  hope  of  relief. 
As  a  result  of  these  premises,  two  great  schools  of  pelvic  surgery  have 
their  existence — the  one  believing  that  endometritis  seldom  requires 
any  special  treatment  other  than  good  hygiene,  absence  of  sexual  re- 
lation, good  food  and  good  environment,  tonics  and  daily  soluble 
movements  from  the  bowels.  In  other  words,  ill-health  and  much 
suffering  indicate  not  simply  a  condition  curable  by  simple  means  but 
serious  tube  and  ovary  mischief,  curable  by  no  means  short  of  an  ab- 
dominal section. 
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On  the  other  hand,  I  believe  there  is  a  growing  feeling  in  the  pro- 
fession that  conservative  treatment  is  much  more  often  called  for  and 
that  the  endometrium  is  the  seat  of  progressive  mischief.  About  ten 
years  ago  Dr.  Gill  Wylie  brought  to  our  notice  his  stem  drain  which 
he  introduced  into  the  uterus  after  curettement,  and  three  years  ago 
Dr.  William  Polk  emphasized  that  treatment  by  giving  us  his  simple 
but  very  efficacious  operation,  and  with  it  a  report  of  a  large  and 
extremely  interesting  class  of  cases,  in  which  there  was  consider- 
able tubal  and  ovarian  mischief  kept  up  and  dependent  upon 
endometritis. 

So  favorably  has  this  method  of  treatment  been  received,  that 
many  operators  have  extended  its  range  of  usefulness  and  now  curette 
and  pack  the  uterus  first  before  doing  a  section,  so  as  to  get  a  per- 
fectly clean  field,  and  either  complete  the  section  upon  the  same  day 
or  a  few  days  later.  It  is  claimed,  and  I  believe  justly,  that  the  great 
advantage  of  packing  the  uterus  after  curettage  is  that  it  stimulates 
quicker  and  more  perfect  involution ;  that  it  promotes  more  perfect 
and  permanent  drainage  by  insuring  patency  of  the  cervical  canal  ; 
that  it  assists  in  the  restoration  of  a  misplaced  organ  by  supplying 
a  soft  support  as  well  as  drain  ;  and  that  the  mucous  walls  of  the 
uterus,"  being  separated  by  the  gauze,  a  healthy  epithelium  is  soon 
produced. 

I  have  seen  the  most  inveterate  cases  of  uterine  leucorrhcea,  met- 
rorrhagia and  painful  menstruation  cured  by  this  simple  procedure 
when  a  long  course  of  uterine  applications,  fraught  with  infinitely 
more  danger,  had  failed  to  bring  about  any  permanent  improvement. 
Cases,  moreover,  complicated  with  considerable  tubal  and  ovarian 
mischief  and  sterility,  as  well  as  general  ill-health,  have  been  speedily 
benefited,  and  maternal  functions  and  responsibilities  have  been  as- 
sumed and  future  good  health  and  happiness  accomplished. 

I  prefer  to  do  this  operation  in  those  ambulatory  cases  where 
there  exists  some  tubal  thickening  and  where  intra-uterine  manipula- 
tions cause  much  pain  and  distress,  believing  that  it  is  less  dangerous 
to  thoroughly  clean  the  uterus  and  provide  suitable  drainage  at  one 
sitting,  than  to  subject  the  patient  to  the  possible  dangers  of  increas- 
ing tubal  and  ovarian  trouble  by  too  frequent  intra-uterine  medica- 
tion. 

Of  course,  I  do  not  wish  to  be  understood  that  this  operation  is  to 
take  the  place  of  the  brilliant  surgical  procedure,  salpingotomy  and 
salpingo-oophorectomy  ;  because  nothing  short  of  a  laparotomy  can 
cure  a  big  pus  tube  with  its  accompanying  ovarian  abscess  :  but  I  do 
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believe  that  tubal  and  ovarian  inflammations,  dependent  as  they  often 
are  upon  endometritis  and  short  of  pus  collections,  are  often  cured 
by  dilatation,  curettement  and  uterine  drainage,  without  adding  a 
large  element  of  danger  either  to  the  existing  inflammations,  or  to  the 
possibilities  of  remoter  mischief. 

78  Niagara  Street. 


DYSMENORRHEA.* 
By  Howard  A.  Kelly,  M.  D., 

Professor  of  Obstetrics  and  Gynaecology  in  the  Johns  Hopkins  University,  Baltimore,  Md. 

Names  have  often  acted  as  serious  obstacles  to  scientific  advance- 
ment in  all  branches  of  medicine.  Thus,  in  gynaecology  the  names 
"pyosalpinx"  and  ''hydrosalpinx"  have  long  retarded  a  thorough 
investigation  of  the  natural  history  of  these  pathological  processes  in 
their  earlier  stages  by  conveying  an  impression  which  has  become 
fixed  by  tacit  assent,  that  the  pus  and  the  serum  in  the  tubes  is  the 
disease  itself  and  not  merely  a  by-product  of  the  disease  found  in  its 
later  stages. 

"  Dysmenorrhcea  "  is  likewise  nothing  more  nor  less  than  pelvic 
pain  associated  with  the  menstrual  congestion  and  the  menstrual  flow 
and  is  a  concomitant  symptom  of  a  wide  variety  of  diseases  of  the 
uterus,  tubes,  and  ovaries.  I  wish  to  emphasize  and  insist  upon 
this  fact  at  the  very  outset,  convinced  that  if  you  will  accept  my 
views  I  will  be  instrumental  in  helping  a  large  number  of  suffering 
women  and  in  saving  you  from  committing  certain  errors  common  to 
the  medical  practice  of  to-day. 

Dysmenorrhcea  is,  therefore,  merely  an  awkward  name  for  a 
symptom  common  to  numerous  diseases ;  it  should  consequently 
never  be  entered  in  a  history  as  the  diagnosis. 

To  give  precision  to  my  statements  I  have  analyzed,  with  refer- 
ence to  this  symptom,  four  hundred  cases  in  which  I  have  opened 
the  abdomen  for  pelvic  diseases.  I  find  that  two  hundred  and 
eighty-nine  of  the  four  hundred,  taken  in  series  as  they  were  oper- 
ated upon,  suffered  from  dysmenorrhcea,  while  one  hundred  and 
eleven  had  no  dysmenorrhcea.    Out  of  the  four  hundred  cases  more 
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than  half  (two  hundred  and  fifty-five)  had  some  form  of  obscure  pel- 
vic affection,  such  as  usually  escapes  the  attention  of  the  general 
practitioner  ;  in  other  words,  this  number  of  women  had  either  pelveo- 
peritonitis  with  adherent  ovaries  and  tubes,  tubercular  peritonitis, 
pyosalpinx,  hydrosalpinx,  tubo-ovarian  abscess,  salpingitis  or  haema- 
toma  of  the  ovary. 

Now  out  of  these  two  hundred  and  fifty-five  cases  of  minor 
pelvic  disease  there  were  one  hundred  and  eighty  in  which  dys- 
menorrhea existed,  while  it  was  absent  in  but  seventy-five.  In 
addition  to  these  two  hundred  and  fifty-five  there  were  fifty-five 
cases  of  retroflexion  in  the  series  of  four  hundred,  of  which  forty-four 
suffered  from  dysmenorrhcea.  The  majority  of  these  cases  applied 
for  relief  solely  because  of  pelvic  pains,  which  were  aggravated  at  the 
menstrual  period,  and  many  of  them  had  been  treated  for  months 
and  years  for  "  dysmenorrhcea. " 

In  addition  to  the  cases  of  pelvic  inflammatory  disease,  small  ova- 
rian tumors  and  retroflexion,  there  is  still  another  group  of  dysmenor- 
rhceic  women  whose  suffering  is  due  to  small  myomata.  I  have 
repeatedly  discovered  these  tumors  by  a  minute  rectal  examination  in 
yonng  women  who  have  been  treated  persistently  for  "dysmenor- 
rhcea." 

Believe  me,  Gentlemen,  I  would  not  have  taken  this  trip  to  Albany 
to  make  these  brief  remarks  before  you,  did  I  not  believe  it  to  be  of 
the  utmost  importance  that  you,  and  through  you  the  profession  at 
large,  should  realize  that  they  are  holding  under  treatment  for  "  dys- 
menorrhcea" to-day  a  large  number  of  women  who  have  small  tu- 
mors or  pelvic  inflammatory  disease. 

Let  me  put  the  converse  of  the  proposition  ;  where  do  all  the 
large  myomata  seen  in  our  clinics  come  from  if  not  from  the  small 
ones  which  are  at  first  unrecognized?  Put  the  question  to  any 
one  of  these  women  with  a  mass  of  big  tumors  filling  the  abdomen, 
and  she  will  tell  you  of  years  of  menstrual  pains  and  treatment  before 
a  correct  diagnosis  was  made. 

Address  the  same  question  to  any  of  the  old  cases  of  pelvic 
inflammatory  disease  and  you  will  learn  of  years  of  fruitless  treat- 
ment before  the  true  condition  was  suspected. 

There  is  another  type  of  dysmenorrhoea,  common  to  young  girls  in 
whom  the  menstrual  habit  is  becoming  established.  This  type  is 
usually  associated  with  a  variety  of  dyscrasias,  the  most  prominent  of 
which  is  chlorosis  and  does  not  often  persist  beyond  the  twentieth 
year. 
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There  is,  further,  the  class  of  the  neurotic  and  hysterical  women 
whose  entire  nervous  system  is  at  fault  and  in  whom  moderate  pain 
is  described  as  "  agony."  This  type  is  particularly  prone  to  be  asso- 
ciated with  defective  development  of  the  uterus  and  ovaries. 

Treatment. 

Above  every  other  consideration,  and  before  I  speak  of  the  direct 
treatment,  let  me  impress  you  with  the  utter  immorality  of  the  use  of 
morphine  in  combating  this  symptom  "  dysmenorrhcea."  Under  but 
one  set  of  conditions,  and  one  only,  is  the  use  of  morphine  justi- 
fiable, that  is,  when  the  dysmenorrhoea  has  been  demonstrated  to  be 
due  to  a  gross  pelvic  lesion  and  the  patient  is  under  preparation  for 
its  removal  by  operation. 

There  is  too  a  strange  blindness  preventing  many  doctors  from 
recognizing  the  hysterical  element  in  their  female  patients.  I  have  as 
a  consequence  of  this  want  of  professional  insight  seen  many  poor 
creatures  tattooed  with  the  hypodermic  needle  and  saddled  with  this 
accursed  habit.  Never  give  morphine  for  a  protracted  disease 
marked  with  paroxysms  of  pain  not  tending  toward  a  fatal  issue. 
For  the  young  girl  attention  to  hygiene,  regulation  of  her  exercise 
and  schooling  and,  above  all,  rest  in  bed  are  invaluable  in  the  treat- 
ment. Mild  sedatives,  hot  tea  and  a  full  hot  hip-bath,  with  the  ad- 
ministration of  aloes  combined  with  myrrh  or  asafoetida  to  empty  the 
lower  bowel,  accentuate  the  pelvic  congestion  and  so  assist  in  bring- 
ing on  the  flow. 

I  need  not  dwell  here  upon  such  well-recognized  facts  as  the 
necessity  of  treating  chlorosis,  rheumatism  and  other  associated 
ailments  when  they  exist.  Be  wary,  gentlemen,  in  beginning  what  is 
commonly  called  "  local  treatment  "  in  young  women  ;  it  is  rarely  of 
value  and  once  begun  is  apt  to  be  kept  up  indefinitely.  If,  however, 
the  dysmenorrhoea  is  persistent  and  excessive  in  the  young  girl,  do 
not  delay  but  insist  upon  a  thorough  examination  under  anaesthesia 
per  rectum  and  abdomen;  remembering  the  maxim  of  the  ancients: 
gt  Magnum  est  crimen per?-umpere  virginis  hymen.'" 

"Where  serious  pelvic  disease  exists  you  will  treat  this  and  so  re- 
lieve the  dysmenorrhcea.  If  the  existing  disease  threatens  life  or  is 
incompatible  with  fair  health,  and  there  is  no  prospect  of  relief  by 
waiting,  you  will  without  hesitation  act  in  the  patient's  best  interest 
by  removing  tubes,  ovaries  or  uterus  to  effect  a  cure.  In  less  aggra- 
vated conditions,  your  judgment  will  be  tested  in  weighing  the  pros 
and  cons  relative  to  an  operative  procedure;  where  the  tubes  are 
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sealed  and  ovaries  are  bound  down,  you  will  have  less  hesitation  in 
interfering  and  anticipating  the  menopause.  When  dysmenorrhea 
persists  and  no  local  lesion  is  discoverable  a  thorough  dilatation  of 
the  os  uteri  is  often  of  service.  I  would  estimate  the  utility  of  this 
procedure  about  as  follows  :  Seventy  per  cent,  are  benefitted  for  a 
time  ;  about  forty  per  cent,  are  benefitted  permanently,  and  about  ten 
per  cent,  are  cured. 

The  best  results  are  obtained  in  cases  which  are  distinctly  spas- 
modic in  character. 

As  a  last  resort,  it  is  right  in  rare  instances  where  the  patient  is 
not  neurotic,  and  occasionally  in  spite  of  this  complication,  to  remove 
ovaries  and  tubes  for  painful  menstruation,  which  is  wrecking  health, 
even  though  the  pelvic  organs  are  known  to  be  absolutely  free  from 
disease. 

Finally  in  recapitulation,  almost  without  exception  all  those  cases 
of  pelvic  inflammatory  diseases  which  will  later  fall  into  specialists' 
hands  are  to-day  under  treatment  by  general  practitioners  for  "  dys- 
menorrhea." 

A  careful  examination  under  anaesthesia  per  rectum  and  abdomen, 
if  necessary  drawing  the  uterus  down  with  tractors  at  the  same 
time,  and  making  what  I  call  a  "  trimanual  examination,"  will  reveal 
the  cause  of  the  dysmenorrhcea. 

This  examination  must  not  be  undertaken  in  young  women  with- 
out due  delay  and  general  treatment,  during  which  time  the  case  will 
often  right  itself. 

In  young  unmarried  woman  who  have  never  been  examined,  the 
bimanual  examination  should  not  be  conducted  per  vaginam. 

The  practitioner  must  not  fail  to  recognize  and  classify  separately 
the  purely  hysterical  cases,  in  whom  local  treatment  of  any  kind  is 
positively  injurious.  He  must,  however,  in  this  very  group  of  cases 
be  most  wary,  recollecting  that  hysterical  women  are  as  equally  liable 
as  other  women  to  have  pelvic  inflammatory  ailments. 

Morphine  must  never  be  employed  in  treating  dysmenorrhcea. 

Dysmenorrhcea  depending  upon  tumors  and  inflammatory  troubles 
must  be  relieved  by  treating  the  disease  and  not  the  symptom. 

Dilatation  and  curetting  benefit  a  large  percentage  of  cases 
which  are  uncomplicated  by  other  diseases  and  even  cure  a  small  per- 
centage. 

Ablation  of  the  appendages  is  proper  in  rare  cases  of  extreme  and 
persistent  dysmenorrhcea  as  well  as  for  some  intractable  cases  of 
membranous  dysmenorrhea. 
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THE  REMOVAL  OF  SUBMUCOUS  FIBROIDS  OF  THE 
UTERUS  THROUGH  THE  CERVICAL  CANAL; 
WITH  A  REPORT  OF  SEVERAL  CASES* 

By  A.  H.  Buckmaster,  M.  D. 

It  is  the  fashion  to  apologize  for  a  paper  which  does  not  contain 
some  great  novelty  or  which  does  not  pertain  to  the  removal  of  an 
important  organ.  I  shall  not  apologize  because  I  have  nothing  new 
or  startling  to  offer  for  I  am  of  the  opinion  that  members  of  this  body, 
as  well  as  gynecologists  outside  of  our  Society,  do  not  appreciate  the 
advantages  offered  by  the  cervical  passage.  At  a  meeting  of  this  So- 
ciety, a  few  weeks  ago,  a  submucous  fibroid  was  presented  which  had 
been  removed  by  hysterectomy.  I  was  able  to  demonstrate  that  this 
tumor  could  readily  be  shelled  out  of  its  bed  by  the  aid  of  the  finger. 
I  stated  that  this  method  might  have  been  used  at  the  time  of  the  op- 
eration and  the  patient  saved  the  danger  and  discomforts  of  a  hys- 
terectomy. The  tumor  had  been  in  alcohol  and  I  fully  appreciated 
the  fact  that  maceration  made  the  removal  of  the  tumor  much  easier 
at  the  time  of  presentation  than  at  the  time  of  operation.  I  share 
with  the  Society  the  highest  opinion  of  the  ability  and  honesty  of  the 
gentleman  who  presented  the  specimen,  and  the  fact  that  it  attracted 
but  scant  attention  can  not  be  explained  by  a  desire  to  save  the  feel- 
ings of  a  tyro  but  seemed  to  be  an  expression  of  concurrence.  In- 
deed, the  hysterectomy  was  defended  on  the  ground  that  the  haemor- 
rhage might  have  been  severe,  had  the  cervical  route  been  employed  ! 
That  this  specimen  and  the  expression  of  the  fear  of  haemorrhage 
should  have  been  allowed  to  pass  unchallenged  convinces  me  that  I 
must  either  modify  my  views  or  that  the  glamour  of  abdominal 
section  is  still  over  us. 

I  have  no  sympathy  with  the  small  class  of  surgeons  who  regard 
the  mere  presence  of  a  fibroid  tumor  of  the  uterus  an  indication  for 
its  removal.  Fibroids  in  the  wall  of  the  uterus,  fibroids  under  the 
peritonaeum  and  fibroids  under  the  so-called  mucous  membrane  of 
the  uterus  are  a  menace  to  the  patient  and  demand  observation  but 
they  do  not  call  for  surgical  treatment  until  they  present  symptoms. 
I  have  watched  tumors  in  all  these  locations  for  years  and  my  expe- 
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rience  has  been  that  unpleasant  symptoms  are  the  exception.  Of  the 
different  varieties  of  fibroids,  the  submucous  most  frequently  gives 
rise  to  symptoms.  Yet  tumors  of  this  variety  will  often  cause  the 
patient  but  little  trouble  with  proper  medical  attention.  I  have  three 
patients  with  submucous  fibroids  who  have  been  under  my  care  not 
less  than  four  years.  They  are  all  in  good  health.  Two  of  the  tumors 
are  so  high  up  in  the  uterine  cavity  and  have  such  a  broad  attach- 
ment, that  I  have  advised  delay  until  unpleasant  symptoms  arise  or 
the  tumor  is  forced  farther  down.  The  third  case  is  that  of  a  patient 
with  a  large  tumor  but  she  is  so  comfortable  that  she  would  not  con- 
sent to  an  operation  if  it  were  urged.  Of  course  these  cases  require 
close  watching  and  they  all  have  been  curetted  several  times.  If  they 
do  not  fall  into  the  hands  of  some  of  my  friends  who  are  over-enthu- 
siastic on  the  subject  of  hysterectomy  or,  what  I  regard  as  equally 
unfortunate,  do  not  fall  into  the  hands  of  the  general  practitioner  who 
is  over-enthusiastic  on  the  subject  of  ergot,  I  have  hopes  that  they 
may  safely  pass  the  menopause. 

The  expectant  treatment  is  a  proper  one  in  all  cases  except  when 
unpleasant  or  dangerous  symptoms  are  present.  But  in  case  symp- 
toms arise  which  threaten  the  life  of  the  patient  or  which  make  her 
life  a  constant  worry,  we  should  remove  the  fibroid  through  the 
cervix'.  There  are  some  cases,  however,  in  which  we  may  elect  to  do 
a  hysterectomy.  In  cases  where  dilatation  can  not  be  secured 
quickly  and  operation  is  imperative  ;  in  cases  where  the  fibroids 
are  multiple  and  where  there  is  thus  a  strong  suspicion  of  malig- 
nant disease — particularly  sarcoma — hysterectomy  is  of  great  advan- 
tage. Perhaps  such  an  instance  as  the  following  will  indicate  the 
class  which  most  frequently  calls  for  ablation  of  the  uterus  :  a  patient 
becomes  very  much  exhausted  with  a  sloughing  fibroid  and  dilatation 
can  not  be  secured  ;  it  is  dangerous  to  wait  in  such  a  case  and  hys- 
terectomy is  indicated.  We  must  bear  in  mind,  however,  that  sep- 
ticaemia may  result  from  the  retention  of  secretions  as  well  as  slough- 
ing of  the  tumor.  I  saw  a  case  of  intra-uterine  fibroid  a  few  weeks 
ago  where  the  sepsis  was  from  retention.  The  temperature  taken 
in  the  mouth  had  suddenly  gone  up  to  105. 20  F.  Before  resorting 
to  anything  of  a  severe  nature,  I  pushed  into  the  uterine  cavity  at  the 
sides  of  the  tumor  a  soft  catheter  and  irrigated  with  a  warm  creoline 
solution.  Within  six  hours  the  temperature  was  normal.  I  desire 
in  this  connection  to  allude  to  the  magnificent  work  of  Krug,  Polk 
and  others  who  have  materially  reduced  the  mortality  of  uterine 
extirpation  but,  though  they  reduce  the  death-rate  until  it  is  no 
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greater  than  that  which  can  be  obtained  by  skilled  operators  work- 
ing through  the  cervical  canal,  it  will  not  be  a  competitor  with  the 
abdominal  route,  for,  with  the  loss  of  the  uterus,  not  only  has  the 
patient  to  give  up  the  hope  of  future  offspring  but  the  function  of 
menstruation — so  necessary  to  the  health  of  the  woman  during  the 
reproductive  period — is  impaired  or  lost. 

Though  it  is  not  proper  in  my  opinion  to  operate  without  symp- 
toms, these  need  not  be  of  great  gravity  to  warrant  interference.  It 
is  not  good  judgment  to  allow  a  patient  to  drag  out  a  miserable  ex- 
istence for  many  years  in  the  hope  that  an  uncertain  date  will  bring 
relief  with  the  menopause,  and  it  is  not  surprising  that  such  patients 
should  seek  help  no  matter  how  great  might  be  the  risks  associated 
with  the  means  to  secure  it. 

The  difficulties  in  the  way  of  making  a  diagnosis  in  cases  of  sus- 
pected submucous  tumors  are  at  times  considerable,  but  with  patience 
a  satisfactory  opinion  can  be  reached.  A  persistent  haemorrhage  from 
the  vagina  which  can  not  be  explained  by  any  causes  outside  of  the 
uterus  calls  for  a  systematic  examination  of  the  interior  of  the  uterus, 
and  to  secure  this  it  is  necessary  to  dilate  the  organ  sufficiently  to 
permit  the  introduction  of  the  finger  into  its  cavity.  The  use  of  an 
anaesthetic  is  an  essential  condition  to  a  thorough  examination.  To 
secure  full  dilatation  requires  in  some  instances  the  exercise  of  much 
patience,  and  I  have  spent  as  long  a  time  as  three  weeks  in  obtaining 
it  to  a  satisfactory  degree.  The  following  method  has  yielded  satis- 
factory results  : 

By  means  of  my  gauze  carrier  a  small  amount  of  iodoform-gauze 
is  carried  to  the  fundus  of  the  uterus  and  the  patient  placed  in  bed 
with  instructions  that  she  must  remain  there  until  some  time  after  the 
curetting.  The  packing  is  removed  and  a  larger  amount  replaced 
twice  a  day  for  several  days.  At  the  same  time  injections  of  the  sul- 
phate of  atropia  by  means  of  the  hypodermic  syringe  are  made  into 
the  cervix  until  an  effect  of  the  drug  is  noted  on  the  pupil.  At  the 
end  of  four  days  in  the  multipara,  and  after  a  longer  time  in  those 
who  have  not  borne  children,  the  os  will  usually  be  found  soft  and 
dilatable  and  the  remainder  of  the  stretching  may  be  finished  under 
ether  by  means  of  the  graduated  metal  sound.  I  prefer  the  dilator 
of  Hanks  to  the  use  of  any  form  of  separating  blades.  The  reason 
that  the  graduated  sounds  are  not  more  popular  is  because  they  take 
more  time  than  the  divulser  with  separating  blades,  and  because  the 
gradations  in  size  are  usually  too  abrupt.  If  the  operator  has  a 
small  finger  it  may  be  introduced  into  the  uterus  in  the  majority  of 
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cases  and  if  counter-pressure  be  made  from  the  abdomen  a  very- 
satisfactory  idea  can  be  formed  of  the  interior  of  the  uterus.  The 
strictest  antiseptic  precautions  must  be  taken.  After  the  location 
of  the  growth  has  been  mapped  out,  and  this  should  not  be  done  in 
a  hurried  manner,  search  should  be  made  to  see  if  there  is  another 
growth  in  the  uterus  or  pelvis.  In  all  pursuits  we  have  men  who  are 
able  by  their  mental  endowments  to  take  a  prominent  position  but 
who  from  indolence  or  indifference  are  unwilling  to  do  their  work 
properly.  This  class  of  men  should  not  attempt  to  dilate  a  cer- 
vix. The  proper  dilatation  of  a  cervix  requires  care,  gentleness, 
and  patience,  and  we  should  remember  that  there  are  as  untoward  re- 
sults from  tearing  an  unyielding  organ  as  from  laceration  of  the  cervix 
at  labor.  We  may  expect  to  see  cases  of  carcinoma  of  the  cervix  more 
frequently  in  the  future  as  the  result  of  the  brutal  methods  of  divul- 
sion  which  were  so  enthusiastically  advocated  a  short  time  ago. 
Dr.  Emmet  claims  that  stubborn  cases  which  resist  ordinary  means 
of  dilatation  yield  more  readily  to  a  sponge-tent  than  to  any  other 
method  of  treatment,  but  the  theoretical  objection  to  the  sponge- 
tent  is  that  it  prevents  drainage. 

Method  of  Removing  the  Fibroid. 

In  order  to  avoid  a  constant  reference  to  the  source  of  my  informa- 
tion, it  is  proper  to  state  that  I  have  added  nothing  to  the  facts  taught 
by  Dr.  Emmet,  although  1  have  consulted  the  English  and  French 
writers  and  some  of  German  work  on  this  subject.  Moreover,  I  have 
noticed  that  foreign  writers  have  not  availed  themselves  to  the  fullest 
extent  of  the  exceedingly  valuable  contributions  of  Dr.  Emmet. 

It  is  scarcely  necessary  to  say  that  all  operations  on  the  in- 
side of  the  uterus  should  be  preceded  by  a  thorough  scrubbing  of  that 
natural  incubator  of  organisms,  the  vagina.  Having  secured  full 
dilatation  and  estimated  the  size  of  the  pedicle,  the  best  method  of 
removal  for  the  particular  case  is  to  be  determined.  The  best  method 
when  it  can  be  employed  is  that  of  traction — a  steady  pull  toward  the 
operator  with  a  slight  twisting  motion.  To  obtain  good  results  from 
this  method,  it  is  necessary  to  have  the  co-operation  of  the  uterus.  It 
is  highly  improper  to  pull  a  fibroid  from  the  wall  of  a  uterus  which 
is  in  a  state  of  profound  relaxation  from  the  influence  of  chloro- 
form or  too  much  ether.  Indeed,  the  traction  should  be  used  merely 
to  initiate  and  aid  expulsive  efforts  on  the  part  of  the  uterus.  It  is, 
therefore,  of  the  greatest  importance  to  have  all  conditions  favorable 
to  uterine  contraction.    The  patient  should  be  in  the  best  possible 
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condition  of  general  health,  and  it  is  desirable  to  use  quinine  and 
small  doses  of  ergot  for  their  oxytocic  effect  a  few  days  before  the 
operation.  Chloroform  should  never  be  used  as  an  anaesthetic  on 
account  of  its  relaxing  effect  on  the  uterus  and  the  etherizer  should 
employ  the  least  amount  of  ether  possible.  I  am  in  the  habit  of  using 
the  smallest  cans  of  Squibb's  ether  that  are  on  the  market.  At  the 
termination  of  the  operation  I  always  inquire  how  much  ether  has 
been  used,  and  if  the  anaesthetic  is  administered  with  the  Allis  or  any 
other  inhaler  with  an  open  end,  I  do  not  have  the  tin  top  cut  out 
of  the  can  but  merely  pricked  with  a  pin  point.  The  warmth  of 
the  hand  will  drive  the  ether  out  of  this  opening  with  considerable 
force,  when  the  can  is  inverted.  In  this  way  it  is  almost  impossible 
to  add  very  much  ether  at  a  time.  A  young  interne  with  a  generous 
disposition  and  supplied  with  a  two -pound  can  of  ether  is  not  a 
desirable  acquisition  to  an  operating  room. 

It  is  very  difficult  at  times  to  retain  a  good  hold  on  a  fibroid. 
Tenacula,  bullet  forceps  and  volsella  forceps  will  tear  out  and  should 
only  be  used  to  steady  the  mass.  If  the  pedunculation  is  sufficient, 
and  if  it  is  possible  to  get  the  slip  noose  of  a  stout  ligature  or  tape 
about  the  pedicle,  we  have  the  best  means  of  securing  traction. 
At  times  it  is  impossible  to  do  this  readily,  and  after  having  used 
various  forceps  which  held  the  tumor  by  biting  into  it  I  had  a 
pair  constructed  on  the  principle  of  the  obstetric  forceps.  The 
blades  are  very  narrow  and  seize  the  tumor  as  their  prototypes 
hold  the  child's  head.  They  have  the  same  lock  and  one  blade 
can  be  introduced  at  a  time.  By  this  device  they  can  be  passed 
through  an  os  of  much  less  diameter  than  would  be  possible  with 
any  other  kind  of  forceps.  If  the  tumor  is  soft  or  if  for  any  other 
reason  we  desire  to  separate  it  from  the  stump,  despairing  of  the 
ability  of  the  uterus  to  push  out  the  pedicle  behind  it,  the  wire  ecra- 
seur  used  by  Skene  is  a  valuable  instrument.  Gynaecologists  have 
discarded  this  instrument  because  they  did  not  appreciate  the  points 
in  its  technique.  It  is  necessary  to  bear  three  things  in  mind  in  order 
to  use  it  successfully.  First,  the  steel  wire  used  must  be  so  well 
tempered  that  after  passing  through  the  os  it  will  recover  the  loop. 
If  it  will  not  do  this  it  is  worthless.  The  best  wire  for  this  purpose 
is  small-sized  piano  wire. 

If  we  wish  to  avoid  haemorrhage  we  must  divide  the  tumor  slowly. 
It  is  surprising  how  little  haemorrhage  occurs  when  this  is  done  prop- 
erly. I  have  seen  half  of  a  fibro- sarcoma,  the  size  of  a  mandarin 
orange,  removed  without  haemorrhage.    The  tumor  might  drag  out  a 
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part  of  the  uterine  wall  and  include  it  within  the  loop.  However, 
the  danger  of  injuring  this  structure  is  not  very  great  nor  is  it  confined 
to  this  method. 

If  the  tumor  is  large  and  projects  into  the  vagina,  it  is  neces- 
sary to  get  rid  of  a  portion  of  it  in  order  to  get  at  the  pedicle  and  also 
for  the  purpose  of  exciting  vigorous  contractions.  For,  when  the  tumor 
is  reduced  in  bulk,  it  will  be  ex- 
pelled by  a  miniature  labor.  All 
material  to  be  cut  away  should  be 
taken  from  the  center  of  the  pre- 
senting mass,  for  in  this  way  we 
avoid  injuring  the  walls  of  the 
uterus.  The  lines  of  incision  form 
a  cone  with  its  apex  toward  the 
fundus  of  the  uterus  (see  Fig.  1). 
In  Fig.  2  can  be  seen  the  reason 
for  not  using  sharp  instruments 
to  separate  the  tumor  from  the 
uterine  wall.  It  has  not  been  an 
uncommon  mishap  in  the  past  to 
perforate  the  wall  of  the  uterus, 
and  I  think  the  explanation  is  to 
be  seen  in  the  figure.  The  weight 
of  the  tumor  has  made  an  artificial 
sulcus  and,  if  a  sharp  spoon-saw 
should  be  passed  into  this  artificial 
furrow,  we  can  readily  see  how 
mischief  would  be  caused.  Many 
fibro-myomata  can  be  readily  shelled 
out  of  the  uterus  by  means  of  the 
finger.  The  vessels  which  nourish 
the  tumor  have  a  free  anastomosis 
outside  of  the  growth  and  send 
small  vessels  in  to  give  it  nourish- 
ment. If  we  tear  the  connective  tissue  there  is  but  little  haemor- 
rhage. The  same  principle  holds  good  in  enucleating  fibroids  as 
governs  Whitehead's  operation  for  haemorrhoids.  It  is  surprising 
how  slight  the  haemorrhage  is  if  steady  and  constant  traction  is  made. 

The  following  cases  illustrate  some  of  the  points  already  al- 
luded to. 

Case  I. 


Fig. 


-This  patient,  a  middle-aged  German,  had  not  had  child 
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for  six  or  seven  years.  She  had  been  told  in  one  of  the  dispensaries 
that  she  had  a  cancer  and  she  considered  her  case  hopeless.  It  was 
only  on  account  of  the  bearing-down  pains  which  had  lately  greatly 
increased  that  she  again  sought  medical  relief,  which  she  thought, 


cervix . 


Fig.  2. 

a,  Junction  of  tumor  and  uterine  wall,    b,  Sulcus  in  uterine  wall  which  might  easily 
be  mistaken  for  that  formed  by  the  tumor  of  the  uterus. 

however,  could  only  be  of  a  temporary  nature.  At  the  time  I  saw  her, 
a  large  part  of  the  tumor  was  presenting  through  the  external  os,  and 
the  woman  had  a  temperature  of  1030  F.  by  the  mouth.  The  case  de- 
manded immediate  attention  and  she  refused  to  go  to  a  hospital.  I 
therefore  operated  at  her  home  which  was  in  a  tenement  house  in  the 
poorest  part  of  the  city.  I  did  not  use  an  anaesthetic  and  had  a  sec- 
ond-year medical  student  as  an  assistant.  After  making  the  vagina 
clean,  I  seized  the  mass  with  a  strong  pair  of  forceps  and  to  the 
handles  of  this  instrument  tied  other  instruments  in  order  that  they 
might  produce  firm  traction  by  their  weight.  I  then  removed  the 
tumor,  which  was  sloughy  and  about  the  size  of  a  mandarin  orange. 
After  the  tumor  had  been  shelied  out  with  the  aid  of  a  pair  of  scissors 
and  a  Hunter  depressor,  the  uterine  cavity  and  the  vagina  were  packed 
with  wood  wool.    The  patient  made  an  excellent  recovery. 
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Case  II. — Mrs.  F.  was  a  widow,  who  had  had  but  one  child 
nine  years  before  the  date  of  this  history.  Dr.  Skene  placed  her  in 
my  care.  He  had  found  by  the  use  of  a  probe  an  irregularity  of  the 
uterine  cavity  which,  with  the  history  of  profuse  and  almost  continuous 
flow  for  several  months  not  connected  with  any  marked  cachexia,  he 
supposed  to  be  a  case  of  intra-uterine  fibroid.  He  advised  the  use  of 
the  faradic  current  for  the  purpose  of  testing  its  efficiency  for  induc- 
ing contractions  and  also  for  dilating  the  uterus.  The  patient  was 
treated  for  fifteen  minutes  every  day  for  about  a  month.  Each  se'ance 
was  followed  by  expulsive  pains  and  in  about  a  month  the  growth 
began  to  protrude  through  the  os  internum.  The  os  was  not  dilated 
enough  to  admit  more  than  the  tip  of  my  ringer.  The  patient  was 
etherized  and  Dr.  Skene  with  great  dexterity  carried  an  ecraseur  with 
a  wire  loop  about  the  tumor  and  removed  a  portion  of  it.  This  por- 
tion was  cut  into  smaller  pieces  and  then  removed  through  the  os. 
The  rest  of  the  tumor  was  snared  off  in  the  same  manner  and  the 
patient  made  an  uninterrupted  recovery.  From  this  case  I  learned 
certain  points  in  connection  with  the  use  of  the  wire  ecraseur.  The 
difficulty  of  passing  the  wire  around  a  growth  is  at  times  extreme, 
and  unless  the  proper  size  and  kind  of  wire  be  used  it  is  impossible 
of  accomplishment.  The  wire  must  be  tempered  so  that  it  will  bend 
in  passing  through  the  os  and  recover  its  loop  immediately  after  pass- 
ing this  opening.  The  best  piano  wire  of  the  small  sizes  will  usually 
answer  the  purpose  very  well. 

Case  III. — Mrs.  S.,  forty-eight  years  of  age,  married  for  twenty- 
four  years  and  never  had  any  children.  Two  years  ago  menstruation 
became  very  free  and  she  said  that  her  family  physician  put  her  on 
ergot.  She  had  an  attack  of  abdominal  pain  after  this  treatment  had 
been  tried  for  a  few  weeks  and  kept  her  bed  for  two  months.  The 
doctor  then  had  Dr.  Goffe  see  her  in  consultation  and  she  stated 
that  he  told  her  he  had  scraped  the  womb.  There  was  but  little 
improvement  up  to  the  time  when  I  first  saw  her.  She  looked  at 
this  time  like  a  patient  in  the  last  stages  of  Bright's  disease.  The 
face  had  a  waxy  look  and  the  lips  were  white.  She'complained  of 
'  shortness  of  breath  and  giddiness.  The  question  of  hysterectomy 
had  been  suggested  to  her  by  some  one  of  the  many  physicians  she 
had  seen.  I  took  her  to  the  Post-Graduate  Hospital  in  July  of  1891 
and  in  the  presence  of  the  class  removed  a  fibroid  about  the  size  of  a 
lemon  attached  to  the  fundus  of  the  uterus.  The  os  was  very  slightly 
dilated  and  I  did  not  have  the  proper  kind  of  an  instrument  to  hold 
the  fibroid  which  was  connected  with  the  uterine  wall  by  a  broad  pedi- 
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cle.  The  tenaculum  tore  out  and  the  growth  become  so  ragged  that 
finally  I  introduced  a  pair  of  scissors  into  the  uterus  and  split  it  into 
several  parts.  These  I  caught  and  twisted  out  of  their  beds.  As 
the  uterus,  as  well  as  the  tumor  mass,  had  been  lacerated  by  the 
slipping  of  the  tenaculum,  I  very  carefully  washed  out  the  uterus, 
made  an  application  of  a  solution  consisting  of  equal  parts  of  carbolic 
acid  and  glycerin  and  packed  the  cavity  loosely  with  gauze.  The 
patient  regained  her  health  very  slowly  because  of  the  great  loss  of 
blood  she  had  sustained.  There  was  no  more  bleeding  after  the 
operation  and  there  was  but  a  slight  rise  in  temperature.  She  walked 
in  about  three  weeks  after  the  tumor  had  been  removed. 

Case  IV. — Miss  L.  T.,  thirty-four  years  of  age.  The  patient,  an 
unmarried  woman,  has  had  excessive  flow  for  nine  years.  She  has 
also  suffered  from  a  slight  leucorrhcea  during  this  time.  In  addition 
to  these  symptoms  she  suffered  excessively  from  attacks  of  nausea 
coming  on  a  few  days  after  menstruation. 

The  patient  was  sent  to  the  Woman's  Hospital  for  profuse  haemor- 
rhages and  it  was  thought  that  she  was  suffering  from  malignant  dis- 
ease. The  uterus  was  enlarged,  and  the  os,  which  was  not  dilated 
to  any  extent,  was  eroded.  I  packed  the  cervix  with  gauze  for 
several  days  and  on  May  5th  put  the  patient  under  ether.  By  the 
use  of  metal  dilators  made  like  those  of  Hanks,  I  dilated  the  os 
enough  to  pass  my  finger,  which  is  quite  small  in  circumference, 
up  to  and  a  little  beyond  the  internal  os  where  I  felt  the  edge  of  a 
hard  body.  I  secured  still  further  dilatation  in  about  half  an  hour 
of  careful  work  and  was  able  to  seize  the  growth  with  a  strong  pair  of 
forceps.  As  the  uterus  was  contracting  vigorously,  I  removed  a  sec- 
tion of  the  growth  with  a  pair  of  scissors.  I  then  seized  a  higher  hold 
and  made  steady  traction,  having  an  assistant  keep  his  hand  over 
the  fundus  of  the  uterus  to  note  any  cupping  of  that  body.  In  this 
way  the  growth  was  finally  twisted  out  of  the  uterus.  It  was  three 
inches  and  a  half  in  circumference.  It  took  an  hour  and  a  quarter 
to  remove  it.  The  patient  made  an  uninterrupted  recovery  and 
was  relieved  of  all  her  symptoms.  The  growth  was  pronounced  by 
Dr.  Freeborn  to  consist  of  fibroid  tissue. 
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EDITORIAL. 

DYSMENORRHCEA. 

We  take  pleasure  in  calling  the  attention  of  our  readers  particu- 
larly to  the  very  valuable  paper  of  Dr.  Howard  Kelly,  of  Baltimore, 
delivered  before  the  State  Medical  Society  in  February  and  published 
in  this  issue  of  the  Journal. 

Therein  Dr.  Kelly  maintains  with  cogent  reasons  and  no  uncer- 
tain voice  the  proposition  that  dysmenorrhea  is  not  a  disease  per 
se  and,  of  striking  importance,  that  it  is  a  symptom  only  of  an  in- 
flammatory product  or  new  growth  in  the  pelvis  and  outside  the  uterus. 
It  is  necessarily  implied  in  his  argument,  though  Dr.  Kelly  does  not 
state  it  explicitly,  that  the  causes  of  dysmenorrhea  operate  by  an  in- 
terference with  the  normal  circulation  of  blood  in  the  pelvic  vessels. 
For  only  in  this  way  could  extra-uterine  inflammation  and  small  fi- 
bromata cause  pain  with  the  menstrual  flux.  Another  notable  fact  is 
that  Dr.  Kelly  makes  no  mention  of  the  still  popular  myth  "  obstruct- 
ive dysmenorrhea,"  which  is  defined  by  its  advocates  as  a  painful 
flux  induced  directly  by  flexions  of  the  uterus  which,  by  narrowing 
the  canal  just  above  the  cervical  junction,  interfere  with  the  free  es- 
cape of  the  menstrual  blood.  Nor  does  he  give  any  intra-uterine 
conditions  as  causes  of  this  symptom  ;  even  the  reigning  fad  "  endome- 
tritis "  is  not  referred  to  as  a  causal  factor. 

We  have  always  believed  that  both  dysmenorrhea  and  endome- 
tritis were  symptoms  of  some  form  of  extra-uterine  inflammation, 
whether  in  the  neighborhood  of  the  uterus  or  other  pelvic  organ, 
which  by  its  presence  interferes  with  the  normal  function  of  the  affer- 
ent and  efferent  vessels  supplying  the  organ  involved.  The  periodic 
character  of  the  pain  is  easily  appreciated  if  we  consider  that  at  the 


422 


Editorial. 


time  of  menstruation  the  pelvic  blood-vessels  are  many  times  in- 
creased in  size  and  an  inflammatory  swelling  of  any  character  in  the 
pelvis,  which  during  the  intermenstrual  period  might  interfere  little 
with  the  pelvic  circulation,  would  in  the  dilated  state  of  these  vessels 
prove  a  most  serious  obstruction  to  the  necessary  flux.  Especially  is 
this  true  of  inflammatory  thickening  of  the  connective  tissue  which 
furnishes  support  to  the  blood-vessels  in  the  anterior,  posterior  and 
broad  ligaments  of  the  uterus.  Between  the  reduplication  of  peri- 
tonaeum which  forms  these  ligaments  pass  many  of  the  largest  vessels 
in  the  pelvis,  supported  and  surrounded,  as  are  blood-vessels  in  all 
parts  of  the  body,  by  trabecular  of  connective  tissue.  As  this  tissue 
in  these  ligaments  is  necessarily  of  small  amount,  a  slight  increase  of 
its  cells,  as  in  congestion  or  inflammation,  must  prove  a  serious  ob- 
struction to  the  function  of  its  enfolded  vessels  when  these  are  dilated. 
The  effect  of  new  growths  as  a  factor  in  obstruction  will  to  a  great 
extent  depend  upon  their  situation. 

The  raison  d'etre  of  our  belief  that  this  is  the  rational  explanation 
of  dysmenorrhcea  is  the  same  cogent  one  adduced  by  Dr.  Kelly.  We 
have  never  seen  a  case  of  this  symptom  in  which  the  evidences  of  extra- 
uterine inflammation  or  the  presence  of  a  new  growth  was  not  clearly 
marked,  and  we  have  never  failed  absolutely  to  cure  the  dysmenor- 
rhcea when  we  have  applied  our  treatment  directly  to  the  offending 
part — whether  peritoneal  or  cellular  inflammation,  diseased  tube  or 
ovary,  new  growths  or  inflammatory  adhesions.  As  to  so-called  "ob- 
structive dysmenorrhcea,"  it  fails  to  appeal  to  our  reason  that  a  flexed 
uterus  through  whose  canal  a  large-sized  sound  can  be  immediately 
and  easily  passed  (as  may  frequently  be  done  in  these  cases)  can  be 
the  direct  cause,  per  se,  of  obstruction  to  the  outflow  of  blood. 

We  believe,  further,  that  when  the  profession  at  large  comes  to 
recognize  flexures  of  all  kinds  occurring  in  a  normally  developed 
uterus  as  a  symptom  merely  which  indicates  the  presence  of  an  ob- 
struction, somewhere  in  the  pelvis,  to  the  normal  flow  of  blood  to  and 
from  the  uterus,  many  a  puzzling  case  will  receive  its  happy  solution. 
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CORRESPONDENCE. 

A   Vesicular  Mole. 

To  the  Editor  of  the  New  York  Journal  of  Gynaecology  and  Obstetrics  : 

(Dear  Sir  :  In  my  December  number  of  the  New  York  Journal  of 
Gynecology  and  Obstetrics  I  notice  some  cases  of  vesicular  mole  re- 
ported. As  I  have  recently  had  a  case  of  what  I  consider  more  than 
usual  size  I  thought  possibly  it  might  interest  you  to  receive  a  report 
of  it  and  should  you  think  it  worthy  of  a  place  in  the  Journal  I  shall 
be  pleased  for  it  to  be  inserted. 

Permit  me  to  take  advantage  of  this  opportunity  to  state  the  pleas- 
ure and  advantages  I  derive  from  the  Journal.  I  have  been  most  in- 
terested in  the  cases  of  symphyseotomy  reported  and  trust  that  it  may 
revolutionize  the  treatment  of  obstructed  cases  in  the  future.) 

On  November  3,  1893  I  received  an  urgent  message  to  see  a  pa- 
tient, multipara,  aged  twenty-nine  who  was  stated  to  be  miscarrying 
with  very  profuse  haemorrhage.  On  arriving  at  the  house  I  found  the 
patient  squatting  over  a  utensil  on  the  bed — she  was  in  a  very  blanched 
condition  with  a  quick,  feeble  pulse  having  evidently  suffered  consid- 
erably from  loss  of  blood.  She  stated  she  had  severe  and  regular  labor 
pains  with  sudden  and  profuse  haemorrhage.  In  changing  her  to  the 
left  lateral  position  I  found  the  utensil  was  about  one  third  full  of 
blood  with  a  few  semi-translucent  bodies  floating  in  it.  On  vaginal 
examination  the  os  was  found  dilated  to  the  size  of  a  florin  and  on 
introducing  the  finger  a  soft  gelatinous  mass,  which  easily  broke  down 
under  pressure,  was  felt;  the  haemorrhage  had  now  stopped.  On 
palpating  the  abdomen  I  found  the  uterus  distended  to  about  the  size 
of  a  seven  months'  pregnancy  but  no  fcetal  form  could  be  made  out. 
During  the  examination  a  pain  came  on  and  by  it  a  large  quantity  of 
gelatinous  bodies  not  unlike  frog  spawn  was  forcibly  ejected  from  the 
vagina.  Dilatation  by  sweeping  the  finger  round  the  os  was  easily 
accomplished  and  at  the  same  time,  by  the  reflex  pains  thus  set  up, 
larger  quantities  of  the  myxomatous  mass  were  forced  out  until  the 
final  result  two  thirds  filled  a  large  wash  basin — slightly  over  four 
pints  and  a  half,  by  measure,  being  the  amount  removed.  During  the 
evacuation  haemorrhage  was  very  slight  and  the  contents  easily  re- 
moved, the  whole  of  which  were  of  the  same  gelatinous  nature,  with  the 
exception  of  a  small  mass  of  placenta-like  tissue,  but  of  a  more  fibrous 
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character,  about  the  size  of  a  small  walnut,  which  was  removed  last  by 
the  aid  of  my  ovum  curette.  The  patient  made  a  rapid  recovery  and 
the  after  history  does  not  call  for  special  comment. 

On  inquiry  the  patient  informed  me  that  she  had  thought  she  was 
about  five  months  pregnant  but  was  doubtful,  as  during  that  time  she 
had  had  several  haemorrhages  of  a  somewhat  severe  and  prolonged 
character  but  had  never  noticed  any  of  the  gelatinous  masses.  She 
had  been  surprised  at  the  rapidity  with  which  her  bulk  had  increased 
during  the  six  weeks  previous  to  the  final  emptying  of  the  uterus,  it 
being  evidently  out  of  proportion  to  the  supposed  duration  of  her 
pregnancy.  She  had  never  miscarried  and  had  three  children,  born  at 
term,  now  alive  and  well. 

In  a  paper  read  before  the  Obstetrical  Section  of  the  Royal  Acad- 
emy of  Medicine  in  Ireland  by  Dr.  More  Madden  on  May  25,  1888, 
it  was  noted  that  this  condition  averaged  one  in  six  thousand  two 
hundred  and  seven  cases  as  drawn  from  the  records  of  cases  treated 
at  the  Rotunda  up  to  that  date.  I  have  never  previously  met  a  case 
during  the  eleven  years  I  have  been  in  practice  and  a  brother  prac- 
titioner with  a  record  of  over  two  thousand  cases  states  a  similar  ex- 
perience. A.  Meredith  Whitehead,  M.  B. 

Petone,  New  Zealand,  Februaiy  10,  i8q4. 


TRANSACTIONS  OF  THE  NEW  YORK  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  February  6,  1894. 

Charles  Jewett,  M.  D.,  President,  in  the  Chair. 

Child  Cry i tig  in  Utcro. 

Dr.  E.  H.  ( iRANDiN  reported  an  instance  of  this  kind.  A  few 
evenings  since  he  was  associated  in  a  confinement  case  with  Dr.  H. 
Marion-Sims.  The  operation  elected  was  version  and  this  proved 
difficult  owing  to  the  large  child  and  contracted  pelvic  brim.  As  the 
foot  appeared  at  the  vulva,  the  child's  head  occupying  the  upper 
uterine  segment,  a  distinct  cry  was  heard  resembling  that  of  an  angry 
child  under  the  bed-clothes.    With  each  traction  on  the  foot  the  cry 
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was  repeated,  being  heard  not  alone  by  himself  but  also  by  Dr.  Sims 
and  the  two  nurses  in  attendance.  With  emergence  of  the  trunk  the 
crying  ceased.  The  child  was  extracted  asphyxiated  but  was  speed- 
ily resuscitated.    The  air-passages  contained  no  liquor  amnii. 

Dr.  Grandin  stated  that  this  was  the  most  remarkable  as  well  as 
startling  phenomenon  he  had  ever  witnessed.  The  like  had  never  oc- 
curred with  him  before  although,  being  a  partisan  of  version,  he  had 
over  and  over  again  performed  the  operation.  The  only  similar  case 
he  had  found  reported  was  the  instance  Dr.  Malcolm  McLean  had  re- 
corded in  the  Transactions  some  years  before.  The  explanation,  of 
course,  was  simple — air  obtaining  entrance  into  the  uterus  during  the 
first  step  in  podalic  version. 

Discussion. 

Dr.  Malcolm  McLean  said  it  was  difficult  for  any  one  who  had 
not  witnessed  such  a  case  to  appreciate  the  weirdness  of  the  sound 
when  heard  under  these  circumstances.  In  the  case  which  he  had 
reported  the  head  was  freely  movable  in  the  uterus.  In  the  course  of 
the  manipulations  air  was  admitted  into  the  uterus  by  moving  the 
patient  and  so  producing  a  suction  action.  The  child  kept  crying  for 
about  four  or  five  minutes.  The  child  was  born  alive  though  asphyxi- 
ated. He  had  had  many  inquiries  in  regard  to  the  exact  position  of 
the  child's  head  in  his  case — as  to  whether  or  not  it  was  near  the 
perinaeum.    Such  was  not  the  case,  the  head  being  far  up  in  the  uterus. 

Dr.  S.  Marx  said  that  in  a  case  of  contracted  pelvis  in  which 
labor  had  been  induced  by  the  ordinary  means,  he  was  compelled  to 
(rapidly)  deliver  the  child  by  introducing  the  hand  and  seizing  the 
leg  in  order  to  save  the  child's  life  if  possible.  While  doing  this  the 
child  cried,  the  sound  being  like  that  of  a  child's  cry  smothered  under 
a  pillow\    LTnfortunately  the  child  could  not  be  resuscitated  in  his  case. 

Dr.  R.  A.  Murray  asked  if  it  were  not  our  duty,  after  having 
once  permitted  the  entrance  of  air  in  this  way,  to  retain  the  hand  in 
the  vagina  as  long  as  possible  and  endeavor  to  keep  up  the  supply  of 
air  to  the  child  and  so  prevent  asphyxiation.  He  thought  this  could 
be  done  by  keeping  the  hand  in  the  vagina  and  along  the  sacral  in- 
cline until  the  head  had  come  down  so  far  that  it  might  be  delivered. 
The  fingers  should  then  be  so  placed  as  to  carry  air  to  the  mouth  of 
the  child.  In  a  case  seen  with  Dr.  Coe  he  thought  this  last  maneuver 
had  resulted  in  saving  the  child's  life. 

Dr.  H.  L.  Collyer  said  that  about  four  years  ago  he  was  called 
in  to  see  a  case  of  contracted  pelvis.    The  forceps  were  applied  and 
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while  in  the  act  of  traction  the  child  cried  several  times.  The  forceps 
were  immediately  removed  and  an  attempt  made  to  turn  the  child 
and  deliver.  The  cries  ceased  and  the  child  was  delivered  asphyxiated 
and  could  not  be  resuscitated.  He  thought  it  would  be  very  difficult 
to  keep  up  a  supply  of  air  to  the  child  in  utero  in  the  manner  de- 
scribed by  the  last  speaker  and  he  also  thought  this  entrance  of  air 
would  prove  an  obstacle  to  delivery. 

The  President,  Dr.  Jewett,  said  that  the  child  evidently  made  no 
attempt  to  breathe  except  so  long  as  it  could  get  air  ;  otherwise  the 
air  passages  would  have  been  obstructed  with  liquor  amnii  or  other 
liquid  matter  at  birth.  What  seems  strange  is  that  the  respiratory 
efforts  once  established  did  not  continue.  The  possible  explanation 
is  that  the  respiratory  movements  were  due  to  the  irritating  effect  of 
the  cool  air  or  of  the  hand  on  the  sensitive  nerves  of  the  face  and  not 
to  air  hunger. 

Severe  Secondary  Puerperal  Hemorrhage. 

Dr.  S.  Marx  :  The  rarity  of  unusually  severe  late  or  secondary 
puerperal  haemorrhages  is  my  only  excuse  for  reporting  the  following 
interesting  case — interesting  at  least  so  far  as  its  causal  factor  is  con-* 
cerned.  Prolonged  red  lochia  is  of  frequent  occurrence,  as  is  also 
copious  bleeding  due  to  an  indiscretion  on  the  part  of  the  parturient 
woman,  but  seldom  are  we  called  upon  to  treat  in  the  second  week 
haemorrhage  which  is  so  severe  as  seriously  to  endanger  the  life  of 
the  patient.  Mrs.  C,  aged  twenty-eight,  second  multipara.  Personal 
and  family  history  good.  First  labor,  eight  years  ago,  normal.  On 
January  nth  labor  pains  set  in  and  on  January  12th,  the  patient 
being  unable  to  deliver  herself,  I  was  requested  by  her  attending 
physician,  Dr.  B.,  to  see  the  case.  Os  fully  dilated.  Dystocia  due 
to  a  transverse  impaction  of  the  head  in  the  pelvic  basin.  Forceps 
delivery  ;  placenta  and  membranes  removed  by  Crede's  method 
fifteen  minutes  later.  The  history  of  the  puerperal  week  is  as  fol- 
lows :  Temperature  by  rectum  normal,  pulse  between  sixty  and  sev- 
enty. Uterus  became  involuted  normally,  so  that  at  the  end  of  the 
eighth  day  the  fundus  was  situated  a  finger's  breadth  above  the  sym- 
phisis. Patient  visited  by  her  attending  physician  for  the  last  time 
on  the  ninth  day.  She  was  then  sitting  up,  her  condition  normal, 
and  feeling  so  well  that  she  requested  her  physician  to  discontinue 
his  visits.  On  the  morning  of  the  thirteenth  day  after  delivery  the 
doctor  was  hurriedly  sent  for.  He  found  the  patient  in  a  condition 
of  deep  collapse.     Looking  for  a  cause  he  found  the  bed,  mattress 
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and  floor  soaked  with  blood.  A  short  time  afterward  I  arrived  and 
found  the  patient  with  all  the  symptoms  of  an  intense  acute  anaemia  : 
sighing  respiration,  buzzing  in  the  ears,  constant  swooning,  fluttering 
pulse,  cold  surface  and  an  intense  pallor  of  the  skin  and  of  the  visible 
mucous  membranes.  Every  part  of  the  bed  was  wet  with  blood,  show- 
ing what  an  enormous  amount  of  blood  had  been  lost.  Auto-trans- 
fusion and  lowering  of  the  head  at  once  instituted  and  a  physical 
abdominal  examination  undertaken.  Fundus  uteri  a  finger's  breadth 
below  the  umbilicus  and  pushed  far  over  to  the  left  side.  On  the 
right  and  separated  from  the  uterine  tumor  by  a  deep  furrow  was 
another  tumor,  filling  the  entire  iliac  fossa  on  that  side.  It  was  soft 
and  fluctuating.  Inquiry  as  to  when  the  patient  passed  water  elicited 
the  fact,  that  she  had  had  no  desire  to  urinate  for  forty-eight  hours 
and  in  all  this  time  none  had  been  voided.  Quickly  introducing  a 
catheter  about  a  quart  of  urine  was  drawn.  The  bleeding  again 
starting,  I  desisted  from  drawing  the  residual  urine.  The  tumor  in 
the  right  iliac  fossa  disappeared  and  the  left-sided  displacement  of 
the  uterine  body  immediately  rectified  itself.  Patient  cautiously 
brought  to  the  edge  of  the  bed  on  the  back  and  a  large  Simon  specu- 
lum introduced.  The  uterus  was  then  curetted  by  means  of  a  large 
sharp  curette.  It  brought  away  a  half  a  basin  full  of  clots  and  a  very 
small  placental  mass.  Curettage  not  thoroughly  finished  owing  to 
the  collapsed  condition  of  the  patient  and  her  constant  restlessness, 
the  uterus  was  firmly  packed  with  about  five  yards  of  sterilized  gauze, 
the  width  of  three  fingers,  and  a  high  rectal  enema  of  a  quart  of  saline 
solution  was  given  and  retained.  So  rapid  was  the  absorption  that 
within  half  an  hour  the  pulse  was  to  be  felt  fairly  strong  but  rapid  at 
the  wrist.  With  persistent  and  energetic  treatment  (repeated  rectal 
enemata,  heart  stimulation,  etc.),  the  patient  made  a  perfect  recovery. 
The  bleeding,  except  for  a  slight  haemorrhage  on  the  following  day, 
did  not  return.  The  tampon  was  allowed  to  remain  for  sixty  hours 
in  utero  and  then  removed,  followed  by  an  intra-uterine  injection  of 
boiled  water.  Now  as  to  the  cause  of  this  severe  haemorrhage  :  It 
is  usually  stated  that  placental  residuum  and  clots  of  blood  are  the 
most  frequent  causes  of  this  accident.  In  the  related  case  while  a 
small  placental  mass  about  one  inch  in  diameter  was  removed,  yet 
involution  went  on  normally.  There  was  no  excessive  bloody  lochia, 
no  offensive  discharge,  so  that  I  can  not  be  led  to  believe  that  such 
was  the  cause  of  the  trouble.  In  a  paper  written  by  Munde  in  1883 
the  following  causes  for  secondary  haemorrhage  are  given  :  Sexual 
intercourse,  too  early  getting-up,  haemophilia  and  other  constitutional 
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dyscrasias,  such  as  malaria,  tuberculosis,  sepsis,  etc.  In  the  above 
case  none  of  the  etiological  factors  just  mentioned  could  be  elicited  ; 
neither  was  there  hereditary  predisposition  nor  heart,  liver  or  other 
organic  trouble  to  account  for  the  accident.  The  only  cause  I  can 
ascribe  the  haemorrhage  to  was  the  retention  of  urine  and  conse- 
quently the  overdistention  of  the  bladder.  Munde  mentions  this 
cause  in  the  paper  quoted  above.  Primarily  causing  a  congestion  of 
the  pelvic  viscera,  then  displacing  to  the  left  and  pushing  the  uterus 
upward,  the  bladder  produced  a  paralysis  and,  therefore,  a  temporary 
atony  of  the  uterus.  Haemorrhage  taking  place  into  the  cavum  uteri, 
it  was  distended  by  clots.  This  explains  the  large  size  of  the  uterus, 
the  large  number  of  clots  and  the  severe  haemorrhage.  In  the  above- 
related  case,  I  was  agreeably  surprised  (as  I  have  been  on  several 
other  occasions)  when,  to  overcome  the  collapse  following  severe 
haemorrhage,  I  got  such  rapid  and  excellent  results  from  high  rectal 
enemata  of  a  saline  solution  ;  so  much  so,  that  for  about  a  year  I 
have  used  the  entero-clysmata  entirely.  Dermato-clysmata  I  have 
abandoned  for  the  following  reasons  :  i.  The  ordinary  needle  for 
doing  the  operation — a  very  large  hypodermic  needle — is  not  always 
to  be  had  ;  2,  it  is  very  painful ;  3,  the  after-effects  are  not  always 
pleasant — such  as  abscess  and  chronic  painful  swellings  lasting  a  long 
while,  much  to  the  annoyance  of  the  patient.  On  one  of  my  patients 
I  practiced,  now  a  year  ago,  this  method  post-partum,  and  still  to  this 
day  a  very  sensitive  induration  is  present  in  the  loin.  As  to  intra- 
venous injection,  again  instruments  may  not  be  at  hand  ;  but  this  is 
no  hindrance  for  I  have  done  it  with  an  ordinary  knife,  a  medicine- 
dropper  and  a  fountain  syringe.  Yet  the  cutting  through  the  tissues 
lends  an  additional  shock  to  the  collapsed  patient.  Still  the  great 
drawback  in  doing  this  operation  is  in  finding  and  picking  up  the 
vein,  which  under  such  conditions  is  pale,  shrunken  and  collapsed, 
so  that  valuable  time  is  lost  in  securing  it. 

Discussion. 

Dr.  H.  T.  Hanks  said  that  the  cause  of  the  condition  described 
in  the  paper  was  more  frequently  present  than  was  generally  supposed. 
He  believed  it  should  be  an  invariable  rule  to  have  the  urine  drawn 
regularly  every  six  hours  in  the  puerperal  woman  if  it  were  not  passed 
spontaneously.  He  had  been  called  twice  within  the  past  fortnight 
to  puerperal  cases  where  there  were  from  three  to  four  pints  of  urine 
in  the  bladder,  although  the  nurse  reported  that  the  urine  had  been 
passed  a  short  time  previously.    Where  there  was  any  inflammatory 
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condition  present  only  a  small  portion  of  the  urine  would  be  voided, 
and  there  would  be  a  gradual  accumulation  of  urine  in  the  bladder. 
With  proper  aseptic  precautions  catheterization  could  be  safely  re- 
sorted to. 

Dr.  M.  McLean  thought  that  all  had  seen  haemorrhages  of  various 
degrees — very  often  quite  severe — from  an  apparently  insignificant 
mass  left  in  the  uterus.  He  had  often  been  much  puzzled  why  there 
should  be  such  a  tremendous  haemorrhage  in  one  case  with  only  a 
very  small  portion  retained,  whereas  only  a  comparatively  insignificant 
haemorrhage  would  occur  in  another  case  where  a  large  portion  re- 
mained behind.  In  the  cases  of  severe  haemorrhage  he  thought  the 
piece  retained  was  attached  to  the  placental  site  in  such  a  way  that  a 
rather  large  sinus  was  covered  by  it.  He  recalled  one  particular  case 
of  grave  haemorrhage  which  he  had  seen  with  a  well-known  obstetri- 
cian. This  gentleman  was  positive  there  was  nothing  remaining  be- 
hind but,  as  no  other  cause  could  be  found  for  the  haemorrhage,  the 
curette  was  introduced  and  brought  away  a  piece  not  much  larger 
than  a  finger-nail  ;  the  removal  of  this  very  small  piece  caused  a  ces- 
sation of  the  haemorrhage.  In  another  case  there  was  a  profuse  haem- 
orrhage on  the  ninth  day  and  in  spite  of  all  that  was  done  the  patient 
died.  In  this  case  he  was  not  permitted  by  those  present  to  clear  out 
the  uterus  in  the  proper  way.  He  recognized  fully  the  importance  of 
a  full  bladder  as  a  contributive  element  in  these  cases. 

Dr.  H.  N.  Vineberg  asked  what  was  the  cause  of  the  retention  in 
Dr.  Marx's  case. 

Dr.  R.  A.  Murray  said  he  had  seen  two  cases  where  the  uterus 
had  been  left  thoroughly  contracted  but,  in  descending  into  the  pelvis, 
it  had  become  retroverted  and  the  neck  of  the  uterus  pressing  upon 
the  bladder  had  caused  retention.  In  a  very  large  number  of  cases 
small  pieces  of  membrane  were  retained  ;  these  did  not  cause  haemor- 
rhage while  the  uterus  was  contracted  but  when  the  patient  got  up 
and  went  around  they  often  caused,  more  or  less,  quite  troublesome 
haemorrhage.  Often  the  discharge  of  blood  washed  away  the  offend- 
ing piece  and  stopped  the  haemorrhage.  He  had  observed  in  two 
puerperal  epidemics  that  it  was  very  common  not  onlv  for  the  uterus  to 
be  relaxed  but  for  the  urine  to  be  retained,  so  that  it  was  often  neces- 
sary to  resort  to  catheterization  on  account  of  the  same  lack  of  con- 
tractility of  the  muscular  fiber  in  the  bladder  as  was  seen  in  the  uterus; 

Dr.  Collyer  said  that  if  the  obstetrician  made  it  a  rule  to  palpate 
the  abdomen  at  each  visit  and  examine  into  the  condition  of  the  blad- 
der, the  cause  of  such  difficulties  could  be  easily  ascertained.  In 
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women  of  lax  muscular  fiber  he  had  seen  the  uterus  so  relaxed  that 
clots  would  remain  for  days  in  it.  This  condition  of  the  uterus  might 
easily  be  overlooked  and  hence,  if  a  severe  haemorrhage  occurs  under 
these  circumstances,  it  might  be  difficult  for  the  attending  physician 
to  understand  the  cause  of  the  haemorrhage.  It  was  his  practice  in 
this  class  of  cases  to  give  repeated  doses  of  ergot  to  favor  contractility. 
In  some  instances  even  shreds  of  membrane  give  rise  to  haemorrhage 
which  at  once  ceases  on  their  removal  by  curettage. 

Dr.  Marx  said  he  knew  of  no  reason  for  the  patient  not  passing- 
urine,  for  she  had  been  doing  so  regularly  up  to  forty-eight  hours  be- 
fore this  haemorrhage  occurred. 

Dr.  J.  Clifton  Edgar  asked  if  any  mental  shock  had  been  pres- 
ent which  might  account  for  the  haemorrhage.  It  had  been  very  rare 
in  his  experience,  and  when  it  had  occurred  it  had  been  almost  in- 
variably due  to  the  retention  of  membrane  or  blood  clot.  In  one 
recent  case  there  were  extremely  severe  after-pains,  but  no  haemor- 
rhage occurred  until  the  expulsion  of  the  blood  clot ;  then  the  haem- 
orrhage was  readily  controlled  by  the  nurse  employing  proper  pressure. 
In  Munich,  in  1888,  he  recalled  a  case  which  Winckel  had,  in  which 
severe  haemorrhage  seemed  to  result  solely  from  fright  in  antici- 
pation of  a  vaginal  examination. 

The  President  said  he  was  glad  to  hear  the  point  emphasized 
concerning  the  relation  of  a  full  bladder  to  these  complications.  Its 
occurrence  under  these  circumstances  could  be  easily  explained  by 
the  soreness  of  the  parts,  the  fear  of  pain,  spasm  of  the  urethra  and 
the  diminished  intra-abdominal  pressure.  He  did  not  like  the  use  of 
the  catheter,  however,  for  after  labor  the  mucosa  of  the  base  of  the 
bladder  was  liable  to  be  bruised  and  even  fissured  and  the  passage  of 
the  catheter  at  that  time  might  easily  infect  the  bladder.  He  would 
rather  allow  the  patient  to  assume  a  sitting  posture  or  even  to  get  out 
of  bed.  In  cases  of  collapse  following  severe  haemorrhage,  the  injec- 
tion of  salt  solution  into  the  bowel  was  certainly  useful.  The  hypo- 
dermic injection  in  large  quantities  had  stood  him  in  good  stead.  The 
peritonaeum  is  probably  the  best  place  for  rapid  absorption  but  it  is 
doubtful  if  it  would  be  practicable  to  put  the  solution  there  except  in 
a  case  in  which  the  abdomen  was  open. 

Submucous  Fibroma  of  the  Uterus ;  Measuring  if1/*  by  11%  Inches  in 
Circumference  j  Removal  Entire  by  Enucleation  without  Morcellation. 

Dr.  W.  Evelyn  Porter  reported  the  following  case  : 

The  patient,  aged  forty-three  years,  married  twenty-three  years, 
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has  had  seven  children  ;  the  last  five  years  ago.  Labor  in  each  in- 
stance was  normal.  Menstruation  prior  to  two  years  ago  was  regular 
and  scanty  and  unaccompanied  by  pain. 

During  the  past  two  years  she  has  suffered  from  gradually  increas- 
ing menorrhagia  ;  the  periods  at  times  lasting  from  six  to  fourteen 
days,  accompanied  by  more  or  less  pelvic  distress  and  sense  of  weight. 

She  was  unaware  of  the  existence  of  a  tumor  until  one  month  ago, 
when  she  was  examined  by  her  family  physician. 

When  first  seen  by  me  she  was  extremely  anaemic  and  weak  al- 
though fairly  well  nourished.  Examination  revealed  a  uterus  con- 
siderably enlarged,  hard  and  irregular  in  outline,  with  a  mass  about 
the  size  of  an  orange  protruding  from  the  cervix.  Examination  of 
this  mass  caused  quite  profuse  haemorrhage. 

Upon  admission  to  the  New  York  Cancer  Hospital  she  was  pre- 
pared for  operation.  After  consultation  with  Drs.  Outerbridge  and 
Coe  it  was  decided  to  remove  as  much  as  possible  of  the  growth  by 
the  vagina. 

Upon  examination  under  ether  there  appeared  to  be  two  separate 
masses,  the  smaller  one  extending  into  the  vagina  and  the  other  well 
up  in  the  uterine  cavity.  The  lower  one  seemed  to  be  attached  by  a 
broad  pedicle  to  the  lower  portion  of  the  left  side  of  the  uterus.  It 
was  held  firmly  and  drawn  down  with  heavy  forceps,  while  I  pro- 
ceeded to  free  the  adhesions  to  the  uterine  wall  which  were  very 
dense.  It  was  soon  discovered  that  the  mass  was  continuous  with  the 
larger  one  above,  and  further  dissection  showed  that  what  was  sup- 
posed to  be  the  pedicle  on  the  left  side  was  part  of  the  growth  adher- 
ent to  the  uterine  wall.  This  was  freed  by  careful  dissection  with  the 
finger  and  scissors,  but  no  large  vessels  were  found.  The  entire  tu- 
mor was  finally  enucleated  in  this  manner  without  injury  to  the  uterine 
wall  and  delivered  after  some  difficulty  through  the  vagina.  A  few 
bleeding  points  were  ligated  and  the  uterus  which  had  been  inverted 
was  replaced  and  its  cavity  packed  with  iodoform  gauze.  Recovery 
from  ether  was  prompt,  there  was  no  haemorrhage  and  the  gauze  was 
removed  on  the  following  day.  The  patient  was  given  quinine  and 
ergot  to  favor  involution.  She  is  at  present  convalescent  and  promises 
complete  recovery. 

Case  of  Anencephalus  in  a  Twin  Pregnancy. 

Dr.  H.  C.  Coe  presented  an  anencephalic  foetus  with  the  following 
history  :  He  was  called  to  the  Maternity  Hospital  one  night  as  the 
house  physician  was  unable  to  make  out  the  presentation  in  a  patient, 
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who  was  in  labor,  although  the  os  was  fully  dilated.  The  patient  was 
found  to  be  a  multipara,  about  three  weeks  from  full  term,  with  a 
large  amount  of  liquor  amnii.  Palpation  showed  a  number  of  foetal 
parts  but  only  one  head  could  be  felt  in  the  left  iliac  region.  There 
were  no  labor  pains.  The  foetal  heart  could  not  be  heard.  The  os 
was  fully  dilated  with  the  bag  of  membranes  protruding,  in  which 
could  be  felt  a  small  part.  A  hand  was  introduced  into  the  cervix  in 
order  to  prevent,  if  possible,  prolapse  of  the  cord  and  the  membranes 
were  ruptured.  A  large  amount  of  amniotic  fluid  escaped  and  a  hand 
and  arm  prolapsed.  The  anencephalic  foetus  presented  by  the  face, 
its  character  was  recognized,  and  it  was  easily  delivered  by  podalic 
version.  Owing  to  the  entire  absence  of  pains,  a  second  foetus  was 
also  turned.  The  monster  when  born  had  both  eyes  open  and  fixed 
and  gave  no  signs  of  life  at  first,  but  eventually  it  uttered  a  few  faint 
squeaks  and  lived  about  an  hour.  The  other  foetus  was  perfectly 
formed  and  after  being  resuscitated  was  transferred  to  an  incubator 
where  it  did  fairly  well  ;  but  at  the  expiration  of  a  month  it  is  still 
feeble  and  weighs  only  four  pounds  and  a  half — a  little  more  than  its 
weight  at  birth.  The  monster  was  still  smaller.  Anencephalus  is  not 
a  very  rare  monstrosity  but  it  is  unusual  to  meet  with  it  in  twin  preg- 
nancy. The  monster  is  usually  single  and  of  rather  large  size.  The 
presence  of  hydramnios,  irregular  foetal  movements  and  absence  of 
a  well-marked  presenting  part  are  peculiarities  commonly  noted  in 
cases  of  anencephalus. 

Discussion. 

Dr.  R.  A.  Murray  said  he  had  delivered  a  number  of  cases  of 
anencephalus  some  years  ago,  but  he  had  never  seen  one  born  alive 
and  had  never  been  able  to  elicit  from  his  patient  a  history  of  a  shock 
or  blow.  Most  of  the  patients  had  had  live  children  before  and  after 
these  occurrences. 

Three  Specimens  of  Uteri,  Illustrating  Conditions  for  which  Supra- 
pubic Hysterectomy  was  Done.     i.  Hystero -epilepsy.    2.  Fibroids. 

Dr.  W.  M.  Polk  presented  the  above  specimens  with  the  follow- 
ing remarks  : 

The  first  specimen  is  a  uterus  and  appendages  from  a  case  of  well- 
marked  hystero-epilepsy,  menstruation  seeming  to  predispose  to  the 
attacks  (Charcot).  The  appendages  presented  simple  cystic  degener- 
ation ;  the  uterus  to  all  appearances  was  the  seat  of  chronic  endometritis. 
The  feature  of  special  interest  in  the  case  was  the  occurrence  of  well- 
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developed  attacks  of  the  characteristic  convulsive  seizure  whenever 
the  ovaries  were  pressed  upon.  This  was  easily  done  because,  owing 
to  retroflexion  of  the  uterus  and  prolapse  of  the  ovaries  (both  these 
latter  organs,  especially  the  left  one,  resting  in  Douglas'  cul-de-sac) 
the  ovaries  could  be  mapped  out  and  separately  compressed.  Dr. 
Polk  concluded  to  try  the  effect  of  removal  of  the  uterus  along  with 
the  annexa  in  order  to  determine  as  far  as  one  case  would  permit  the 
influence  of  this  operation  upon  the  disease.  Aware  of  the  differences 
of  opinion  upon  the  value  of  simple  oophorectomy  for  this  condition, 
he  was  prone  to  the  belief  that  perhaps  the  more  radical  procedure 
might  give  better  results  than  had  been  obtained  in  the  simpler  one. 
His  reason  for  this  inclination  lay  in  the  fact  that  the  reflex  sympa- 
thetic disturbances,  incident  to  the  enforced  menopause,  were  lessened 
by  complete  removal  of  uterus  and  annexa  in  cases  coming  under  his 
observation  and  also  in  the  fact  that  to  his  knowledge  this  particular 
epileptic  disturbance  had  never  been  shown  to  depend  altogether 
upon  changes  in  the  ovaries,  to  the  exclusion  of  changes  in  the  uterus. 
There  were  no  changes  in  this  uterus,  so  far  as  gross  appearance  went, 
beyond  those  belonging  to  chronic  endometritis  and  possibly  begin- 
ning metritis.  The  irritation  incident  to  the  enforced  atrophy  of 
uterus,  left  after  oophorectomy,  might  be  sufficient  to  keep  alive  the 
chain  of  morbid  impressions  upon  the  centers,  which  resulted  in  the 
seizures  in  question  ;  hence  removal  of  the  uterus  might  be  the  one 
step  needed  to  secure  freedom  from  the  disease.  In  cases  of  oophc- 
rectomy  heretofore  reported  as  failures  the  ill  result  may  have  been 
dependent  upon  the  lack  of  the  added  operation  here  reported.  The 
procedure  had  only  a  speculative  value  so  far,  as  indeed  had  oopho- 
rectomy when  firsfproposed,  but  it  seemed  to  be  in  the  right  direc- 
tion. He  would  continue  his  work  in  this  direction,  this  patient  hav- 
ing borne  the  operation  well,  and  when  a  sufficient  time  had  elapsed, 
a  year  at  least,  he  would  report  upon  the  result  to  the  disease.  The 
shock  of  operation  frequently  suspended  the  seizures  for  several 
months  so  that  at  least  one  year's  observation  was  needed  before  a 
satisfactory  report  could  be  made  upon  any  of  these  cases. 

The  second  specimen  was  a  small  fibroid  uterus,  the  whole  mass 
about  the  size  of  a  three  or  four  months'  pregnant  uterus.  There 
were  two  tumors  ;  a  small  one  upon  the  anterior  face  of  the  uterus, 
a  large  one  upon  the  posterior  face.  The  latter  was  the  more  inter- 
esting. The  uterus  was  spread  out  upon  the  anterior  face  of  this 
growth,  occupying  a  central  position.  The  tumor  extended  from 
a  poi.it  about  midway  the  cervix  over  the  whole  of  the  posterior 
28 
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face  of  the  uterus,  reaching  well  above  the  fundus  and  beyond  the 
lateral  borders.  Its  relations  with  the  back  of  the  uterus  were  so  in- 
timate that  no  line  of  demarcation  is  seen,  the  mass  appearing  merely 
as  a  symmetrical  bulging  of  the  posterior  uterine  wall.  In  its  growth 
the  mass  had  lifted  the  peritonaeum  from  Douglas'  cul-de-sac,  its 
lower  third  resting  directly  against  the  rectum  (without  the  interven- 
tion of  the  serous  membrane).  Pyosalpinx  was  present  upon  both 
sides,  most  marked  upon  the  left ;  the  tube  there  being  closely  at- 
tached to  the  sigmoid  flexure.  The  broad  ligament  upon  this  side 
was  contracted  and  friable  from  disease,  making  the  securing  of  the 
ovarian  vessel  in  the  face  of  all  the  conditions  tedious.  The  point 
of  interest,  however,  is  in  the  relation  :  first  of  the  tumor  to  the  cer^ 
vix  as  well  as  to  the  body  of  the  uterus,  and  then  its  relation  to  the 
peritoneal  covering  of  the  back  of  the  uterus  and  Douglas'  cul-de- 
sac.  This  was,  of  course,  spread  out  upon  the  larger  part  of  the 
tumor  and  held  the  mass  well  down  in  the  pelvis  even  after  the 
broad  ligaments  had  been  severed,  the  utero-sacral  ligaments  (pushed 
apart)  as  well  as  this  peritonaeum  acting  as  checks  to  any  effort  at 
lifting.  The  line  at  v/hich  these  checks  left  the  tumor  was  so  lowr 
down,  and  the  mass  filled  the  pelvis  so  completely,  it  was  very  diffi- 
cult to  reach  them  (peritonaeum  reflection  and  utero-sacral  ligaments) ; 
enucleation  was  therefore  successfully  resorted  to.  The  perito- 
neal covering  of  the  back  of  the  uterine  body  is  normally  so  closely 
attached  that  it  can  not  be  separated  unless  the  external  muscular 
coat  is  taken  with  it.  But  in  the  case  of  its  displacement  by  fibroid 
growths,  as  in  this  instance,  the  peritoneal  coat  is  more  clearly  differ- 
entiated, so  that  it  will  separate  from  the  subjacent  tissues  easily. 
Cutting  through  it  near  the  middle  line  of  the  growth  it  was  easily 
stripped  off  and  the  whole  mass  was  readily  lifted  from  its  bed,  slip- 
ping from  between  the  utero  sacral  ligaments.  These  were  ligated 
and  cut  away.  The  uterine  arteries  were  then  easily  reached  and 
ligated,  the  mass  being  then  removed.  The  effect  of  the  fixation  of 
the  uterus  at  so  low  a  plane  in  the  pelvis  was  curiously  marked  upon 
the  anterior  face  of  this  organ.  Free  emptying  of  the  bladder  had 
been  prevented,  the  base  of  the  organ  being  as  a  whole  raised.  In 
consequence  the  utero-vesical  fold  of  the  peritonaeum  had  been 
raised  almost  to  the  level  of  the  cornua.  The  enucleation  of  the 
mass  anteriorly  was  thus  facilitated. 

Fibroid  masses  such  as  we  see  here,  which  spring  from  the  lower 
parts  of  the  uterus  and  project  backward  beneath  the  peritonaeum, 
are  regarded  by  some  as  offering  great  difficulty  in  removal  ;  some 
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even  preferring  to  permit  such  developments  to  remain,  contenting 
themselves  with  removal  of  the  ovaries  and  ligation  of  the  ovarian 
vessels.  But  Dr.  Polk  thought  all  of  them  could  be  treated  in  a  man- 
ner similar  to  that  here  employed,  for  the  reason  that  the  peritoneal 
covering  could  always  be  stripped  away.  He  had  had  several  of 
these  cases,  one  far  worse  even  than  that  here  reported.  In  that 
case  the  mass  not  only  lifted  up  the  whole  of  the  peritonaeum  cov- 
ering the  posterior  half  of  the  pelvis  but  invaded  the  meso-rectum  and 
meso-colon.  He  simply  cut  a  large  opening  in  the  peritoneal  covering 
and,  slipping  in  the  ringers,  easily  separated  the  mass  from  its  envel- 
ope. Hugging  the  tumor  we  avoid  important  vessels.  In  no  one  of 
them  was  there  serious  bleeding,  for  the  reason  that  important  vessels 
belonging  to  adjacent  organs  are  pushed  before  the  growth  and  are  not 
adherent  to  it.  Large  peritoneal  surface  vessels  are  to  be  ligated,  if 
liable  to  injury  in  the  removal.  It  will  thus  be  seen  that  the  rules  ap- 
plicable to  fibroid  projections  which  invade  the  broad  ligaments  and 
contiguous  subperitoneal  spaces  where  the  peritonaeum  is  always  evi- 
dently loosely  attached,  apply  here  even  though  at  first  sight  the  peri- 
toneal coverings  appear  to  be  closely  attached.  The  question  of 
greatest  importance  is  the  shock  necessarily  attending  the  manipu- 
lation. This  is  minimized  by  directness  and  rapidity  of  action.  As 
far  as  possible  the  peritonaeum  should  be  brought  together  over  the 
denuded  space.  The  oppressing  fear  in  these  cases  is  haemorrhage, 
but  the  danger  is  trivial  except  from  the  direction  of  the  tumor.  And 
all  haemorrhage  from  this  source  has  but  four  origins  :  the  two  ova- 
rian and  the  two  uterine  arteries.  Therefore,  the  objective  points  are 
these  vessels  where  they  strike  the  mass.  In  case  of  inflammatory  ad- 
hesions between  the  tumor  and  other  viscera  the  plan  to  persue  is 
similar — enucleate  the  tumor  from  its  peritoneal  coat. 

The  condition  of  this  patient  is  to-day  excellent. 

The  third  specimen  is  also  a  fibroid  uterus  of  larger  size  than  the 
last,  having  been  at  the  time  of  removal  about  of  the  dimension  of  a 
six  months'  pregnant  uterus.  Its  relation  to  the  pelvis  and  to  the 
peritoneal  covering,  barring  a  few  projections,  was  about  that  of  the 
pregnant  uterus.  The  vagina,  and  not  the  cervix  as  sometimes  hap- 
pens with  fibroids,  was  elongated  so  that  the  base  of  the  mass  was  well 
on  a  line  with  the  pelvic  brim.  For  this  reason  hysterectomy  was 
comparatively  simple.  It  is  presented  more  in  contrast  than  for  other 
reasons.  The  contrast  lying  in  the  difference  in  the  operative  pro- 
cedure demanded  in  the  two  cases  than  in  other  directions. 

And  yet  a  word  may  be  said  as  to  the  differences  presented  by  the 


436 


Transactions  of  Societies. 


histories  of  the  patients.  In  spite  of  the  size  of  this  tumor  the  patient 
had  scarcely  any  discomfort,  whereas  the  patient  with  the  first  tumor 
was  a  great  sufferer  not  only  from  metrorrhagia  but  also  from  pres- 
sure symptoms,  the  bladder  and  rectum  being  particularly  affected. 
Pelvic  pain  and  the  consequences  of  pressure  upon  the  sacral  plexus 
were  also  marked  symptoms  with  this  woman.  The  relations  and  at- 
tachments of  the  tumors  in  the  two  cases  easily  explain  the  absence 
of  symptoms  in  the  one  and  the  presence  of  most  distressing  ones  in 
the  other.  The  presence  of  such  symptoms  also  bears  upon  the  ques- 
tion of  the  size  of  such  tumors,  as  an  indication  for  operation,  and 
here  prove  the  inadequacy  of  mere  size  of  a  fibroid  as  a  final  indication 
for  removal.    The  associate  symptoms  are  a  better  guide. 

Returning  to  the  question  of  the  difference  in  the  operative  proce- 
dure called  for  in  the  two  cases,  Dr.  Polk  said  : 

It  seems  to  me  that  in  this  connection  a  word  should  be  said  in 
regard  to  the  technique  of  the  operation  as  a  whole.  There  can  be 
no  doubt  that  in  these  cases  where  one  must  work  deep  in  the  pelvis, 
the  position  of  Trendelenburg  is  of  vast  importance  ;  but  in  cases 
where  the  development  of  the  uterus  has  been  along  the  lines  seen  in 
pregnancy,  as  successful  and  easy  an  operation  can  be  done  without 
as  with  the  aid  of  this  special  posture.  I  think  this  statement  is  im- 
portant, because  there  are  certain  patients  who  do  not  stand  the 
Trendelenburg  position  well.  In  all  of  my  cases  I  never  put  the 
patient  in  the  Trendelenburg  posture  until  the  broad  ligament  and 
ovarian  vessel  have  been  ligated.  Wherever  the  uterine  artery  can  be 
brought  high  up,  it  is  not  necessary  to  employ  the  Trendelenburg 
posture  at  all. 

The  question  was  raised  about  one  year  ago  by  my  friend  Dr.  W. 
R.  Pryor  as  to  the  priority  of  the  introduction  of  a  satisfactory  tech- 
nique for  the  ablation  of  the  uterus.  I  know  Dr.  Pryor  prefers  to  be 
well  within  the  lines  of  absolute  fact  and  I  therefore  take  the  liberty 
of  calling  his  attention  and  that  of  others  to  the  fact  that  he  over- 
looked the  work  of  one  of  our  colleagues  here  in  this  city,  which  was 
reported  in  The  New  York  Medical  Journal  and  subsequently  before 
the  New  York  Surgical  Society,  a  copy  of  which  is  now  in  Dr. 
Pryor's  hands  ;  I  refer  to  the  woik  of  Dr.  Lewis  A.  Stimson.  We 
should  not  forget  the  good  work  that  he  did  as  early  as  January,  1889, 
and  indeed  November,  1888.  I  have  followed  his  technique  in  the 
main,  introducing  the  Trendelenburg  posture  as  a  part  of  the  pro- 
cedure as  advocated  by  our  fellow-member  Dr.  F.  Krug. 
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Discussion. 

Dr.  Hanks  said  he  had  been  present  with  Dr.  Polk,  the  late  Dr. 
C.  C.  Lee  and  Dr.  Robert  F.  Weir,  when  Dr.  Lewis  A.  Stimson  did 
his  operation.  At  present  we  tie  the  uterine  artery  en  masse,  instead 
of  dissecting  it  out  carefully  as  Dr.  Stimson  did.  With  reference  to 
this  class  of  cases,  he  would  say  that  no  rule  could  be  laid  down  for 
the  removal  of  the  cervices  of  those  uteri  which  had  large  or  small 
fibroids — each  case  was  a  law  unto  itself.  A  little  common  sense  was 
more  useful  when  operating  than  a  good  deal  of  theory.  In  a  certain 
number  of  these  fibroid  tumors,  the  danger  did  not  arise  so  much 
from  the  haemorrhage  which  necessarily  occurred  at  the  time  as  from 
the  fact  that  the  soft  fibroids  contained  a  large  amount  of.  blood; 
hence  one  was  liable  to  remove  a  very  large  quantity  of  blood  with 
the  tumor.  To  avoid  this,  he  had  adopted  the  method  of  passing  an 
elastic  rubber  bandage  around  the  tumor  and  so  forcing  the  blood 
back  into  the  general  circulation  before  the  removal  of  the  tumor. 

Dr.  Henry  C.  Coe  said  that  he  also  had  noticed  that  the  shock 
in  the  class  of  cases  referred  to  by  Dr.  Polk  was  entirely  out  of  pro- 
portion to  the  size  of  the  tumor.  He  had  performed  hysterectomy  in 
the  case  of  a  subperitoneal  fibroid  of  this  variety,  and  though  haemor- 
rhage was  slight  and  the  operation  not  unusually  long,  the  patient  was 
thrown  into  a  condition  of  extreme  collapse  from  which  she  did  not  rally. 
He  regarded  such  tumors  as  more  dangerous  to  removethan  any  others. 

Dr.  William  R.  Pryor  stated  that,  regarding  ablation  of  the  fibroid 
uterus  for  hystero-epilepsy,  he  did  not  think  that  the  time  limit  of  one 
year  would  be  sufficient  to  settle  the  question  of  efficacy  ;.for,  at  the 
present  time,  he  had  in  his  wards  a  patient  upon  whom  the  operation 
of  double  salpingo-oophorectomy  had  been  performed  a  year  previ- 
ously and  who  had  enjoyed  immunity  from  epileptic  attacks  for  eleven 
months.  Last  month  she  had  two  attacks.  Upon  examination  of 
this  woman  a  convulsion  was  brought  about  by  handling  the  old  ab- 
dominal scar,  and  the  patient  stated  that  all  of  her  attacks  were  pre- 
ceded by  an  abdominal  aura.  She  had  been  struck  on  the  head  with 
a  baseball  bat  when  eight  years  old  and  this  fact  had  been  lost  sight 
of  entirely  until  Dr.  Pryor  questioned  her.  On  examining  the  skull, 
marked  depression  was  found  just  anterior  to  the  old.  location  of  the 
posterior  fontanelle. 

The  whole  question  involved  in  the  influence  of  menstruation  upon 
epilepsy  is  merely  a  question  of  blood  pressure.  All  these  so-called 
cases  of  hystero-epilepsy  have  a  predisposition  to  epilepsy  and  in  all 
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cases  there  is  a  central  lesion.  But  in  the  ordinary  conduct  of  her 
life  a  woman  may  not  have  epileptic  attacks.  If  she  overstimulates 
herself  she  will  have  one  ;  and  when  the  menstrual  epoch  occurs  or 
is  imminent  and  the  ''Stevenson  wave,"  as  it  is  termed,  begins,  the 
woman  has  an  epileptic  attack.  Now,  this  increased  arterial  pressure, 
known  as  the  "Stevenson  wave,"  occurs  habitually  in  women  who 
menstruate  and  also  occurs  in  women  undergoing  the  menopause, 
whether  they  menstruate  or  not.  Equally  good  results  have  followed 
mere  incision  in  the  abdomen  with  suturing  and  without  removal  of 
organs,  with  the  rest  in  bed  and  freedom  from  the  excitement  incident 
to  the  operation.  Such  a  procedure  as  this  operates  partly  as  a  sug- 
gestion and  partly,  as  I  said,  through  the  influence  of  rest,  etc. 

Now,  if  Dr.  Polk  thinks  that  by  removing  the  uterus  with  ovaries 
and  tubes  he  can  more  certainly  prevent  the  hot  flashes  and  the  peri- 
odic occurrence  of  increased  arterial  pressure,  which  follows  in  all 
cases  when  the  ovaries  and  tubes  alone  are  removed,  there  may  be 
something  in  his  operation.  But,  unless  his  operation  does  prevent 
the  periodic  occurrence  of  the  "Stevenson  wave  "  and  unless  it  estab- 
lishes more  readily  a  fixed  equilibrium  of  the  blood  circulation,  this 
woman,  and  others  similarly  operated  upon,  will  have  epileptic  attacks. 

With  regard  to  the  question  of  priority,  referred  to  by  Dr.  Polk,  in 
the  operation  of  ablation  of  the  fibroid  uterus,  he  found  the  doctor 
was  correct  in  stating  that  Dr.  Lewis  A.  Stimson  first  removed  a 
fibroid  uterus  in  America  by  ligating  the  ovarian  and  uterine  arteries. 
And,  although  he  was  followed  in  a  few  months  by  Dr.  Joseph  East- 
man, it  appears  that  credit  for  the  first  operation  must  be  accorded 
Dr.  Stimson  even  though  Dr.  Stimson's  operation  was  performed  by 
ligation  in  continuity  and  not  by  ligation  en  masse. 

I  )r.  Pryor  had  ventilated  this  question  of  priority  in  order  that  dis- 
cussion might  be  had  upon  it,  for  so  many  men  were  claiming  a  little 
of  the  credit  which  was  due  to  others  that  it  was  about  time  that  we 
knew  positively  whether  or  not  Drs.  Stimson,  Eastman  and  Krug 
should  receive  our  thanks,  or  these  later  claimants. 

Puerperal  Infection  in  New  York  City.     Who  is  Responsible  ?    Can  it 
be  Prevented?    (See  page  399.) 

Dr.  W.  E.  Bullard  read  a  paper  with  this  title. 

Discussion. 

Dr.  H.  C.  Coe  said  that  this  was  a  subject  of  much  importance. 
The  general  profession  were  now  well  instructed  concerning  aseptic 
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operations,  but  in  regard  to  aseptic  midwifery  they  still  seemed  to 
have  something  to  learn.  He  could  not  recall  a  case  of  puerperal 
sepsis  seen  within  the  last  few  years  in  which  the  source  of  infection 
was  not  easily  found — it  was  either  direct  infection  by  the  physician 
or  the  nurse.  Many  an  intelligent  physician  thought  that  he  was  con- 
ducting a  labor  in  an  aseptic  way  yet  he  did  not  take  the  ordinary 
precautions  to  render  the  patient  aseptic  which  he  would  adopt  for  a 
minor  surgical  operation.  After  carefully  disinfecting  his  hands,  he 
was  prone  to  insert  his  finger  into  the  household  vaseline  bottle. 
This  certainly  was  not  aseptic  midwifery.  As  he  recalled  the  septic 
cases  seen  in  consultation — some  of  them  occurring  in  the  families  of 
physicians — the  trouble  could  be  traced  in  many  instances  to  an  old- 
fashioned  nurse  who  had  perhaps  considerable  "general  intelligence  " 
but  not  much  knowledge  of  aseptic  midwifery.  He  would  not  now 
attend  a  case  of  labor  unless  a  nurse  was  in  attendance  of  whose 
thorough  training  in  asepsis  he  had  no  doubt.  But  it  was  highly  im- 
portant that  our  patients  should  always  appreciate  the  importance  of 
attention  to  all  the  minor  details  of  asepsis. 

Dr.  Marx  said  that  as  a  rule  the  family  nail-brush  needed  to  be 
as  carefully  avoided  as  the  household  vaseline  bottle  ;  hence  he  made 
it  a  practice  to  carry  a  new  nail-brush  to  each  confinement  case. 
Aside  from  thorough  cleanliness  of  the  external  genitals  and  thorough 
asepticism  of  the  accoucheur's  hands,  he  believed  all  other  measures 
were- unnecessary.  Solutions  of  mercuric  bichloride,  i  to  1,000  and 
i  to  500  or  even  stronger,  were  used  by  some  physicians.  The  use  of 
such  strong  solutions  produced  chronic  eczema  and  a  fissured  condi- 
tion of  the  obstetrician's  hands,  so  that  thorough  cleansing  of  the 
hands  was  out  of  the  question.  The  same  might  be  said  regarding 
the  method  of  shaving  the  external  genitals,  scrubbing  the  vagina  and 
other  parts  with  antiseptics.  He  thought  such  a  practice  reprehen- 
sible. The  thoroughly  clean  hand  did  no  harm.  The  laparotomist 
did  not  fear  to  introduce  his  hand  into  the  abdominal  cavity  when  it 
was  necessary,  and  the  abdominal  cavity  was  not  more  susceptible  to 
infection  than  the  uterine  during  labor.  There  was  nevertheless  a 
school  in  this  city  which  taught  that  all  labor-cases  should  be  con- 
ducted entirely  by  external  palpation.  He  did  not  favor  such  a  prac- 
tice. In  connection  with  this  subject  came  up  the.  question  of  what 
should  be  the  position  of  the  general  practitioner,  who  was  attending 
an  infectious  case,  regarding  his  attendance  on  a  confinement.  The 
general  practitioner  at  all  times  had  under  his  care  cases  which  were 
more  or  less  septic  and  if  he  refused  confinements  he  would  be  at 
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great  financial  loss.  The  expert  obstetrician  saw  all  sorts  of  septic 
cases  and  yet  went  from  these  to  confinements.  The  speaker  said 
he  would  plead  for  a  more  universal  adoption  of  election  in  cases  of 
labor  as  a  prophylactic  against  sepsis.  Operations  not  long  ago  con- 
sidered brutal  were  now  being  brought  forward  as  elective — e.  g.,  sym- 
physeotomy and  elective  accouchement. 

Dr.  Polk  said  he  had  been  greatly  interested  in  the  suggestion 
made  in  the  paper  regarding  the  action  the  Society  might  take  in 
starting  a  school  for  midwives.  This  seemed  to  him  a  very  timely 
suggestion,  but  before  taking  any  such  action  the  Society  should  de- 
termine how  far  it  desired  to  antagonize  the  general  practitioner. 
He  was  himself  a  general  practitioner  and  therefore  spoke  from  that 
standpoint.  The  education  of  midwives  meant  here  as  in  Europe 
the  curtailment  of  obstetric  practice  for  a  great  many  general  prac- 
titioners. It  seemed  to  him,  however,  that  it  was  a  step  in  the  right 
direction,  because  the  midwife  could  not  be  eliminated  ;  hence  she 
should  be  instructed  in  her  work.  While  it  might  not  be  possible  to 
establish  a  school  which  would  be  sufficiently  popular  to  attract  a 
great  many  midwives,  these  midwives  could  be  instructed  by  physi- 
cians, first  as  obstetric  nurses — the  transition  from  a  good  trained  ob- 
stetric nurse  to  a  midwife  being  feasible  and  easy.  Touching  other 
questions  raised  in  the  paper,  Dr.  Polk  said  the  day  had  gone  by 
when  obstetrics  was  to  be  regarded  as  a  branch  of  medicine — it  had 
swung  back  to  the  domain  of  surgery  ;  hence,  as  its  procedures  were 
now  surgical,  its  practice  should  be  conducted  on  strictly  surgical 
principles.  This  would  imply  the  employment  of  a  properly  edu- 
cated surgical  nurse  for  the  few  days  during  which  the  mother  was  in 
danger  of  septic  contamination  and  outbreak.  This  question  was  of 
course  complicated  by  the  care  and  nursing  which  the  baby  required. 

The  surgical  nurse  would  be  the  nurse  who  should  first  have  charge 
of  the  obstetric  patient.  The  prejudices  of  the  patient  herself  could 
be  overcome  by  first  explaining  to  her  that  labor  was  not  entirely  a 
natural  process  but  was  constantly  threatened  with  many  pathological 
processes.  It  would  be  found  that  eighty  per  cent,  of  the  cases  of 
sepsis  (after  labor  or  abortion),  which  terminated  badly,  did  so  from 
the  shiftlessness  of  the  attendants  or  from  the  fears  of  the  patient — as 
in  criminal  abortion  causing  her  to  conceal  the  true  condition — and 
that  in  hardly  any  case,  in  which  surgical  interference  had  been  re- 
sorted to  within  twelve  to  twenty-four  hours  after  the  onset  of  the 
first  septic  symptoms,  had  there  been  a  fatal  termination.  The  ob- 
stetrician should  have  a  surgical  mind  and  the  patient  should  be 
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placed  in  a  surgical  atmosphere.  The  value  of  the  parturient  woman's 
life  was  just  as  great  as  that  of  the  woman  with  a  fibroid  tumor  de- 
manding operation.  The  average  patient  would  ordinarily  submit 
willingly  to  all  needed  manipulations.  He  would  suggest  that  a  sur- 
gical spirit  should  be  cultivated  by  all  obstetricians,  so  that  on  the 
slightest  suspicion  of  sepsis  prompt  treatment  could  be  instituted. 
No  harm  would  follow  the  introduction  of  the  finger  or  of  an  instru- 
ment, if  properly  cleansed,  into  the  depths  of  the  uterus  ;  hence  there 
was  no  danger  from  such  operative  interference  per  se.  Much  could 
be  done  in  providing  for  the  proper  instruction  of  midwives,  by  every 
physician  insisting  upon  the  employment  of  a  special  obstetric  nurse 
who  should  be  there  for  delivery  and  who  should  leave  after  three  or 
four  days. 

Ur.  E.  A.  Ayers,  present  by  invitation,  said  he  was  chairman  of 
the  committee  that  made  the  report  on  the  midwifery  question  to  the 
Medical  Society  of  the  County  of  New  York.  Theoretically  mid- 
wives  should  be  entirely  excluded  but  practically  this  was  impossible. 
The  question  of  educating  midwives  was  considered  by  the  committee. 
Obstetric  practice  to-day  is  very  different  from  what  it  was  ten  years 
ago  and  it  was  considered  practically  impossible  by  the  committee  to 
educate  midwives  up  to  the  necessary  standard  demanded  at  the 
present  time.  In  the  report  therefore  it  was  stated  that  the  best  plan 
was  to  restrict  them  to  the  narrowest  possible  limits.  The  midwives 
camefrom  an  entirely  different  class  of  people  from  those  who  fur- 
nished the  nurses  to  our  training-schools.  All  that  was  thought  practi- 
cable was  to  require  them  to  observe  certain  simple  rules  of  asepsis 
and  antisepsis  and  to  compel  them  to  call  in  a  physician  whenever 
they  observed  anything  unusual  about  the  labor  they  were  attending. 
At  present  they  were  only  required  to  pay  the  fee  of  fifty  cents  on 
registering.  By  the  proposed  Act  they  would  not  be  permitted  to  reg- 
ister still-births.  At  present,  the  records  here  showed  that  the  number 
of  still-births  was  two  to  three  times  greater  than  in  Berlin  under  the 
midwives  there.  The  speaker  said  he  hoped  the  influence  of  the 
members  would  be  brought  to  aid  the  proposed  Act,  for  he  considered 
it  a  very  conservative  measure.  A  similar  measure  had  been  tried 
elsewhere  and  had  resulted  in  very  materially  reducing  the  number 
of  midwives.  He  knew  personally  of  from  two  to  four  thousand 
cases  now  treated  by  physicians,  which  were  formerly  treated  by  mid- 
wives,  and  he  saw  no  reason  why  the  entire  city  of  New  York  could 
not  be  covered  by  a  proper  distribution  of  clinical  work. 

He  thought  we  devoted  too  much  consideration  to  the  one  matter 
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of  asepsis  and  antisepsis.  Too  much  manipulation,  injudicious  inter- 
ference at  one  time  and  equally  unwise  non-interference  at  other 
times  are  very  essential  features.  Out  of  a  consecutive  series  of 
nearly  two  thousand  cases  he  had  not  had  a  single  case  of  puerperal  in- 
fection. His  practice,  in  brief,  consisted  in  a  thorough  cleansing  with 
soap  and  water,  washing  with  bichloride  and  anointing  with  a  mixture 
of  five  per  cent,  oil  of  cassia  and  ninety-five  per  cent,  olive  oil.  This 
last  mixture  had  been  proven  in  the  laboratory  to  be  a  more  potent 
germicide  than  carbolized  oil.  Where  the  labor  was  prolonged  the 
woman  was  susceptible  to  uterine  haemorrhage,  and  the  blood  clots 
contained  in  the  uterus  were  liable  to  decompose  and  cause  infection. 
There  were  many  conditions  present  in  such  a  case  which  might 
cause  puerperal  infection  regardless  of  the  physician — for  instance,  a 
pyosalpinx  might  rupture  into  the  uterine  cavity. 

Dr.  Pryor  said  that  one  of  the  specifications  in  the  proposed  law 
was  that  all  cases  of  faulty  presentation  should  be  referred  by  the 
midwife  to  a  physician.  He  thought  that  if  a  midwife  were  able  to 
recognize  a  faulty  presentation,  she  thereby  showed  such  admirable 
fitness  for  her  work  as  to  entitle  her  to  the  continuous  conduct  of  a 
case  ;  and  it  was  scarcely  possible  that  any  law  embodying  such  an 
inconsistency  would  be  passed.  He  thought  it  unjust  to  legislate  to 
require  certain  years  of  study  by  a  man  and  then  refuse  him  a  license 
to  practice  unless  he  passed  an  examination  before  a  State  Board, 
while  a  woman  was  allowed  to  practice  a  certain  branch  of  medicine 
without  any  qualification  whatever.  If  women  want  to  practice 
obstetrics  they  should  be  made  to  pass  in  obstetrics  identically  the 
same  examination  set  for  candidates  to  licentiates  in  medicine  ;  other- 
wise, they  should  be  denied  the  privileges  of  a  trade  competition. 

To  Dr.  Pryor  this  proposition  seemed  to  embrace  all  the  ethics 
and  equity  of  the  matter. 

Dr.  Ayers  replied  that  the  midwife  could  not  be  expected  to  re- 
port a  faulty  presentation  if  she  did  not  know  it  was  there,  but  the 
provision  was  inserted  in  the  bill  to  cover  those  cases  in  which  it  was 
recognized  by  the  midwife. 

Dr.  H.  L.  Collyer  said  we  could  never  entirely  get  rid  of  septic 
infection  in  midwifery  practice.  Hitherto  there  had  been  consider- 
able carelessness  in  the  teaching  of  medical  students  in  regard  to 
adapting  modern  obstetric  methods  to  tenement-house  practice.  In 
tenement-house  practice  the  bedclothes  are  usually  very  dirty  and 
contact  of  the  genital  passages  with  these  might  cause  infection.  It 
was  his  practice  to  carry  a  carefully  disinfected  bedpan  to  each  case 
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and  to  take  care  that  the  bedclothes  were  kept  clean  and  the  dis- 
charges confined  to  a  small  space  and  immediately  removed  after 
delivery.  His  experience  had  been  that  midwives  knew  very  little 
about  antisepsis  and  that  they  were  so  ignorant  that  they  could  not 
be  taught.  As  a  member  of  the  committee  already  referred  to  he 
had  opposed  licensing  them  at  all  ;  he  saw  no  reason  for  tolerat- 
ing midwives  simply  because  it  was  an  old  custom. 

Dr.  McLean  said  he  would  like  to  emphasize  the  laxity  of  physi- 
cians themselves  as  a  common  cause  of  puerperal  infection.  Accord- 
ing to  his  observation  there  was  more  carelessness  in  obstetrics  than 
in  any  other  branch  of  medicine.  He  approved  of  the  idea  of  hav- 
ing a  well-trained  surgical  nurse  for  obstetric  cases.  He  always  had 
his  own  nurses  in  attendance  on  such  cases. 

Dr.  R.  A.  Murray  said  that  most  of  those  who  had  spoken  on 
the  subject  had  done  so  from  the  standpoint  of  the  hospital  or  the 
obstetrician  in  practice  among  the  higher  classes.  If  a  hysterectomy 
were  to  be  performed  and  the  patient  could  not  pay  for  it  she  went 
to  a  hospital,  but  a  very  large  proportion  of  midwifery  practice  was 
done  at  a  price  which  gave  the  attending  physician  only  from  one  to 
five  dollars  for  the  confinement  ;  hence  the  best  and  most  scientific 
work  could  not  be  expected  from  those  who  were  so  poorly  paid. 
The  midwife  went  from  house  to  house,  perhaps  managing  five  or  six 
cases  at  a  time,  and  of  course  if  one  of  her  cases  "  went  bad  "  all 
were  likely  to  do  the  same.  Patients  should  be  educated  to  under- 
stand that  if  they  place  their  lives  and  that  of  their  children  in  a  physi- 
cian's hands  they  should  pay  for  his  services  as  they  would  for  a 
similar  surgical  operation.  Very  few  surgeons  spent  as  much  time 
over  a  hysterectomy  as  over  a  confinement,  yet  the  operator  in  a 
hysterectomy  got  from  two  to  fifty  times  as  much  as  the  obstetrician. 
In  obstetrics  one  must  see  a  very  large  number  of  cases  before  he 
could  become  accomplished  and  skillful  in  his  art ;  hence  the  obstet- 
rician should  be  well  paid  for  his  work.  The  reason  that  puerperal 
infection  was  so  common  was  that  people  were  not  willing  to  pay 
enough  to  keep  it  away.  It  was  impossible  to  properly  educate  mid- 
wives.  % 

Dr.  J.  Clifton  Edgar  said  that  the  reference  in  the  paper  to  the 
marked  diminution  in  the  death  rate  from  puerperal  septicaemia  in 
New  York  city  was  very  interesting.  He  wished  we  had  some  sta- 
tistics of  country  practice,  for  he  did  not  believe  there  was  any  such 
diminution  there.  Recently  Dr.  Boxall  looked  up  the  obstetric  rec- 
ord for  forty  or  fifty  years  in  England  and  Wales.    He  found  in  the 
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city  of  London  a  diminution  of  only  one  tenth  in  the  mortality  of 
puerperal  septicaemia  in  forty-five  years  and  in  the  country  an  actual 
increase  in  the  mortality.  He  inferred  from  this  that  the  large  lying- 
in  asylums  in  that  city  accounted  for  the  diminution  in  the  death  rate 
there.  In  this  city  the  diminution  was  probably  due  to  the  larger 
maternity  services  now  than  formerly.  The  worst  cases  of  puerperal 
septicaemia  which  he  had  seen  had  occurred  in  patients  who  had  been 
under  the  care  of  midwives  for  two  or  three  days  before  a  physician 
had  been  called.  He  knew  of  a  recent  case  where  a  midwife  had 
tried  for  over  one  day  to  rectify  a  face  presentation  before  summon- 
ing a  physician. 

Dr.  Bullard,  in  closing,  said  the  point  of  the  paper  was  to  limit 
the  amount  of  puerperal  infection  in  this  city  in  the  practice  of  mid- 
wives,  who  attend  about  half  the  cases  of  labor.  He  had  also  laid 
stress  upon  the  importance  of  educating  those  physicians  who  are  still 
careless  in  conducting  their  labor  cases.  He  thought  the  time  would 
come  when  a  younger  class  of  women  could  be  trained  to  be  intelli- 
gent midwives  ;  the  present  ones  are  too  old  to  learn. 


Stated  Meeting,  February  20,  1894. 

Charles  Jewett,  M.  D.,  President,  in  the  Chair. 

Pregnancy  after  Ventral  Fixation. 
Dr.  G.  M.  Edebohls  presented  a  patient  in  this  condition. 

Discussion. 

Dr.  J.  E.  Janvrin,  being  asked  by  the  President  to  examine  the 
patient,  did  so  and  reported  that  he  found  the  scars  of  the  Alexander 
operation  and  also  that  of  the  operation  for  ventral  fixation.  The 
uterus  was  still  so  high  up  that  it  was  almost  impossible  to  reach  the 
cervix  with  the  finger.  It  was  apparently  attached  to  the  abdominal 
wall  and  the  fundus  lay  on  a  line  with  the  apex  of  the  abdominal  incision. 

Supra-vaginal  Hysterectomy  for  Fibroid  Tu?7iors  by  Goffes  Method  with 
Presentation  of  Two  Patients  and  Corresponding  Tumors  ;  One  com- 
plicated by  Large  Ovarian  Cyst. 

Dr.  Goffe  presented  these  specimens  in  the  following  terms  : 

As  experience  multiplies,  the  conviction  grows  that  in  dealing  with 
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small  fibroids  of  the  uterus  we  are  facing  the  same  problem  that  we  once 
encountered  in  the  treatment  of  ovarian  cysts,  and  just  as  we  now  ad- 
vise removal  of  the  cysts  while  they  are  small  and  therefore  easy  to 
remove,  so  we  must  apply  the  same  rule  of  procedure  to  fibroids. 

If  the  tumor  is  small  and  situated  immediately  beneath  the  mucosa 
or  serosa,  enucleation  can  be  safely  practiced.  But  when  it  is  produc- 
ing symptoms,  only  peculiar  circumstances  dependent  upon  the  indi- 
vidual case,  such  as  the  desire  for  offspring,  can  give  this  procedure 
precedence  over  hysterectomy.  As  pointed  out  by  Pozzi,  the  weak 
point  of  the  enucleation  method  is  the  probability  of  other  focal  points 
of  fibroid  development  and  the  liability  to  a  second  operation. 

For  the  purpose  of  bringing  again  to  the  attention  of  the  Fellows 
of  this  Society  my  method  of  operating  in  hysterectomy  for  fibroid 
tumors  and  to  illustrate  some  minor  points  of  interest  in  connection 
therewith,  I  desire  to  present  these  two  specimens  and  the  patients 
from  whom  they  were  removed. 

The  first  is  a  fibroid  not  much  larger  than  the  closed  fist  and, 
springing  from  the  right  side  of  the  uterus  just  above  the  internal  os, 
extended  out  into  the  folds  of  the  broad  ligament.  It  was  the  source 
of  great  pain  and  annoyance.  It  so  far  encroached  upon  the  space 
of  the  broad  ligament  that  it  was  impossible  to  reach  the  uterine  artery 
for  ligation  until  I  incised  the  peritonaeum  across  its  face  and  enu- 
cleated it  from  its  bed.  The  remaining  steps  in  the  operation  were 
as  usual. 

The  second  specimen  is,  as  you  see,  a  large  fibroid  and  was  com- 
plicated by  this  large  ovarian  cyst.  The  complete  diagnosis  was  made 
previous  to  operation.  The  cyst  was  oblong  in  shape  and  reached 
from  Douglas'  pouch  to  the  diaphragm  on  the  left  side,  the  fibroid 
occupying  the  right  side  of  the  abdomen.  The  form  of  the  cyst  was 
maintained  by  its  structure,  it  being  a  multiple  cyst ;  and  this  hard 
nodule  composed  of  many  small  follicles  formed  the  upper  extremity 
of  the  sac.  They  were  removed  from  an  unmarried  negro  woman 
thirty-seven  years  of  age.  In  both  instances  the  patients  were  out  of 
bed  on  the  fourteenth  day  and  made  uneventful  recoveries. 

The  method  of  disposing  of  the  pedicle,  which  I  had  the  honor  of 
devising  and  presenting  to  the  profession,  is  pretty  well  understood  by 
the  members  of  this  Society.  The  original  features  of  it  consisted  in 
making  large  flaps  of  peritonaeum  dissected  off  the  anterior  and  poste- 
rior faces  of  the  tumor,  ligating  the  pedicle  within  these  flaps  and 
establishing  the  principle,  which  was  then  presented  for  the  first  time, 
of  burying  all  the  raw  surfaces  of  both  the  stump  of  the  cervix  and 
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the  stumps  of  the  broad  ligaments  below  the  peritonaeum ;  thus  com- 
pletely closing  the  peritoneal  cavity.  The  latter  feature  has  been 
since  adopted  by  the  total  extirpationists. 

My  first  operation  was  done  May  29,  1888.  My  paper  describing 
it  was  read  the  following  February,  1889,  and  published  in  April, 
1889,  giving  the  histories  of  four  successful  cases. 

In  October,  1892,  Dr.  Baer,  of  Philadelphia,  read  a  paper  before 
the  American  Gynaecological  Society  in  which  he  claimed  to  have 
originated  an  entirely  new  method.  It  proved,  however,  to  be  in  its 
essential  features  the  very  method  that  I  had  described,  with  the 
modification  that  he  transferred  the  main  ligature  from  the  cervix  to 
the  uterine  artery  in  the  broad  ligament.  In  this  paper  he  maintained 
that  it  was  unnecessary  to  stitch  the  flaps  together.  He  has  since 
accepted  the  stitching  of  the  peritoneal  flaps,  so  that  the  two  opera- 
tions are  identical  with  the  exception  of  the  position  of  the  main  liga- 
ture. In  this  modification,  however,  he  had  been  anticipated  by  more 
than  one  operator— by  Dr.  Haywood  Smith  of  London,  who  had  the 
graciousness  to  give  me  credit  for  the  operation,  and  by  Dr.  Milton 
of  Cairo,  Egypt.  Dr.  Haywood  Smith's  paper  was  published  in  the 
British  Gynecological  Journal,  May,  1892,  six  months  before  Dr.  Baer 
read  his  paper  ;  and  Dr.  Milton's  account  appeared  in  the  Lancet,  No- 
vember, 1890,  two  years  before.  So  that  any  claim  to  originality  on 
the  part  of  Dr.  Baer,  even  in  the  modification,  drops  to  the  ground. 

I  have  brought  the  two  patients  here  for  the  purpose  of  exhibiting 
the  cicatrices  of  the  abdominal  incisions.  In  these  cases  I  have  tried 
the  experiment  of  burying  silver-wire  sutures  in  the  fascia  of  the  recti 
muscles.  I  used  a  through-and-through  silver-wire  suture  in  both  ; 
in  one  I  buried  four  silver-wire  sutures  and  in  the  other  five.  The 
union  is  excellent,  and  the  buried  sutures  give  no  evidence  of  their 
presence.  The  buried  permanent  suture  is  undoubtedly  the  true 
method  of  avoiding  post-operative  hernias  and  to  my  mind  the  silver 
wire  will  prove  the  best. 

Discussion. 

Dr.  J.  Byrne  and  Dr.  G.  M.  Edebohls  were  appointed  by  the 
President  a  committee  to  examine  these  patients. 

Dr.  J.  Byrne  said  that  from  his  examination  he  believed  this 
method  of  uniting  the  abdominal  wall  was  well  worthy  of  application. 
His  custom  had  been  for  a  number  of  years  to  sew  the  peritonaeum 
continuously  and  with  the  same  suture  take  in  the  muscular  tissues 
and  more  dense  structures  and  then  close  in  the  superficial  tissues. 
In  the  future,  however,  he  thought  he  would  adopt  Dr.  Gorfe's  method 
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of  burying  the  wire  sutures,  for  he  believed  with  the  ends  of  the  wires 
properly  bent  down  there  would  be  no  undue  irritation  and  the  result 
would  be  better. 

Dr.  Edebohls  said  he  had  examined  Dr.  Gcffe's  two  patients  and 
had  found  the  cicatrices  very  firm,  the  muscles  well  approximated  and 
no  tendency  to  hernia.  The  buried  silver  wires  could  be  felt  in  both 
cases.  In  this  connection  he  would  say  that  this  method  of  burying 
silver  wire  or  other  non-absorbable  suture  had  passed  beyond  the  ex- 
perimental stage,  for  Schede  had  been  systematically  burying  sutures 
in  this  way  for  six  or  seven  years  and  he  himself  for  two  years.  W. 
A.  Freund  had  recently  stated  that  he  had  adopted  this  method  of 
closing  the  abdominal  wall.  Max  Schede  in  a  communication  to  the 
speaker  had  stated  that  he  thought  it  made  no  difference  whether  sil- 
ver wire  or  silkworm  gut  was  used  for  this  purpose.  The  speaker 
said  he  was  glad  to  hear  of  further  converts  to  the  principle  of  em- 
ploying buried  non-absorbable  sutures  in  the  abdominal  wall. 

Dr.  J.  E.  Janvrin  said  that  he  had  had  the  pleasure  of  assisting 
Dr.  Goffe  in  his  first  operation  of  this  kind,  and  of  witnessing  the  sec- 
ond one,  and  he  thought  his  claims  for  priority  in  this  operation  were 
strictly  correct.  Many  years  ago  he  had  himself  done  the  Freund 
operation  a  number  of  times,  viz.,  the  ligation  of  the  broad  ligaments, 
total  extirpation  of  the  uterus  and  bringing  down  of  the  ligatures  into 
the  vagina — but  in  this  operation  no  attempt  was  made  to  shut  out 
the  peritonaeum,  consequently  certain  raw  surfaces  were  left  which 
were,  in  his  opinion,  the  nuclei  of  the  septic  peritonitis  which  so  fre- 
quently followed  the  Freund  operation.  The  making  the  operation 
an  intrapelvic  one  was  the  greatest  step  in  advance,  and  this  step  is 
chiefly  responsible  for  the  success  of  Dr.  Goffe's  operation.  As  to 
whether  the  third  ligature  simply  included  the  uterine  artery  or  the 
uterine  artery  and  half  of  the  cervix  was  a  matter  of  small  importance. 
Even  when  it  included  both  the  uterine  artery  and  half  of  the  cervix, 
as  Dr.  Goffe's  did  at  first,  the  great  point  was  the  covering  of  the 
stump  with  peritonaeum.  Dr.  Goffe  had  stated  very  fairly  and  suc- 
cinctly the  claims  of  the  other  gentlemen  in  connection  with  this 
operation.  He  thought  it  no  more  than  just  that  this  operation  as  at 
present  perfected  should  be  credited  to  Dr.  Goffe. 

Tubal  Pregnancy  with  Ovarian  Cyst  and  Hydrosalpinx. 

Dr.  Andrew  F.  Currier  presented  a  specimen  illustrating  tubal 
pregnancy  and  ovarian  cyst  of  one  side  and  hydrosalpinx  of  the 
other  ;  also  microscope  slide  showing  placental  structure. 
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The  patient  was  a  colored  woman,  thirty-three  years  of  age,  mar- 
ried thirteen  years,  and  a  patient  of  Dr.  G.  W.  Smallwood,  through 
whose  kindness  I  am  allowed  to  present  the  history  and  specimen. 
She  had  been  operated  upon  by  Dr.  Smallwood  February  i,  1894,  for 
a  deep  bilateral  fissure  of  the  os  uteri,  and  it  was  at  the  time  of  that 
operation  that  it  was  first  discovered  that  she  had  a  pelvic  tumor. 
She  had  one  child  twelve  years  ago  and  never  had  had  miscarriages. 
Her  menses  were  regular  until  the  time  of  her  marriage  and  have 
since  then  been  irregular,  the  intervals  being  two  weeks,  three  weeks 
and  sometimes  two  months  in  duration.  During  the  last  six  months 
she  has  menstruated  only  twice — in  September,  1893,  and  in  Decem- 
ber. The  flow  has  generally  continued  five  days,  with  pain  after  the 
flow  has  been  established.  She  has  also  suffered  with  constipation, 
headache,  cardialgia,  sensations  of  cold  and  heat,  pain  in  the  loins 
and  general  weakness  and  innutrition. 

The  operation  was  performed  Monday,  February  12  ;  so  far  as  I 
could  learn  the  typical  symptoms  of  ectopic  gestation  were  absent. 
The  tumor  in  the  left  tube  as  large  as  a  good-sized  hen's  egg  was  readi- 
ly discovered  as  soon  as  the  abdomen  was  opened.  It  was  brown  in 
color  and  not  very  firm  in  consistency,  occupying  the  inner  third  of 
the  tube  and  in  close  contact  with  the  uterine  cornu.  Under  it  was- 
a  fluctuating  tumor  as  large  as  a  fist,  which  ruptured  on  an  attempt 
to  remove  it  and  discharged  bloody  fluid  and  clots.  On  the  right 
side  of  the  pelvis  was  a  hydrosalpinx  occupying  the  outer  half  of  the 
tube  and  quite  adherent.  The  right  ovary  did  not  seem  to  be  ma- 
terially diseased.  The  tumor  of  the  left  ovary  was  intimately  con- 
nected with  the  posterior  surface  of  the  left  broad  ligament,  and  after 
removal  of  the  rumor  haemorrhage  was  still  very  profuse  and  was  not 
checked  until  the  entire  ligament  was  contracted  with  a  cobbler's 
suture.  The  cavity  was  wiped  as  dry  as  possible  with  dry  cotton 
pads  covered  with  sterilized  gauze  and  was  then  packed  with  a  Miku- 
licz pouch.  The  vagina  was  also  packed  with  gauze  as  the  oozing 
from  the  uterus  was  considerable.  Reaction  proceeded  favorably  and 
convalescence  was  almost  uninterrupted.  The  highest  temperature 
was  ioo°  on  the  second  and  third  days  ;  on  the  fourth  day  it  was  nor- 
mal. A  part  of  the  abdominal  gauze  was  removed  on  the  third  day 
under  chloroform  narcosis,  after  which  the  pulse  reached  its  highest 
point — 118.  On  the  following  day  the  remainder  of  the  gauze  was  re- 
moved, also  under  chloroform,  and  calomel  and  magnesium  sulphate 
were  given  to  act  upon  the  bowels.  On  the  fifth  day  the  bowels 
moved  three  times,  and  the  following  day  the  patient  seemed  quite 
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convalescent.  It  was  while  removing  the  ovarian  tumor  of  the  left 
side  that  my  suspicions  of  tubal  pregnancy  were  aroused,  especially 
on  account  of  its  contents  and  the  profuse  haemorrhage  which  fol- 
lowed removal.  The  mere  presence  of  a  tubal  tumor,  even  if  it  con- 
tain blood,  is  not  in  my  opinion,  as  I  have  stated  before  in  this  Socie- 
ty, necessarily  evidence  of  gestation,  and  in  addition  to  the  specimens 
which  have  been  shown  to  the  Society  I  have  seen  several  in  my  own 
practice  which  confirmed  this  opinion.  The  specimen  was  submitted 
to  Dr.  Calvin  T.  Adams  for  examination  and  he  has  decided  that  it 
contains  evidences  of  placental  structure.  The  case  therefore  may  be 
recorded  as  one  of  tubal  gestation,  though  no  evidence  of  the  foetus 
itself  was  found. 

Vulvar  Tumor. 

Dr.  Currier  also  presented  a  patient  with  a  tumor  of  both  labia 
minora  and  the  following  history  :  K.  S.,  twenty-two  years  of  age, 
single,  puella  publica  four  years,  tall,  blonde  and  well  developed.  Has 
smoked  opium  for  a  year  but  has  given  up  the  habit  since  she  came 
under  the  writer's  observation.  The  face  is  covered  with  an  acne 
eruption,  the  hands  when  first  seen  had  palmar  syphilides.  She  con- 
tracted syphilis  three  years  ago,  had  subsequently  an  eruption  over 
her  entire  body,  has  had  sore  throat  much  of  the  time  during  this 
period  and  has  had  the  palmar  syphilides  one  year.  She  has  been 
pregnant  once  and  miscarried  at  the  third  month.  Her  menses  began 
at  the  thirteenth  year,  have  always  been  regular  and  continue  three 
days  without  pain.  One  and  a  half  years  ago  a  tumor  appeared  upon 
the  right  labium  minus.  When  it  reached  the  size  of  a  hen's  egg  it 
was  removed  but  recurred  almost  immediately,  both  labia  becoming 
involved.  In  six  months  it  had  reached  its  present  size,  being  of 
irregular  contour,  as  large  as  a  good-sized  apple  ;  the  lower  portions 
being  composed  of  the  hypertrophied  and  thickened  labia  minora, 
the  upper  of  an  cedematous  mass  of  skin  resembling  an  cedematous 
prepuce  in  a  case  of  phimosis.  The  introitus  vaginalis  is  ulcerated, 
bleeding  easily  ;  the  fringed  remnants  of  the  hymen  infiltrated  and 
sensitive.  There  is  a  constant  muco-purulent  discharge  from  the 
uterus  and  vagina.  No  serious  lesion  of  the  appendages  was  discov- 
erable. Coitus  is  not  painful.  The  bowels  are  regular,  the  tongue 
clean  but  with  bright  red  border.  She  was  placed  upon  treatment 
with  pills  of  hydrarg.  protiod.,  aa  gr.  %,  four  times  daily  and  daily 
vaginal  douches  of  hot  water.  In  two  or  three  weeks  the  syphilides 
disappeared  from  the  palmar  surface.  She  was  examined  by  a  dis- 
tinguished dermatologist  who  pronounced  the  vulvar  tumor  entirely 
29 
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syphilitic  in  character,  the  ulceration  ot  the  vagina  being  the  source 
of  the  disease  and  constantly  furnishing  new  material.  Two  other 
distinguished  dermatologists  were  equally  positive  in  pronouncing  the 


tumor  entirely  of  inflammatory  origin,  the  coexistence  of  syphilis  be- 
fog merely  incidental  and  not  unusual.  One  of  these  gentlemen 
kindly  examined  a  fragment  of  tissue,  removed  from  the  vagina,  which 
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I  present  for  your  inspection  under  the  microscope.  It  is  prepared 
with  single  staining  (haematoxylon),  shows  no  evidence  of  arterial 
disease  and  only  the  small-celled  infiltration,  which  would  seem  to 
verify  the  diagnosis  of  inflammatory  origin  of  the  tumor.  The  pro- 
cess is  a  slow  one,  interference  with  the  circulation  leading  to  the  in- 
filtration of  the  tissues  and  also  to  the  oedema.  The  speaker  stated 
that  in  a  somewhat  extensive  experience  with  diseases  of  this  charac- 
ter (/.  e.,  venereal)  in  women,  he  had  never  seen  a  similar  case. 
Tumors  of  the  labia  majora  are  sufficiently  common,  also  those  which 
involve  both  labia  majora  and  minora,  but  those  of  the  labia  minora 
alone  are  believed  to  be  quite  rare.  The  differing  opinions  of  emi- 
nent authority  as  to  the  pathogeny  is  also  noteworthy.  The  patient 
is  now  receiving  potass,  iod.  3  ss  t.  i.  d.  which  has  caused  increase  of 
the  facial  eruption  and  possibly  some  diminution  in  the  size  of  the 
tumor. 

Multiple  Fibroid  Tumors  of  the  Uterus  removed  per  Vaginam. 

Dr.  H.  M.  Sims  presented  these  specimen.  This  is  a  multiple, 
intra-uterine  fibroid  removed,  per  vaginam,  a  month  ago. 

Miss  C,  aged  forty-two,  always  was  a  perfectly  healthy  woman 
until  four  years  ago,  when  she  began  to  have  menorrhagia  accom- 
panied by  severe  bearing-down  pains.  Each  month  the  loss  of  blood 
was  greater  and  the  pain  more  severe.  Her  physician  ascribed  all  of 
her  symptoms  to  change  of  life.  For  the  past  eight  months  the  flow 
has  been  more  or  less  continuous  and  the  pains  incessant.  She  de- 
termined to  come  to  New  York  about  five  weeks  ago  and  place  her- 
self in  my  care.  I  found  her  colorless  and  exsanguinated  to  a  degree. 
On  examination  the  uterus  was  found  to  be  about  seven  inches  in 
depth  and  inside  of  the  organ  could  be  felt  the  fibroid.  It  was  re- 
moved the  following  day.  Its  attachment  was  to  the  fundus  with 
firm  adhesions  to  the  right  side  of  the  uterus.  Patient  made  a  rapid 
recovery.  Pain  and  flow  ceased  at  once  and  her  general  health  im- 
proved in  every  way. 

Spindle-cell  Sarcoma  of  the  Breast. 

This  specimen  was  of  unusually  rapid  growth.  .  The  patient  is 
sixty-five  years  of  age  and  never  was  ill  in  her  life,  except  when  her 
children  were  born.  Last  summer  she  noticed  a  small  lump  in  her 
right  breast  about  the  size  of  a  walnut.  In  the  fall  it  started  to  grow 
very  rapidly  indeed  and  attained  its  present  size  in  two  months'  time. 
When  I  saw  it  I  advised  removal  without  delay.    The  operation  was 


45  2 


Transactions  of  Societies. 


done  two  days  later.  This  was  in  November  last.  She  wrote  me 
from  California  last  week  that  she  still  kept  exceedingly  well. 

The  specimen  was  examined  by  Dr.  A.  V.  Moschowitz,  who  re- 
ports that  "  the  tumor  measures  about  twelve  centimetres  in  any  one  of 
its  diameters,  skin  normal  and  nipple  very  much  retracted.  In  cen- 
ter of  mass  is  a  circumscribed  tumor,  perfectly  round,  size  of  large 
orange,  with  many  communicating  irregular  cavities,  containing  an 
albuminous  fluid.  Examined  microscopically  it  is  found  to  be  a  sar- 
coma with  cells  of  the  small  fusiform  variety.  In  central  portion  the 
veins  are  dilated  and  barely  a  trace  of  the  ducts  is  visible. 

Carcinoma  of  the  Uterus  removed  by  Suprapubic  Hysterectomy. 

Miss  G.,  of  New  England,  aged  thirty-five,  had  been  suffering  for 
some  years  with  menorrhagia  and  a  profuse  yellowish  discharge  from 
the  vagina  and  continuous  pain  in  both  iliac  regions.  She  came  to 
this  city  and  consulted  Dr.  M.  C.  O'Brien,  of  Harlem.  He  curetted 
the  uterus  and  removed  a  quantity  of  soft,  broken-down  mucous  mem- 
brane from  the  fundus.  This  he  submitted  to  Dr.  Heitzmann,  who 
pronounced  the  case  one  of  epithelioma  in  its  first  stage.  Dr.  O'Brien 
recommended  total  extirpation  and  brought  the  patient  to  me  for  the 
operation.  I  did  an  abdominal  hysterectomy  two  months  ago  and 
the  patient  made  a  speedy  and  excellent  recovery.  She  now  appears 
to  be  perfectly  well.  I  have  no  doubt  that  if  we  could  only  see  these 
patients  in  the  early  stage  of  the  disease  we  would  succeed  in  curing 
all  of  them.  One  curious  feature  in  connection  with  this  case  was 
the  unusually  long  and  congested  vermiform  appendix  and  its  trans- 
position to  the  opposite  side  of  the  pelvis  from  the  place  we  usually 
expect  to  find  it.  The  colon  was  drawn  completely  across  the  ab- 
dominal cavity,  and  the  appendix  and  caecum  were  attached  to  the 
left  tube.  I  do  not  know  that  this  is  of  frequent  occurrence.  The 
appendix  was  removed. 

Ovarian  Tumor  mistaken  for  Pregnancy. 

Mrs.  O'B.,  aged  thirty,  was  brought  to  me  by  Dr.  W.  D.  Sewell,  of 
this  city.  She  had  been  married  two  years.  Menses  regular  until 
September,  when  she  missed  them.  Had  a  slight  show  in  October  and 
missed  again  in  November  and  December.  She  had  been  pro- 
nounced pregnant  by  two  medical  men  and  was  brought  to  me  to 
verify  the  diagnosis.  A  firm,  hard  mass  was  felt  in  the  median  line, 
which  could  be  readily  mistaken  for  a  pregnant  uterus  at  about  three 
and  a  half  or  four  months.    The  patient  being  very  stout,  this  made 
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the  examination  doubly  difficult.  By  bimanual  manipulation  I  was 
able  to  make  out  the  small  size  of  the  uterus  and  separate  it  from  the 
cyst.  I  diagnosed  the  case  as  one  of  ovarian  tumor  and  advised  its 
removal.  The  operation  was  done  six  weeks  ago.  The  tumor  was 
firmly  adherent  to  the  small  intestine  and  down  in  Douglas'  pouch. 
It  was  removed  without  breaking.  The  patient  made  a  rapid  re- 
covery. 

Large  Gallstone. 

Miss  C,  aged  forty-three,  has  for  years  been  subject  to  what  were 
supposed  to  be  ordinary  bilious  attacks.  At  times  she  would  become 
completely  jaundiced  and  remain  so  for  days  at  a  time.  A  few  months 
ago  she  began  to  suffer  agonizing  pains  over  the  region  of  the  gall 
bladder,  which  I  attributed  to  the  passage  of  gallstones  and  which 
opinion  was  confirmed  by  Dr.  Janeway.  Three  weeks  ago  she  became 
more  jaundiced  than  ever  and  the  pain  became  more  acute  and  lasted 
for  a  longer  time.  She  was  becoming  so  exhausted  that  I  had  made 
up  my  mind  that  an  operation  for  cholecyst-enterostomy  was  the  only 
remedy.  I  called  in  Dr.  John  A.  Wyeth,  who  agreed  with  me,  and 
we  decided  on  doing  the  operation.  The  pain,  which  had  been  ex- 
cruciating, suddenly  ceased  and  the  patient  passed  this  peculiarly 
shaped  stone.  I  presumed  the  stone  had  sloughed  through  the  gall 
bladder  and  Nature  had  performed  the  operation  which  I  had  pro- 
posed to  do.    The  patient  is  now  free  from  all  pain. 

Cholecyst-enterostomy  with  Murphy  s  Button. 

Dr.  Charles  Clifford  Barrows  reported  this  case  as  follows  : 
On  August  15,  1893,  I  removed  from  the  gall  bladder  of  Maria 
Stumfel,  a  German  girl  of  twenty-four  years,  sixty  calculi  of  various 
sizes,  the  largest  being  about  one  fourth  of  an  inch  in  diameter.  The 
cystic  duct  was  much  dilated  and  was  the  site  of  several  calculi  which 
were  removed  by  manipulation,  some  of  them  being  crushed.  The  gall 
bladder  was  then  sewed  into  the  upper  angle  of  the  abdominal  wound 
and  a  biliary  fistula  established.  Since  this  operation  the  general  con- 
dition of  the  woman  has  improved  very  much,  but  she  has  had  re- 
peated attacks  of  pain  and  has  been  greatly  annoyed  by  the  constant 
discharge  of  bile  from  the  fistula.  These  conditions  determined  me 
to  make  a  second  cceliotomy  and  if  another  stone  should  be  found, 
which  I  suspected  was  in  the  ductus  communis  choledochus,  this 
should  be  removed,  and  if  necessary  an  anastomosis  made  between 
the  gall  bladder  and  small  intestine.  Accordingly  on  February  19, 
1894,  I  opened  the  abdomen  by  an  incision  parallel  to  the  original 
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one  and  an  inch  nearer  the  median  line.  The  adhesions  were  very 
numerous  and  dense  ;  the  stomach  being  adherent  to  the  anterior 
abdominal  wall  under  the  incision  and  the  shrunken  gall  bladder 
being  buried  in  a  mass  of  omental  intestinal  adhesions.  Examination 
revealed  a  calculus  the  size  of  a  large  pea  impacted  in  the  common 
duct  just  below  the  junction  of  the  cystic  and  hepatic  ducts.  At  this 
point  the  walls  of  the  common  duct  were  very  much  thickened  and 
the  caliber  of  the  duct  on  the  cystic  side  of  the  obstruction  was  con- 
siderably distended.  With  one  finger  in  the  gall  bladder  and  another 
on  the  outside  of  the  duct  within  the  peritoneal  cavity,  I  succeeded 
in  pushing  the  stone  back  into  the  gall  bladder  and  thus  removing  it. 
In  view  of  the  condition  of  the  common  duct  and  the  possibility  of  a 
stricture  below  the  point  where  the  stone  was  lodged,  I  made,  by 
means  of  Murphy's  button,  an  anastomosis  between  the  gall  bladder 
and  small  intestine.  By  the  application  of  the  sodium  chloride  test 
the  direction  of  the  small  intestine  was  determined  and  a  point 
selected  for  the  anastomosis  at  least  two  feet  from  the  duodenum. 
The  application  of  the  Murphy  button  was  extremely  simple,  requir- 
ing but  a  few  minutes  for  its  fixation  and  locking.  The  coaptation 
was  perfect.  The  abdomen  was  closed  without  drainage.  The 
patient  is  at  present  in  excellent  condition. 

The  Palliative  Treatment  of  Utero-vaginal  Prolapse. 
Dr.  J.  Byrne  read  a  paper  with  the  above  title.    (See  page  385.) 

Discussion. 

Dr.  W.  M.  Polk  said  it  was  more  than  refreshing  to  hear  this  ex- 
pression of  views  regarding  a  subject  which  had  not  been  presented 
to  the  Society  for  some  time.  It  not  only  brought  up  ideas  which 
had  been  for  a  time  abandoned,  but  these  ideas  came  from  a  gentle- 
man well  known  to  be  singularly  exact  in  his  statements.  So  far  as 
the  action  of  the  pessary  was  concerned  in  these  cases,  it  must  be 
remembered  that  a  great  many  women  shrunk  from  operative  pro- 
cedures and  insisted  upon  the  use  of  pessaries  or  other  similar  means. 
If  the  pessary  presented  would  take  the  place  of  the  old  Mcintosh 
support  without  the  ulcerations  incident  to  that  instrument,  it  would 
certainly  be  a  great  gain.  The  author  had  prefaced  his  paper  by 
stating  that  he  had  advocated  amputation  of  the  cervix  in  these  cases 
as  a  preparatory  measure  to  the  use  of  the  pessary.  This  procedure 
he  felt  satisfied  was  useful  in  almost  all  cases  of  prolapse,  whether 
there  was  any  elongation  of  the  cervix  or  not,  although  of  course  the 
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greater  the  elongation  the  greater  the  benefit.  The  author  also  in- 
sisted upon  the  thorough  repair  of  the  pelvic  floor  according  to  the 
lines  laid  down  by  Dr.  T.  A.  Emmet. 

Dr.  Byrne  here  interrupted  the  speaker  to  explain  that  he  had 
referred  to  the  amputation  of  the  cervix  simply  to  call  attention  to 
a  method  he  had  advocated  many  years  ago  for  certain  cases  only, 
but  he  had  not  recommended  it  as  a  preparatory  measure  for  every 
case. 

Dr.  Polk  (continuing)  asked  if  the  reader  of  the  paper  had  had 
occasion  to  make  use  of  the  buried  wire  circular  suture  in  the  wall  of 
the  vagina  as  advocated  by  Freund  for  the  purpose  of  producing  con- 
traction of  the  canal  as  an  agent  in  the  repair  of  the  perinaeum. 

Dr.  Byrne  replied  that  he  had  not  used  it. 

Dr.  Polk  said  that  without  the  perinaeum,  as  the  author  admitted, 
the  pessary  would  be  useless  in  the  vast  majority  of  cases,  but  with  a 
proper  perinaeum  it  might  be  of  the  greatest  benefit.  The  prolapse 
was  nothing  more  than  a  hernia,  and  the  ease  with  which  the  tissues 
could  be  replaced  and  kept  in  position  depended  entirely  upon  the 
manner  in  which  the  hernia  could  be  relieved  by  operation  or  supple- 
mented by  outside  support.  In  many  cases  the  fibers  of  the  bubo- 
coccygeus  muscle  were  so  torn  asunder  that  the  support  to  the  bladder 
was  gone  ;  hence  under  these  circumstances  in  order  to  get  the  broad- 
est possible  perineal  surface  the  buried  catgut  suture  should  be  em- 
ployed for  the  purpose  of  bringing  and  holding  the  perineal  structures 
anatomically  together  layer  by  layer.  If  the  perineal  body  had  un- 
dergone such  a  degree  of  atrophy  as  to  make  this  anatomical  repair 
impossible,  then  the  tissues  which  were  joined  together,  acting  like 
the  skin  over  an  ordinary  hernia,  sooner  or  later  gave  way.  Here, 
more  radical  procedures  were  necessary.  There  was  of  course  more 
or  less  danger  attached  to  such  procedures,  but  under  these  circum- 
stances he  thought  the  author  would  admit  their  propriety. 

Dr.  Bache  Emmet  spoke  of  the  necessity  not  only  of  a  perineal 
support  but  of  the  shape  of  the  mechanical  support,  which  had  much 
to  do  with  the  comfort  with  which  patients  could  wear  such  instru- 
ments. Where  structures  were  already  so  faulty  that  they  would  not 
maintain  the  vulva  closed,  we  could  curve  the  instrument  so  that,  while 
the  fulcrum  still  acted  on  the  posterior  wall  of  the  vagina,  the  extreme 
anterior  portion  could  bear,  although  not  injuriously,  against  the  base 
of  the  bladder.  This  was  applicable  of  course  to  a  uterus  of  nearly 
normal  weight  but  not  where  the  volume  was  greatly  increased,  as  by 
a  neoplasm  or  by  marked  hyperplasia.    In  the  latter  class,  the  opera- 
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tive  work  proved  more  satisfactory.  In  many  cases  of  prolapse  the 
cystocele  might  be  harmless  and  cause  no  distress  at  all.  Still,  this 
point  was  always  nicely  met  by  the  anterior  wall  operation,  by  which 
also  the  cervix  could  be  held  back  in  the  hollow  of  the  sacrum  and  a 
support  could  be  secured,  once  the  perinaeum  was  properly  built  up. 
The  instrument  exhibited  by  the  reader  of  the  paper  recalled  to  his 
mind  some  similar  instruments-  devised  by  others  in  the  past.  In 
conclusion,  he  would  say  that  no  heroic  operation,  such  as  removal  of 
the  uterus,  should  be  attempted  unless  the  weight  of  the  organ  were  so 
great  that  the  patient  could  not  be  relieved  by  plastic  operations  and 
by  suspending  the  organ  by  the  round  ligaments  or  by  hysterorrhaphy. 
The  age  of  the  patient  and  the  probability  of  there  being  no  further 
use  for  the  vagina  should  also  be  taken  into  consideration,  should  one 
wish  to  perform  the  Freund  operation  for  her  relief. 

Dr.  Malcolm  McLean  said  that,  if  he  had  understood  the  au- 
thor aright,  the  latter's  intention  was  that  the  palliative  treatment  de- 
scribed in  the  paper  should  take  the  place  of  the  more  modern  surgical 
methods  in  a  certain  class  of  cases  which  frequently  presented  them- 
selves to  gynaecologists.  If  one  were  to  judge  from  the  discussions  in 
this  Society  and  from  current  literature,  there  was  no  place  for  the 
palliative  treatment.  He,  for  one,  wished  to  take  the  same  position 
as  the  author  and  stand  firm  for  the  proper  palliative  support  and 
treatment  of  many  of  these  prolapsed  vaginae  and  uteri  which  were 
now  operated  upon  by  radical  and  more  or  less  dangerous  methods. 
People  come  to  us  to  be  cured  of  their  complaints  and  not  to  have  a 
certain  anatomical  tissue  restored  to  a  certain  position  or  certain 
microscopical  possibilities  rearranged.  If  those  who  had  been  in 
practice  for  twenty  years  or  more  could  look  back  ten  or  fifteen  years 
upon  cases  which  had  been  relieved  all  this  time  by  the  simple  treat- 
ment then  employed,  it  was  evident  that  in  employing  this  palliative 
treatment  these  physicians  had  fulfilled  their  whole  duty  to  their  pa- 
tients. The  author  had  called  attention  very  pointedly  to  the  fact  that 
while  these  operations  were  often  described  as  "  cures,"  sufficient  time 
had  not  elapsed  to  justify  one  in  making  such  a  claim.  In  the  col- 
porrhaphies  and  similar  operations  done  a  few  years  ago  in  his  own 
practice,  and  which  at  first  he  looked  upon  as  successful,  many  had 
since  relapsed.  We  should  not  be  unmindful  of  the  absolute  benefit 
derived  from  simply  replacing  these  organs,  for  when  they  were  kept 
in  proper  position  by  these  palliative  measures  much  of  the  tonicity 
of  the  tissues  was  restored  so  that  a  support  might  be  removed  for 
weeks  or  months  without  relapse.    It  would  not  do  for  our  admira- 
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tion  for  the  brilliancy  of  modern  gynaecology  to  run  away  with  our 
wits  and  to  require  us  to  treat  every  case  with  the  knife  and  scissors 
and  needles. 

Dr.  J.  E.  Janvrin  said,  with  reference  to  the  instrument,  that 
about  twenty  years  or  more  ago  Dr.  Thomas  devised  an  almost  iden- 
tical instrument  for  anteflexion  of  the  uterus.  It  was  not  used  for 
procidentia,  so  far  as  he  knew.  About  the  same  time  he  had  himself 
devised  an  instrument  on  exactly  the  same  principle  with  a  small 
watch-spring  on  one  side  for  the  purpose  of  holding  up  the  lever.  It 
worked  much  better  than  the  Gehrung  or  other  pessaries  he  had  tried 
for  anteflexion  and  also  acted  well  in  complete  procidentia,  although 
not  devised  for  that  purpose.  He  had  abandoned  these  instruments 
during  the  past  ten  years  except  tentatively  and  palliatively.  Dr. 
Hitchcock  had  devised  a  round  ring  covered  with  rubber  and  with  a 
lateral  attachment  to  work  practically  on  the  same  principle.  All  of 
these  instruments  were  admirable  for  anteflexion  and  also  for  the 
temporary  treatment  of  procidentia. 

Dr.  A.  F.  Currier  said  he  wished  to  differ  with  Dr.  McLean.  It 
should  be  remembered  that  cases  of  procidentia  in  which  these  instru- 
ments were  called  for  occurred  usually  in  women  at  a  time  when  the 
tissues  had  lost  much  of  their  tonicity.  The  effect  of  these  supports 
in  the  majority  of  cases  was  to  exaggerate  the  very  condition  which 
they  were  intended  to  relieve.  After  the  menopause,  where  there  was 
only  mucous  membrane  and  connective  tissue,  certainly  one  could 
not  expect  to  effect  much  improvement  in  the  tonicity  of  the  tissues 
by  such  agency  ;  hence  it  seemed  to  him  that  the  dropping  of  me- 
chanical supports  and  substituting  of  surgical  treatment  was  rational 
and  progressive  and  he  thought  it  unlikely  that  we  would  go  back  to 
the  general  use  of  these  mechanical  supports  for  prolapsus.  It  was 
quite  true  that  many  of  the  surgical  operations  failed,  but  it  was 
equally  true  that  many  of  the  supports  used  in  these  cases  failed  just 
as  dismally.  He  did  not  mean  to  say  that  there  were  not  cases  in 
which  these  instruments  were  not  valuable,  but  he  believed  that  in 
the  majority  of  cases  a  mechanical  support  was  useless. 

Dr.  Byrne,  in  closing  the  discussion,  said  that  while  he  believed 
that,  for  a  permanent  result,  it  was  absolutely  necessary  to  have  a 
well  -  repaired  ptrinaeum,  it  was  not  a  sine  qua  non  as  regards  the 
adaptability  of  his  utero-vesical  support.  The  perinasum  could  not 
be  considered  perfect  because  the  mucous  membrane  was  intact  and 
the  external  parts  presented  no  injury.  In  the  second  case  reported 
in  his  paper  although  the  perineal  support  was  very  imperfect,  and  the 
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patient  had  had  for  two  years  the  worst  and  most  aggravated  kind  of 
displacement  which  we  were  called  upon  to  treat,  that  patient  was  as 
comfortable  to-day  as  if  she  had  never  had  procidentia.  If  only  half 
of  the  perinaeum  remained,  one  of  his  pessaries  would  retain  any  pro- 
lapse with  perfect  comfort.  It  had  been  stated  that  the  principle  on 
which  his  pessary  was  constructed  was  precisely  the  same  as  those 
devised  years  ago.  Such  a  statement  must  be  due  to  an  entire  mis- 
conception of  the  mechanics  on  which  this  new  instrument  was  based, 
for  there  was  no  similarity  between  any  anteflexion  pessary  that  had 
ever  been  constructed  and  this  one.  The  curve  of  the  anterior  por- 
tion of  the  "  vesical  rest "  and  its  relation  to  "  the  platform  "  or  Smith 
part  of  the  instrument  was  entirely  different  from  anything  that  had 
ever  been  constructed.  The  hinge  portion  in  one  of  the  older  instru- 
ments was  one  of  those  things  he  had  referred  to  as  very  dangerous. 
His  instrument  was  not  dangerous  because  it  was  sure  not  to  press 
injuriously  upon  any  one  point.  It  could  be  readily  taken  apart  and 
cleaned.  A  practical  test  was  the  best  of  all  and  hence  he  hoped  that 
in  the  very  next  suitable  case  some  member  would  try  one  of  his  in- 
struments. It  had  been  stated  that  a  cystocele  per  se  was  of  no  great 
consequence,  but  this  he  could  not  believe.  It  was  a  very  serious 
matter.  He  had  very  rarely  met  with  a  cystocele  of  long  standing  in 
which  there  was  not  inflammation  of  the  bladder,  because  the  pro- 
lapsed bladder  could  not  completely  empty  itself  and  the  residual 
urine,  becoming  decomposed,  acted  as  an  irritant  to  the  bladder. 

The  Removal  of  Submucous  Fibroids  of  the  Uterus,  etc. 

Dr.  A.  H.  Buckmaster  read  a  paper  with  this  title.  (See  page 
412.) 

Discussion. 

Dr.  Bache  Emmet  said  we  should  never  omit  to  dilate  the  cer- 
vix thoroughly  before  making  a  digital  examination.  As  the  author 
had  said,  this  was  often  neglected  and  a  hysterectomy  resorted  to  with- 
out instituting  such  a  thorough  examination.  This  was  one  of  the 
most  important  points  in  the  paper  and  one  which  we  could  well 
carry  away  with  us. 

Dr.  A.  Palmer  Dudley  said  he  would  question  the  statement 
made  in  the  paper  that  the  serrated  spoon  or  scissors  should  not  be 
used.  He  had  never  used  the  wire  ecraseur  instead  of  the  spoon- 
saw,  although  he  had  removed  a  considerable  number  of  such  growths. 
If  the  finger  could  be  introduced  it  was  just  as  safe  to  use  the  spoon- 
saw  as  the  ecraseur  and,  in  his  judgment,  much  less  troublesome.  If 
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the  growth  were  submucous  it  could  be  readily  dealt  with  after  the 
capsule  had  been  once  opened,  and  even  if  largely  a  mural  growth 
the  major  portion  of  it  could  be  easily  removed  with  the  spoon-saw 
without  perforating  the  uterus,  if  an  assistant  made  careful  pressure 
on  the  abdominal  walls  during  the  operation.  The  advantage  of 
cutting  the  capsule  and  allowing  the  mural  or  submucous  fibroids  to 
express  themselves  through  the  uterus  had  not  been  dwelt  upon. 
The  uterus  should  be  first  dilated  thoroughly  and  washed  out,  after 
which  the  capsule  should  be  slit  its  whole  length  along  the  convex 
surface  of  the  growth.  If  the  uterine  cavity  were  packed  afterward 
with  gauze  there  would  be  no  danger  from  haemorrhage,  and  the  gauze 
would  so  stimulate  the  uterine  contractions  as  to  favor  the  expulsion 
of  the  tumor.  He  thought  it  was  entirely  unnecessary  to  resort  to 
hysterectomy  in  cases  where  these  growths  were  not  so  large  as  to 
prevent  their  being  removed  per  vaginam.  He  thought  the  time 
would  come  when  many  of  the  enthusiasts  in  hysterectomy  would 
find  their  ardor  greatly  dampened.  The  more  we  could  save  the 
uterus,  the  more  nearly  we  approached  true  conservatism  in  gynae- 
cology. 

Dr.  Byrne  said  he  had  removed  a  large  number  of  intra-uterine 
growths  of  this  character — both  sessile  and  pedunculated.  He  was 
glad  to  hear  the  remarks  of  the  last  speaker  regarding  the  use  of  the 
serrated  spoon,  for  he  considered  it  one  of  the  most  valuable  instru- 
ments in  gouging  out  these  tumors.  His  own  success  following  the 
cutting  of  the  capsule  had  not  been  equal  to  that  which  one  would 
expect  from  reading  accounts  of  the  removal  of  these  growths  in  this 
way.  He  had  adopted  this  procedure  again  and  again,  and  very 
thoroughly,  and  three  weeks  later  had  found  not  a  particle  of  change 
in  the  tumor.  At  the  time  of  slitting  the  capsule  it  will  be  better, 
when  possible,  to  complete  the  operation  by  dislodging  the  tumor. 
His  lack  of  success  might  have  been  due  to  his  relying  entirely  on 
the  subsequent  administration  of  ergot,  instead  of  exciting  contrac- 
tions by  packing  the  uterus  with  gauze.  When  the  growth  had  been 
more  than  half  separated  it  had  been  his  habit  to  do  the  rest  with  the 
heated  wire.  He  was  surprised  that  the  author  had  only  referred  to 
the  cold  snare  for  the  removal  of  such  growths.  There  was  no  com- 
parison whatever  as  to  the  safety  of  the  two  methods.  The  parts 
severed  by  the  heated  wire  were  left  absolutely  free  from  sepsis  ;  the 
other  was  merely  a  modification  of  the  old  ecraseur  which  had  done 
so  much  harm  in  the  past  and  always  would  do  harm. 

Dr.  Buckmaster,  in  closing  the  discussion,  said  that  Dr.  Dudley 
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had  not  clearly  understood  his  remarks.  He  had  said,  in  effect,  that 
if  the  cervix  were  well  dilated,  it  made  but  little  difference  what  kind 
of  instrument  was  used  to  separate  the  fibroid  from  the  uterus.  In 
cases  where  full  dilatation  could  not  be  secured  the  ecraseur  might  be 
used  to  advantage.  He  thought  that  if  a  sharp  instrument  was  care- 
lessly used  it  was  objectionaole.  He  had  not  pointedly  referred  to 
electricity,  because  in  this  class  of  cases  its  usefulness  was  limited  to 
stimulating  the  uterus  to  contract.  He  had  not  referred  to  Dr. 
Byrne's  cautery-knife  for  purposes  of  amputation,  because  he  had 
had  no  personal  experience  with  its  use  and  because  amputation  was 
only  a  temporary  expedient.  Cauterizing  the  stump  would,  he 
thought,  be  very  useful. 


TRANSACTIONS    OF  THE  CHICAGO  GYNECOLOGICAL 

SOCIETY. 

Meeting  of  June  16,  1893. 

E.  J.  Doering,  M.  D.,  President,  in  the  Chair. 

Address  by  Ernest  Hart. 

Mr.  Hart,  the  guest  of  the  evening,  said  :  I  highly  appreciate  the 
honor  and  greatly  value  the  courtesy  which  your  society  has  ex- 
tended to  me.  Although  I  have  absolutely  no  personal  gynaecologi- 
cal experience,  still  I  thought  possibly  some  few  recollections  of  the 
progress  of  gynaecological  science  in  England,  with  especial  reference 
to  the  individuals  who  practice  it  and  the  influence  on  its  progress  of 
some  of  your  great  American  gynaecologists,  some  of  whom  from  time 
to  time  have  not  only  visited  but  have  settled  in  Europe,  might  be  in- 
teresting. 

I  could  not  but  remember,  when  I  got  your  kind  invitation,  that 
I  have  never,  since  I  became  a  student  of  medicine,  now  exactly 
forty  years  ago,  studied  obstetric  medicine,  and  as  I  entered  surgery 
as  a  pure  surgeon  I  have  never  felt  called  upon  to  study  it.  Such 
was  the  state  of  medical  examinations  in  England  that  I  was  never 
examined  in  gynaecology  in  any  of  its  branches.  The  College  of 
Surgeons  of  England  at  that  day,  presided  over  as  it  was  by  some  of 
the  greatest  surgeons  of  the  day — by  Lawrence,  by  Brodie — thought 
so  little  of  gynaecology  and  obstetrics  that  it  was  not  thought  a  neces- 
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sary  part  of  a  surgeon's  education.  I  not  only  have  never  delivered 
a  woman  but  have  never  seen  an  accouchement.  That  of  itself  indi- 
cates the  immense  progress  which  has  been  made  within  the  course 
of  a  comparatively  short  lifetime.  I  suppose  there  is  no  college  in 
the  civilized  world  now  that  would  think  it  possible  to  graduate  any 
man  without  requiring  him  to  have  a  knowledge  of  obstetrics  and 
gynaecology. 

As  I  was  thinking  the  matter  over  this  morning  I  recalled  some 
interesting  facts  that  have  great  bearing  not  only  on  gynaecology  but 
on  the  practice  of  the  surgeon.  The  school  I  entered  was  attached 
to  St.  George's  Hospital,  and  the  head  of  that  school  was  Mr.  Samuel 
Lane,  who  founded  it.  He  was  the  first  British  surgeon  to  perform 
ovariotomy.  He  performed  it  on  a  relative  and  under  peculiar  cir- 
cumstances ;  that  is  to  say,  at  that  time  to  perform  an  ovariotomy  was 
as  much  as  any  man's  reputation  was  worth,  and  only  a  bold,  a  very 
daring  and  a  very  conscientious  surgeon  would  have  dared  to  do  it. 
Attached  to  the  same  hospital  was  a  lecturer  on  obstetrics  who  has  a 
great  name  in  medicine — Dr.  Robert  Lee.  He  is  known  throughout 
the  civilized  world  for  his  invaluable  researches  on  the  nerves  of  the 
uterus  and  his  is  one  of  the  greatest  names  in  obstetric  anatomy  and 
surgery.  Dr.  Robert  Lee  was  violently  opposed  to  performing  ovari- 
otomy. Another  surgeon  had  arisen  since  Mr.  Lane's  operation.  Of 
course  I  do  not  forget  that  the  first  ovariotomy  was  performed  by  an 
American  practitioner.  But  about  the  time  Mr.  Lane  performed  his 
first  ovariotomy  another  gentleman  began  to  practice  ovariotomy 
pretty  extensively  and  with  extraordinary  success,  and  he  was  remem- 
bered as  the  real  founder  of  ovariotomy  as  a  surgical  procedure. 
That  was  Mr.  Baker  Brown,  who  with  Mr.  Lane  founded  what  is 
known  as  the  St.  Mary's  Hospital  of  London.  Although  Mr.  Baker 
Brown  performed  many  ovariotomies  with  success,  so  great  was  the 
hostility  to  the  operation  that  I  have  heard  Mr.  Robert  Lee  more 
than  once  declare  publicly  that  any  surgeon  who  performed  ovari- 
otomy with  fatal  results  to  the  patient,  which  he  thought  would  in- 
evitably follow,  should  be  accounted  an  offender  against  the  laws  of 
his  country,  and  that  he  would,  if  possible,  have  an  inquest  upon 
every  case  and  endeavor  to  secure  the  punishment  of  the  surgeon 
who  performed  the  operation.  That  shows  the  remarkable  change  of 
opinion  which  has  occurred  in  my  lifetime.  There  are  other  interest- 
ing lessons  which  gynaecologists  ought  also  to  take  to  heart.  At  the 
time  Baker  Brown  signalized  himself  for  his  extraordinary  daring, 
courage  and  skill,  so  that  he  not  only  established  this  operation  in 
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his  own  country  but  for  the  whole  world,  Nelaton,  the  great  French 
surgeon,  came  over  to  England  to  learn  ovariotomy  from  Baker 
Brown  ;  for  up  to  that  date  the  operation  had  proved  so  fatal  in  Paris 
that  not  even  Nelaton  dared  perform  it  there.  But  at  that  time  all 
French  surgery  was  fatal  and  even  murderous,  because  it  was  un- 
clean. This  was  explained  by  Virchow,  in  the  Academy  of  Medicine, 
by  declaring  that  there  was  something  in  French  flesh  which  pre- 
vented ovariotomy  from  succeeding.  Nelaton,  however,  who  was 
very  English  in  his  sympathies,  was  led  to  think  that  probably  there 
was  something  in  the  air  of  Paris  which  prevented  its  success,  and 
the  first  ovariotomy  Nelaton  did  after  seeing  Baker  Brown  operate 
was  performed  in  a  house  outside  of  Paris  that  he  took  for  the 
purpose. 

Baker  Brown,  then,  deserves  to  be  remembered  always  as  the  real 
founder  of  ovariotomy.  His  is  a  very  instructive  case,  because  he 
was  charged  with  reporting  from  time  to  time  his  favorable  cases  but 
not  reporting  fully  his  unfavorable  cases  ;  at  any  rate,  his  reports 
came  to  be  very  much  doubted.  His  career  closed,  as  we  know, 
under  the  most  painful  cloud,  and  it  is  very  doubtful  whether  that 
operation  would  ever  have  been  established  in  England  but  that  a 
surgeon  of  high  character,  great  integrity  and  extraordinary  candor 
took  up  the  operation,  admitted  all  of  its  defects,  published  all  of  his 
difficulties,  reported  all  of  his  failures  and  by  his  transparent  honesty, 
candor  and  courage  not  less,  and  perhaps  even  more,  than  by  his 
great  operative  skill  established  ovariotomy  on  a  basis  which  has 
never  since  been  shaken  and  which  is  now  universal  throughout  the 
world.  1  mean  Mr.  Spencer  Wells.  Spencer  Wells  and  Keith,  the 
two  great  English  ovariotomists,  have  distinguished  themselves  by 
this,  that  they  have  invariably  reported  every  one  of  their  difficulties, 
every  one  of  their  failures,  and  that  no  one  ever  suspects  them  of  any 
exaggeration  or  omission.  And  I  want  to  emphasize,  in  passing,  the 
extreme  importance  of  that  for  all  gynaecological  procedures. 

I  have  also  seen  other  interesting  phases  which  might  easily  escape 
the  memory,  but  one  remembers  the  amount  of  progress  of  gynaecology 
and  the  remarkable  way  in  which  it  has  influenced  favorably  the  whole 
progress  of  surgery.  I  remember,  when  I  began  the  study  of  medicine, 
Henry  Bennett,  who  only  died  two  years  since,  came  fresh  from  the  Paris 
schools  and  brought  over  the  speculum,  which  had  first  been  intro- 
duced at  the  Hopital  St.  Lazar.  And  the  same  opposition  was  raised 
to  the  use  of  the  speculum.  It  was  denounced  as  an  instrument  unfit 
for  use  with  modest  and  respectable  women,  and  only  suitable  for 
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that  class  of  women  who  were  found  at  the  Hopital  St.  Lazar.  It 
was  called  a  foul  instrument  which  no  decent  Englishman  would  per- 
mit himself  to  use  and  to  which  no  decent  woman  ought  to  subject 
herself.  There  again  courage  and  character  triumphed  and,  by  a 
rather  interesting  concordance  of  circumstances,  it  happened  that 
he  was  accidentally  placed  in  a  position  in  which  he  could  make 
a  great  impression.  Henry  Bennett,  Tyler  Smith  and  Robert  Barnes 
were  all  three  in  succession  subeditors  on  the  staff  of  a  great  paper 
and  therefore  they  were  able  to  carry  on  a  very  violent  contest  with 
great  advantage  ;  and  the  introduction  of  the  speculum  from  that 
date  has  spread  with  great  rapidity,  and  you  know  better  than  I  can 
tell  you  how  vital  and  of  what  primary  importance  it  is  in  all  of  your 
procedures. 

Then  I  remember  when  a  great  American  gynaecologist  made  his 
appearance  in  my  country  and  I  had  the  happiness  of  offering  him 
hospitality  for  several  months.  That  was  Marion  Sims,  who  had  to 
leave  New  York  on  account  of  his  Southern  proclivities,  and  he 
thought  it  well  to  go  over  to  Europe  until  matters  were  settled. 
Marion  Sims  introduced  new  methods  and  a  new  and  vastly  im- 
proved form  of  speculum,  a  new  method  of  dealing  with  vesico- 
vaginal fistula,  and  the  wire  suture,  the  precursor  of  the  antiseptic 
method.  And  again  I  recognize  in  Marion  Sims  a  peculiar  path- 
breaking  obstetrician  and  gynaecologist,  who  created  a  new  path  for 
himself  and  all  who  came  after  him,  which  has  never  been  closed  and 
never  can  be.  And  why?  Not  because  his  skill  was  so  great  but 
because  every  method  Marion  Sims  introduced  was  characterized  by 
the  pure  honescy  of  the  man.  He  found  that  the  operation  for  vesico- 
vaginal fistula  had  not  succeeded  because  men  had  been  fooling  in 
the  dark  ;  they  had  not  had  the  courage  to  bring  the  parts  quite 
down  to  the  light  and  had  never  had  the  candor  to  acknowledge  that 
they  bad  not  completed  their  operations  thoroughly.  His  method 
was  one  which,  when  once  known,  any  child  might  have  invented. 
These  are  all  historic  men  and  instances  and  I  do  not  believe  have 
ever  been  mentioned  before.  I  remember  when  Sims  went  over  to 
Paris.  The  great  operator  there  on  vesico-vaginal  fistula  was  Elem- 
bro.  Sims  did  not  speak  French  and  Elcmbro  did  not  speak  Eng- 
lish, so  it  was  a  rnatier  of  sight.  Sims  said  :  "  I  can't  talk  to  him." 
I  said  :  "  No  matter  ;  get  some  one  to  ask  him  to  show  you  his  cured 
cases."  He  hunted  for  six  weeks  but  could  not  find  one  cured  case. 
He  was  a  great  man.  He  described  his  method,  did  his  operations 
and  I  have  no  doubt  made  a  certain  number  of  cures,  but  he  did  not 
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describe  fully  all  the  difficulties,  the  repetitions,  the  little  failures  ; 
and  there  was  where  Sims  made  his  immense  success  and  broke  a 
fresh  path  for  gynaecologists  and  that,  I  think,  will  always  remain  to 
the  honor  of  American  gynaecology. 

Then  I  remember  Sims  making  in  my  journal  a  suggestion  which 
at  that  time  seemed  preposterous,  but  such  has  been  the  influence  of 
gynaecologists  that  laparotomists  now  do  a  hundred  things  which 
twenty  years  ago  would  have  been  thought  criminal.  But  it  was 
Marion  Sims  who  first,  in  the  British  Medical  Journal,  suggested  and 
described  hepatotomy  for  gallstones,  which  he  did  and  for  the  first 
time.  The  second  suggestion  was  an  operation  which  he  had  not 
done  but  described  and  recommended  :  it  was  incision  of  the  abdom- 
inal walls  and  searching  out  the  intestines  for  gunshot  wounds.  I 
remember  talking  about  this  to  a  great  surgeon  who  said  it  was  fan- 
tasy, a  wild  imagining.  But  that  operation  is  now  done  throughout 
the  world  and  is  one  a  great  Chicago  physician  has  done  much  to 
improve  and  complete. 

Finally,  I  would  mention  another  thing  which  the  gynaecologist 
has  done  for  us  in  Great  Britain.  He  has  broken  down  the  absurd 
barrier  which  existed  until  very  lately,  and  in  the  minds  of  conserva- 
tive physicians  still  exists,  and  which  divides  the  practice  of  medi- 
cine from  the  practice  of  surgery.  Any  Fellow  of  the  College  of 
Physicians  of  London  who  would  soil  his  hands  with  the  knife  would 
have  committed  a  most  serious  offense  against  the  dignity  of  the  pro- 
fession ;  the  knife  was  for  the  surgeon  and  medicine  for  the  physician. 
But  the  gynaecologists  rebelled  and  Dr.  Tyler  Smith  and  Robert 
Barnes,  both  Fellows  of  the  College  of  Physicians,  insisted  that, 
being  obstetrical  physicians,  they  had  a  right  to  practice  the  full 
range  of  gynaecology,  and  they  claimed  and  have  won  for  physicians 
throughout  England  the  use  of  the  knife.  American  gynaecologists 
and  laparotomists  have  for  many  years  taken  the  most  advanced 
position  in  the  ranks  of  the  surgeons  and  physicians  of  the  world,  and 
we  shall  always  look  with  the  greatest  interest  on  everything  that 
comes  from  this  side  ;  but  still  there  remains  the  suspicion  that  men 
are  too  much  disposed  to  describe  the  most  favorable  results  of  their 
operations  and  do  not  enter  into  the  public  confessional  sufficiently 
in  respect  to  their  failures  and  difficulties.  This  does  not  by  any 
means  apply  only  to  the  gynaecologists  of  America,  but  certainly  this 
suspicion  exists  in  my  own  country  and  elsewhere. 

I  mention  these  things  to  show  how  much  has  been  achieved  by 
American  and  British  gynaecologists  in  surgery  and  the  enormous 
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force  of  candor  as  well  as  capacity  and  of  courage  in  self-confession 
as  well  as  of  courage  in  operating. 
Dr.  E.  C.  Dudley  discussed  the 

Radical  Cure  of  Haemorrhoids  by  Forceps  Pressure. 

Several  months  ago  I  was  doing  the  clamp-and-cautery  operation 
for  haemorrhoids.  I  had  an  ordinary  Allingham  cautery  clamp  which 
I  screwed  down  upon  the  pile,  leaving  only  a  small  portion  of  the  pile 
above  the  clamp  to  be  cauterized  and  a  much  larger  portion  within 
the  grasp  of  the  clamp,  and  in  cauterizing  here  I  said  to  the  gentle- 
men who  were  present  that  it  had  always  seemed  to  me  strange  that 
the  destruction  of  such  a  small  portion  of  the  haemorrhoid  by  means 
of  the  cautery  should  cure  the  entire  haemorrhoid.  Following  that 
line  of  reasoning,  I  came  to  the  conclusion  that  it  was  not  altogether 
the  cauterization  that  destroyed  the  haemorrhoid  ;  the  cauterization 
only  destroyed  such  part  as  was  cauterized  and  removed,  while  the 
squeezing  by  the  clamp  caused  obliteration  of  the  blood  vessels  in  the 
remainder  of  the  pile.  Lately  in  cases  of  mild  haemorrhoids  I  have 
clamped  them  entire  with  broad-bladed  forceps,  and  the  result  has 
been  the  cure  of  the  haemorrhoids.  There  has  been  no  sloughing,  no 
scar,  no  bleeding,  and  the  operation  appears  to  be  quite  practical. 
Then  in  looking  up  the  literature  I  found  that  Allingham,  of  London, 
the  son  of  the  elder  Allingham,  had  used  a  similar  method — that  is, 
the  cure  of  haemorrhoids  by  simply  crushing  them.  Through  the 
kindness  of  Dr.  Andrews  I  have  here  the  Allingham  clamp  ;  this  works 
by  screw  ;  the  pile  is  pulled  through  this  fenestrum,  then  this  ham- 
mer is  screwed  down  upon  the  pile.  The  pile  is  thoroughly  crushed. 
The  pressure  is  allowed  to  remain  on  for  five  minutes  and  then  is  re- 
moved. The  objection  to  this  instrument  is,  it  is  not  large  enough  to 
take  in  the  whole  of  the  pile.  The  pressure  should  include  the  entire 
haemorrhoid. 

I  have  operated  now  about  twenty-five  times  for  the  radical  cure  of 
haemorrhoids  by  this  method  ;  there  has  been  no  failure  in  any  case, 
no  case  in  which  the  haemorrhoid  has  sloughed,  no  case  in  which  the 
cure  was  not  complete.  1  have  not  used  this  method  in  very  large 
haemorrhoids.  This  forceps  is  the  one  I  use.  It  has  a  very  large 
blade  with  great  compression  power,  the  blade  being  large  enough  to 
include  the  haemorrhoid.  Now,  the  advantages  Claimed  for  this 
method  are,  first,  it  cures  the  haemorrhoid  ;  in  the  second  place,  it  does 
not  produce  sloughing  and  therefore  does  not  mutilate  the  patient  ; 
third,  there  is  less  pain  ;  fourth,  there  is  little  or  no  haemorrhage  ; 
30 
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fifth,  less  clanger  of  sepsis  or  of  embolus.  I  have  also  noticed  in  these 
cases  that  the  prolapse  of  the  anus  which  frequently  complicates  these 
haemorrhoids  is  very  apt  to  disappear  with  the  cure  of  the  haemor- 
rhoids, although  I  have  not  used  it  for  simple  prolapse  and  hardly 
think  I  should  ;  but  where  the  prolapse  is  a  complication  of  the  haemor- 
rhoid  it  seems  to  cure  it. 

The  important  thing  in  this  operation  is  to  crush  the  entire  haemor- 
rhoid  and  not  leave  the  distal  portion  uncrushed. 

Dr.  Edmund  Andrews  :  I  deem  the  crushing  of  the  pile  to  be  a 
valuable  addition  to  our  resources  ;  it  enables  us  to  cure  them  with- 
out sloughing.  And  whether  it  is  quite  as  absolutely  free  from  risk 
of  possible  haemorrhage  may  be  doubted ;  but  it  is  probably  freer 
from  the  risk  of  sepsis,  since  after  the  ligation  of  the  pile  it  is  almost 
impossible  to  protect  the  stump  from  septic  action,  except  to  an  im- 
perfect degree.  The  clamps  which  have  been  used  heretofore,  Al- 
lingham's  clamp  particularly,  are  liable,  if  injudiciously  used,  to  tear 
the  pile  at  the  corners,  if  it  happens  to  be  pretty  large  to  pull  in  and 
there  might  be  a  point  of  haemorrhage,  there  being  no  valves  in  these 
veins  above. 

The  method  proposed  by  Dr.  Dudley  to  crush  the  pile  by  a  flat- 
jaw  forceps  seems  likely  to  obviate  the  risk  of  tearing,  provided  it  is 
judiciously  used,  and  therefore  it  will  probably  work  well.  Of  course 
one  would  want  to  see  the  instrument  finished  and  try  it  a  few  times 
before  being  able  to  form  an  absolute  judgment  about  it,  but  I  presume 
it  will  work  satisfactorily. 

Dr.  E.  Wyllys  Andrews  :  I  got  this  Allingham  instrument  early 
after  its  invention  and  used  it  a  number  of  times  but  never  expect  to 
use  it  again.  No  one  can  question  the  value  of  the  crushing  opera- 
tion in  suitable  cases  but  this  instrument  is  clumsy  and  dangerous. 
Dr.  Dudley's  instrument  will  certainly  be  better  for  the  reasons  he 
mentions  :  it  is  broader  and  therefore  safer  and  it  is  vastly  easier  to 
apply.  This  instrument  is  difficult  to  use,  it  takes  the  pile  transverse- 
ly and  its  edges  almost  invariably  cut  the  mucous  membrane.  In  one 
or  two  cases  I  have  produced  haemorrhage  with  it.  There  is  no  doubt 
that  the  crushing  of  the  hcemorrhoid  will  cure  most  cases.  My  ex- 
perience with  the  method  leads  me  to  conclude  that  it  is  far  less  pain- 
ful in  the  after-treatment.  In  no  case  have  I  had  sloughing  of  the 
pile  which  has  been  crushed.  In  cases  of  large-sized  haemorrhoids, 
treated  with  the  utmost  thoroughness  with  this  instrument,  where 
there  was  great  hyperplasia  and  new  connective-tissue  growth  was  ex- 
tensive, I  have  entirely  failed  to  relieve  or  cure  the  patient  and  have 


The  Chicago  Gynecological  Society. 


467 


afterward  been  obliged  to  operate  on  the  same  patient  by  cautery  or 
Whitehead's  operation.  I  believe  that  large,  hypertrophied  old  haemor- 
rhoids can  not  be  cured  by  the  clamp  alone.  The  tissue  outside  the 
clamp  must  be  cut  away  or  the  tumors  will  remain.  The  method 
then  presents  no  advantages  over  the  cautery. 

Dr.  J.  B.  Bacon  :  I  have  never  used  this  crushing  method,  for  the 
reason  that  I  had  good  success  with  the  clamp  and  cautery.  When 
I  first  began  to  operate  on  haemorrhoids  I  read  an  article  by  Dr.  Pol- 
lock, of  England,  in  1880,  in  which  he  described  his  methods.  He 
began  with  a  forceps  instrument,  probably  similar  to  this,  but  had  to 
discard  it  because  it  did  not  give  pressure  enough.  Allmgham  tried 
the  forceps  for  crushing  haemorrhoids  but  discarded  it  entirely  and 
invented  a  crushing  instrument.  The  instrument  exhibited  here  is 
improperly  made  :  it  is  sharp  on  the  edges.  Allingham  had  some 
serious  haemorrhages  on  that  account  when  first  using  it,  and  he  calls 
attention  to  the  fact  that  the  instrument  must  be  properly  made.  He 
now  has  the  edges  bevelled,  so  that  the  pressure  will  come  in  the 
center  and  not  cut  off  a  blood  vessel.  By  this  screw  pressure  he  gets 
an  enormous  crushing  power. 

There  is  one  thing  in  Dr.  Dudley's  paper  I  object  to — that  is  "  the 
radical  cure  of  haemorrhoids."  That,  I  think,  will  be  utterly  impossible 
by  any  method  except  dissecting  out  the  haemorrhoid  inch  of  mucous 
membrane.  Most  haemorrhoids  are  dilatations  of  the  haemorrhoidal 
veins  in  the  mucous  membrane,  they  anastomose  with  the  veins  in  the 
submucous  tissue  and  there  are  vessels  diseased  between  ;  so  you  can 
not  make  a  radical  cure  of  a  haemorrhoid  by  crushing  it  off.  A  radical 
cure  of  the  external  haemorrhoidal  veins  that  are  diseased  around 
the  anus  would  be  impossible  with  any  method  except  dissecting  out 
the  veins  so  there  could  be  no  return.  With  the  clamp  and  cautery 
we  only  take  off  those  veins  that  are  troubling  the  patient  and  there  are 
always  diseased  blood  vessels  left,  so  a  radical  cure  by  the  crusher 
and  cautery  would  be  impossible.  In  selected  cases  there  is  no  doubt 
the  doctor's  instrument  will  be  quite  a  success.  I  think  it  will  be  the 
most  successful  if  applied  to  internal  haemorrhoids  ;  but  to  the  exter- 
nal haemorrhoids,  where  there  are  many  nerves  to  be  crushed  and  in- 
jured in  the  operation,  I  think  it  will  prove  to  be  more  painful  than 
the  clamp  and  cautery.  Then  to  use  this  instrument. you  must  give 
'  an  anaesthetic  and  thoroughly  dilate  the  sphincter  ;  these  are  two 
dangerous  things  in  operating  for  haemorrhoids.  In  dilating  the 
sphincter  the  danger  would  be  of  having  incontinence  afterward,  so  I 
do  not  see  where  you  have  any  advantage  over  the  clamp  and  cautery. 
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Mr.  Ernest  Hart  said  :  There  is  in  the  minds  of  most  English 
surgeons  a  great  objection  to  any  operation  on  the  mucous  membrane 
involving  crushing  or  bruising  and  leaving  the  membrane  within  the 
cavity  of  the  body.  There  have  been  various  methods  introduced  for 
this  treatment  but  they  have  never  lasted  permanently.  The  result 
in  the  minds  of  the  greater  number  of  surgeons  is  strongly  in  favor  of 
the  simpler  method  of  drawing  down  the  pile,  using  scissors  curved 
on  the  flat,  completely  isolating  the  mass  to  be  removed  and  if  neces- 
sary converting  it  into  several  masses  by  the  method  of  division ;  and 
then  dividing  the  mucous  membrane  circularly  around  the  base  and 
ligating  the  pedicle,  which  is  now  very  small  and  containing  the 
nutritive  vessels  of  the  pile.  The  most  careful  dissections  have  shown 
in  the  anatomy  of  the  pile  that  the  vessels  of  the  pedicle  are  always 
vertical  and  the  chief  vessels  of  the  pile  traverse  it  vertically.  I  have 
seen  a  good  many  hundreds  of  cases  and  have  never  had  any  haemor- 
rhage. It  is  always  possible  to  find  a  very  small  pedicle  for  each  series 
of  piles  and  to  ligate  that  pedicle  circularly,  dividing  the  mucous  sur- 
face and  passing  the  ligature  around  the  cellular  tissue  and  the  artery 
and  vein  which  feed  the  pile.  Mr.  James  Lane,  who  was  my  colleague 
at  St.  Mary's  and  who  was  surgeon  for  many  years  at  this  hospital, 
performed  some  two  thousand  of  these  operations  and  never  had  a 
haemorrhage,  never  had  a  fatal  result.  He  was  also  free  from  a  result 
which  has  sometimes  followed  crushing  operations,  with  the  cautery 
or  not — that  is  tetanic  symptoms  and  sometimes  a  fatal  tetanus.  So 
it  is  the  general  opinion  that  crushing  and  leaving  the  lacerated  mu- 
cous membrane  is  a  generally  undesirable  method,  but  I  have  no  doubt 
that  Dr.  Dudley  may  get  with  his  instrument  much  better  results  than 
have  been  attained  with  us. 

Dr.  E.  C.  Dudley,  in  closing  the  discussion,  said  :  In  regard  to 
the  question  of  hypertrophy  in  the  region  of  these  piles,  I  think  in 
many  cases  the  enlargement  resulting  from  congestion  is  called  hyper- 
trophy when  it  is  nothing  more  nor  less  than  dilated  vessels. 

The  question  of  tetanus  is  a  very  serious  one  and  I  should  think 
it  would  be  rather  more  serious  in  localities  where  tetanus  is  likely  to 
occur  ;  it  may  be  that  the  danger  of  tetanus  is  sufficient  to  contra- 
indicate  this  crushing  process  altogether. 

The  question  of  leaving  the  forceps  on  for  longer  than  five  minutes 
is  one  I  can  not  answer.  I  think  I  left  them  on  myself  about  five 
minutes.  The  cases  in  whic  h  I  have  used  the  forceps  have  been  only 
moderate  haemorrhoids,  and  four  or  five  minutes  have  sufficed  to 
make  a  cure.    1  did  not  mean,  in  using  the  word  radical  cure,  to  say 
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that  it  is  a  radical  cure  in  the  sense  that  the  patient  can  never  have 
piles  again. 

In  the  operation  with  the  electrode  the  same  objection  would  ap- 
ply to  the  use  of  the  word  radical  and  yet  it  has  been  used  in  several 
hundred  cases  at  least.  I  can  recall  no  case  in  which  I  have  been 
obliged  to  repeat  the  operation,  therefore  the  electrode  has  radically 
cured  these  piles  although  it  has  not  destroyed  all  of  the  soil  in  which 
the  piles  may  develop. 

I  think  this  method  is  much  more  likely  to  be  indicated  in  the  very 
mild  cases  ;  certainly  danger  of  tetanus  would  be  greater  if  much  tis- 
sue were  crushed.  An  important  advantage  in  this  operation  is  that 
it  does  not  produce  any  permanent  mutilation  of  the  parts.  My  ex- 
perience has  not  been  that  dilatation  of  the  sphincter  has  resulted  in 
permanent  incontinence  of  the  bowel. 

With  reference  to  Dr.  Byford's  case,  I  am  sorry  he  did  not  succeed 
in  this  case  in  relieving  the  patient  by  this  method.  Of  course  no 
method  is  perfect,  and  therefore  any  method,  no  matter  how  well  ap- 
plied, may  be  followed  by  failure. 

The  question  of  Dr.  Robinson  about  the  embolus  I  can  not  answer. 
I  should  think  that  danger  of  embolus  would  be  less  in  crushing  than 
in  incising. 

Dr.  H.  P.  Newman  :  I  wish  to  ask  if  these  operations  have  been 
done  for  haemorrhoids  alone  or  in  connection  with  other  pelvic  opera- 
tions;  and  whether  you  would  not  attribute  some  of  the  cures  to  re- 
pair of  .the  perinaeum. 

Dr.  E.  C.  Dudley  :  In  almost  every  case  they  have  been  done  in 
connection  with  other  operations  in  gynaecology.  Undoubtedly  some 
of  the  cures  could  be  attributed  to  repair  of  the  perinaeum  and  some 
to  stretching  of  the  sphincter  muscle. 

Dr.  E.  Wyllys  Andrews  read  a  paper  on  the 

Cure  of  Hemorrhoids  by  Electrolysis. 

Dr.  J.  B.  Bacon  :  With  regard  to  the  hypodermic  injection  of  haem- 
orrhoids with  carbolic  acid,  I  have  had  considerable  experience  and 
so  far  have  had  no  bad  results.  After  reading  Dr.  Andrews's  work  on 
the  methods  of  treating  haemorrhoids  I  have  been  very  careful  in  using 
that  method  and  never  use  it  except  in  selected  cases.  I  think  the 
only  way  to  use  carbolic-acid  injection  safely  is  to  compress  the  base 
of  the  haemorrhoid  before  making  the  injection,  so  as  to  confine  the 
effect  of  the  acid  to  the  hemorrhoidal  tumor  for  a  few  minutes  and 
then  it  will  not  be  apt  to  extend  up  the  vein.    Writh  this  idea  I  have 
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had  Truax  make  me  a  rectal  speculum  ;  instead  of  being  made  out 
of  the  ordinary  metal,  it  is  made  of  spring  steel  with  a  handle  on  it 
which  opens  a  spring  ;  it  is  closed  when  you  let  go  of  the  handles. 
You  locate  the  haemorrhoid  with  the  finger  and  introduce  the  instru- 
ment with  the  slot  over  the  position  of  the  haemorrhoid  and  open  it, 
then  you  let  loose  the  handles  and  the  instrument  closes  on  the  haem- 
orrhoid, keeps  all  other  tissues  out  of  the  field  of  operation  and  presses 
the  haemorrhoid  at  the  base  so  you  can  inject  it ;  so  in  selected  cases 
I  think  we  can  use  carbolic-acid  injections. 

I  have  been  using  electricity  in  a  few  cases.  1  took  a  pair  of  for- 
ceps to  the  instrument  maker  and  had  them  insulated  with  hard  rub- 
ber except  about  an  inch  of  the  extremities  of  the  blades.  They  are 
made  slender  and  weak,  so  as  not  to  compress  the  haemorrhoid  too 
strongly.  I  fix  the  haemorrhoid  with  these  forceps,  which  are  used  as 
the  positive  pole  by  attaching  it  to  the  handle.  I  am  able  to  thor- 
oughly puncture  the  haemorrhoid  at  different  parts  with  these  needles. 
I  have  used  it  with  four  haemorrhoids,  two  in  one  case  and  one  in  two 
others,  and  it  decidedly  decreased  the  size  of  the  tumor;  there  would 
be  slight  haemorrhage  afterward  from  venous  blood.  I  am  glad  Dr. 
Andrews  has  developed  this  further  than  I  have.  In  my  next  experi- 
ments I  am  going  to  catch  the  haemorrhoid  at  the  base  with  the  for- 
ceps and  inject  the  tumor  with  iodide  of  potash,  then  turn  on  the  cur- 
rent and  decompose  that  iodide,  which  will  thoroughly  permeate  the 
tissue  of  the  tumor.  I  will  do  this  with  the  idea  of  making  the  tumor 
thoroughly  aseptic,  and  also  get  the  destructive  effect  of  the  iodine. 
Other  medicines  could  be  used  in  the  same  way  and  interesting  ex- 
periments carried  on.  I  think  there  is  a  great  future  for  the  electro- 
lytic treatment  of  haemorrhoids. 

Dr.  F.  H.  Martin  :  I  have  had  absolutely  no  experience  in  the 
treatment  of  haemorrhoids  by  electricity  but  1  am  interested  in  any- 
thing that  is  treated  by  electricity,  especially  when  that  agent  is  ap- 
plied by  intelligent  men  in  an  intelligent  manner  so  as  to  produce 
accurate  results.  I  can  see  no  reason  why  embolism  should  not  occur 
in  the  treatment  of  haemorrhoids,  as  described  by  Dr.  Andrews,  as 
readily  as  by  the  injection  of  the  haemorrhoid  with  carbolic  acid.  It 
is  well  known  that  the  two  poles  of  the  battery  have  diametrically 
opposite  effects  when  applied  locally  :  one  is  to  produce  an  acid 
cautery  by  the  positive  pole,  which  coagulates  the  albumen,  and  the 
opposite  is  to  produce  an  alkaline  cautery,  which  liquefies.  There  is 
no  reason  why,  therefore,  if  the  poles  are  near  together  in  cauterizing 
a  haemorrhoid,  there  should  not  be  by  the  action  a  coagulation  of  the 
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albuminous  particles  in  the  hemorrhoid.  For  that  reason,  it  seems 
to  me,  there  are  obvious  advantages  in  Dr.  Bacon's  method  of  clamp- 
ing the  base  of  the  hemorrhoid  with  one  pole  constructed  as  a  clamp. 
It  does  three  things  :  First,  it  seals  up  the  pedicle,  by  the  action  of  the 
positive  pole,  against  the  possibility  of  immediate  embolism,  at  least  ; 
secondly,  the  negative  pole  acts  upon  the  tissue  in  its  peculiar  way 
on  the  fluids  in  the  body  of  the  pile  ;  thirdly,  there  is  obtained  the 
powerful  antiseptic  action  of  the  two  poles  of  the  battery.  The  ex- 
periments of  Apostoli  and  others  have  proved  the  powerful  influence 
the  galvanic  current  locally  has  in  destroying  the  pathogenic  microbe; 
so  that  you  have  a  sealing-up  of  the  base  of  the  pile,  coagulation  of 
the  blood  in  the  tumor  and  the  antiseptic  action  of  the  current,  mak- 
ing an  ideal  method  for  the  cure  of  haemorrhoids. 

Dr.  Edmund  Andrews  :  I  hardly  think  I  can  add  much  to  the 
discussion.  That  harassing  question  about  embolism  will  come  up 
and  I  am  glad  of  what  Mr.  Hart  said  respecting  the  importance  of 
reporting  our  failures,  for  there  is  a  frightful  amount  of  waste  in 
scientific  investigation  in  consequence  of  our  not  doing  that.  With 
regard  to  embolism,  I  think  it  may  originate  in  two  ways.  Suppose  I 
amputate  a  thigh  and  observe  considerable  oozing  from  the  femoral 
vein  ;  I  ligate  it,  or  it  is  closed  in  some  way,  and  a  clot  forms  in  the 
closed  end  of  the  vessel.  Things  may  go  on  in  that  way  for  several 
days,  the  patient  doing  well  and  may  be  beginning  to  get  out  of  bed, 
be  bright  and  cheerful  and  participate  in  festivities,  and  the  next 
hour  he  may  be  dead  because  the  thrombus  formed  in  the  vein  has 
gradually  increased  upward  by  the  aggregation  of  the  fibrin  on  the 
upper  end,  until  it  has  passed  up  to  where  some  considerable-sized 
vein  goes  into  a  larger  one,  and  by  a  movement  it  is  broken  off  and 
carried  to  the  heart.  That  is  the  way  a  portion  of  these  sudden  em- 
bolic deaths  occur.  I  think,  however,  that  in  other  cases  the  embo- 
lism has  followed  the  injection  of  coagulants  into  the  veins,  whether 
in  haemorrhoids  or  other  parts  of  the  body.  For  instance,  a  quantity 
of  oily  solution  of  carbolic  acid  has  been  thrown  into  an  enlarged 
vein  with  the  hypodermic  syringe;  it  enters  as  a  series  of  globules, 
and  some  of  these  may  be  carried  to  the  liver  if  they  get  to  the  upper 
haemorrhoidal ;  if,  on  the  other  hand,  they  enter  the  middle  or  lower 
haemorrhoidals,  they  may  be  carried  to  the  heart  and  the  pulmonary 
arteries. 

Then,  again,  certain  microbes  infest  the  muciparous  glandular 
follicles  which  honeycomb  the  mucous  membrane  covering  the  piles 
and,  as  no  external  washing  can  reach  them  in  the  depths  of  the 
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microscopic  canals  in  which  they  exist,  the  pipe  of  the  hypodermic 
syringe  may  carry  them  forward  and  lodge  them  in  the  veins  where, 
some  think,  they  may  multiply  in  spite  of  the  antiseptic  character  of 
the  fluid  used  and  generate  septic  thrombi.  These  two  causes  may 
be  considered  to  exist,  and  they  leave  the  harrowing  fear  of  embolism. 
I  think  this  is  one  of  the  cases  where  we  ought  to  hold  ourselves  in 
doubt.  We  can  not  make  things  certain  by  a  parade  of  positive 
assertions.  I  think  we  do  not  yet  know  whether  by  any  of  these 
methods  we  can  wholly  do  away  with  the  danger  of  embolism. 

Dr.  F.  Byron  Robinson  :  I  have  known  hundreds  of  these  cases 
of  haemorrhoids  go  to  quacks  and  be  injected,  and  I  never  heard  of 
one  dying.  But  the  patient  is  not  safe  merely  because  he  gets  through 
with  an  injection  of  carbolic  acid.  His  liver  suffers  afterward,  be- 
cause the  blood  from  the  rectum  goes  back  to  the  liver  and  these 
injections  are  likely  to  be  carried  to  the  liver  and  cause  abscesses.  It 
has  been  demonstrated  that  the  veins  of  the  rectum  are  only  con- 
nected with  the  inferior  mesenteric.  The  superior  mesenteric  vein 
has  been  injected  and  not  one  particle  goes  through  the  two  inferior 
veins  of  the  rectum  ;  then  the  inferior  veins  of  the  iliac  have  been 
injected  and  not  one  particle  goes  through  the  superior  mesenteric. 
This  has  been  demonstrated  by  Cripps,  of  London. 

Dr.  H.  P.  Newman  :  I  wish  to  refer  again  to  the  point  I  have 
raised  as  to  the  advisability  of  resorting  to  operative  procedures  in 
minor  cases  of  haemorrhoids. 

Many  of  these  cases,  as  you  know,  are  the  result  of  defective  rectal 
support,  lack  of  perineal  tone  or  rectocele,  enhanced  and  aggravated 
by  retroversion  of  the  uterus  and  prolapsus. 

All  that  has  been  necessary,  in  my  experience,  has  been  to  repair 
existing  lesions  of  the  pelvic  viscera,  replacing  and  sustaining  pro- 
lapsed or  displaced  organs  in  their  normal  position. 

In  some  instances  I  practice  stretching  of  the  sphincter  ani  as  an 
accessory  measure,  but  it  is  rarely  that  I  resort  to  any  cf  the  opera- 
tions described  to-night  and  never  in  minor  cases. 

In  severer  types  these  operations  are  undoubtedly  indicated,  but  I 
think  we  may  limit  their  applicability  to  such  cases. 
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Meeting  of  December  22,  1893. 
Fernand  Henrotin,  M.  D.,  President,  in  the  Chair. 

Abstract  of  a  paper  entitled 

Pyometra. 
By  G.  William  Reynolds,  M.  D., 

Gynaecologist  to  St.  Joseph's  Hospital,  Chicago. 

Dr.  Reynolds  said  that  his  subject  was  important,  because  of  the 
rarity  of  the  disease. 

Pyometra  has  received  very  scant  attention  at  the  hands  of  gynae- 
cological authors.  Among  American  authors  the  disease  is  not  men- 
tioned. He  has  observed  but  one  case  during  a  service  of  thirteen 
years  as  gynaecologist  to  St.  Joseph's  Hospital.  During  this  time  he 
has  seen  the  work  of  the  late  Drs.  Gunn  and  Parkes  and  Dr.  Nicholas 
Senn.    He  is  thus  impressed  with  the  great  rarity  of  pyometra. 

The  history  of  the  case  is  as  follows  : 

Mrs.  J.,  aged  fifty-three  years,  Irish,  married,  was  admitted  to  St. 
Joseph's  Hospital  September  23,  1893.  She  has  had  ten  children,  the 
youngest  being  fourteen  years  of  age.  The  menopause  occurred 
August,  1892.  In  April  last  she  complained  of  a  bearing-down  sensa- 
tion in  the  pelvis.  Her  general  health  was  good.  In  June  she  first 
noticed  an  enlargement  of  the  lower  abdomen.  Two  months  later  the 
bearing-down  sensation  had  increased  and  was  accompanied  by  distress 
in  the  vagina  and  rectum  and  great  vesical  irritability.  She  found  re- 
lief only  when  lying  down.  There  was  a  sense  of  malaise,  attended  with 
slight  chills,  and  more  or  less  pain  in  the  hypogastrium.  At  this  time 
she  was  advised  to  go  to  St.  Joseph's  Hospital  and  consult  Dr.  Senn. 

On  entering  the  hospital  her  temperature  and  pulse  were  normal. 
Through  the  courtesy  of  Dr.  Senn,  Dr.  Reynolds  examined  the  case. 
A  median  abdominal  tumor  was  found,  which  occupied  the  lower  por- 
tion of  the  abdomen  and  extended  as  high  as  the  umbilicus.  The 
lower  segment  of  the  tumor  was  felt  about  three  inches  from  the 
vaginal  outlet  and  imparted  the  impression  of  an  cedematous  fibroid. 
.The  os  and  cervix  could  not  be  made  out  ;  passing  the*  finger  upward 
he  seemed  to  feel  a  dilated  os,  but  it  proved  to  be  the  broad  ligament 
which  had  been  dragged  down  by  the  prolapsed  uterus.  The  upper 
portion  of  the  vagina  was  filled,  and  the  finger  could  be  passed  with 
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difficulty  between  the  tumor  and  the  vaginal  wall.  The  pressure 
upon  the  rectum  caused  considerable  obstruction  to  the  passage  of 
faeces.    The  bladder  was  extremely  irritable. 

The  interest  in  the  case  necessarily  centered  in  the  diagnosis.  It 
was  variously  diagnosed  as  fibrocystic  tumor,  haematometra  and  fibroid 
tumor  of  the  uterus.  Dr.  Reynolds  held  the  latter  view.  The  credit 
of  the  correct  diagnosis  was  due  to  Dr.  Senn,  who  discovered  obscure 
fluctuation  and  suspected  that  there  might  be  pus  in  the  uterus.  No 
trace  of  cervix  or  the  cervical  canal  could  be  found.  Dr.  Senn  proved 
the  correctness  of  his  diagnosis  by  finding  an  abundance  of  pus  upon 
vaginal  puncture  of  the  uterus. 

On  the  following  day  an  anaesthetic  was  administered,  and  the 
uterus  was  incised  by  means  of  the  thermo-cautery  at  the  situation  of 
the  cervix.  The  thermo-cautery  was  used  to  avoid  serious  haemorrhage 
and  because  it  would  leave  the  opening  less  liable  to  close  permanently 
by  cicatricial  contraction.    More  than  a  quart  of  pus  escaped. 

After  thorough  irrigation  with  saturated  borip  acid  solution,  a 
half-inch  fenestrated  drainage  tube,  about  six  inches  in  length,  was 
passed  into  the  uterine  cavity,  which  was  about  ten  inches  in  depth. 
Iodoform  was  used  freely,  the  vagina  packed  with  iodoform  gauze  and 
external  antiseptic  dressing  applied.  The  dressings  were  changed 
daily  and  the  uterine  cavity  irrigated  with  an  antiseptic  solution.  As 
the  uterus  contracted  the  drainage  tube  was  shortened.  On  the  last 
examination  of  the  patient  the  uterus  measured  two  and  a  half  inches 
in  depth  and  although  there  had  ceased  to  be  any  discharge,  a  half- 
inch  drainage  tube  of  the  length  of  the  normal  cervix  was  allowed  to 
remain,  in  order  to  permit  the  epithelium  to  extend  throughout  the 
quasi-artificial  cervical  canal  and  to  provide  a  structure  which  would 
practically  subserve  the  function  of  the  normal  mucous  membrane. 
She  left  the  hospital  perfectly  well  three  weeks  after  the  operation. 

It  is  probable  that  this  pathological  condition  began  at  or  about 
the  time  of  the  last  confinement,  when  a  prolapse  of  the  uterus  and 
laceration  of  the  cervix  occurred  with  ectropion,  followed  by  ulcera- 
tion, cicatrization  and  closure  of  the  cervical  canal.  The  uterus  was 
in  a  condition  of  suppurative  endometritis  at  the  time  the  atresia  de- 
veloped. 

The  only  case  which  at  all  resembled  the  one  under  consideration 
was  reported  by  Bakowski  *  as  a  rare  case  of  abscess  of  the  uterus. 


*  Der  Frauenar%t%  vii,  1P92,  Heft  3.  Uterusabscess  mit  Perforation  in  den  Cer- 
vix ;  Eieilung.    Translated  in  the  Annual  of  the  Universal  Medical  Sciences,  1892. 
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It  occurred  in  a  woman,  sixty-five  years  of  age,  who  had  had  a  single 
labor  at  the  age  of  twenty-two,  followed  by  a  vaginal  prolapse  which 
had  never  been  cured.  The  physical  signs  and  history  of  the  case 
much  resembled  the  one  here  reported.  Rest  and  poultices  gave 
temporary  relief.  At  the  end  of  three  weeks  a  fetid  discharge,  con- 
taining shreds  of  stinking  material,  occurred  from  the  uterus  and  a 
faecal  fistula  was  suspected.  Two  weeks  later  the  tumor  had  in- 
creased in  size  ;  the  os  was  still  impervious.  A  sound  was  forced 
through  the  tissues  and  entered  a  cavity  six  and  a  half  inches  long. 
This  was  followed  by  an  escape  of  fetid  pus  mixed  with  pieces  of 
uterine  tissue.  Under  antiseptic  treatment  she  recovered  in  a  fort- 
night. 

Such  cases  are  certainly  rare  and  present  undoubted  difficulties  of 
diagnosis.  The  possibility  of  a  serious  mistake  in  diagnosis,  followed 
by  a  laparotomy  for  the  purpose  of  removal  of  an  abdominal  or  uter- 
ine neoplasm,  is  certainly  worthy  of  consideration.  The  value  of  ex- 
ploratory vaginal  puncture  for  the  purpose  of  clearing  up  the  diag- 
nosis at  once  suggests  itself.  In  case  a  neoplasm  exist,  no  harm  would 
follow  such  a  procedure. 

Dr.  Karl  Sandberg  :  This  paper  has  recalled  to  my  mind  a  case 
I  had  a  few  years  ago  in  a  woman,  fifty-seven  years  old,  in  whom  I 
found  a  collection  of  three  or  four  ounces  of  pus  in  a  retroflexed 
uterus.  The  symptoms  were  pain  in  the  lower  part  of  the  back,  uri- 
nary sediment  and  a  slightly  elevated  temperature,  but  there  was  no 
obstruction  except  from  the  flexion.  The  pus  was  easily  evacuated 
through  a  flexible  catheter  and  was  followed  by  a  slight  haemorrhage. 
The  treatment  consisted  in  a  daily  intra-uterine  bichloride  douche. 
All  the  symptoms  subsided  in  about  a  week. 

Dr.  Franklin  H.  Martin  :  I  have  been  very  much  interested 
and  wish  to  congratulate  Dr.  Reynolds  on  his  paper.  While  listen- 
ing to  the  paper  I  was  struck  with  the  rarity  of  the  difficulty,  as  far 
as  my  experience  has  gone,  and  I  also  realize  the  meager  mention  of 
it  in  the  literature.  Several  years  ago  I  was  asked  by  the  late  Dr. 
Scudder  to  operate  on  a  case  that  he  considered  to  be  a  haematometra 
in  a  girl  about  thirteen  years  of  age.  The  patient  had  had  a  chill 
and  fever  a  few  days  previously.  The  cause  of  the  difficulty  was  un- 
doubtedly congenital  atresia  of  the  cervix.  A  sound  was  forced  into 
the  uterus  and  the  cervix  thoroughly  dilated.  A  large  quantity  of 
bloody  pus  escaped.  The  uterus  was  thoroughly  cleansed  and,  as  far 
a^  I  know,  the  case  made  a  satisfactory  recovery. 

Dr.  F.  Byron  Robinson  :  Occlusion  of  the  uterus  is  of  consider- 
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able  interest.  Occlusion  of  the  cervix  produces  hydrometra,  haemato- 
metra  and  pyometra.  If  the  uterine  collection  becomes  infected  the 
hydrometra  will  become  pyometra.  I  have  seen  cases  of  uterine  ac- 
cumulation in  the  clinics  of  Professor  Schroder,  of  Berlin.  Strictures 
of  the  uterine  orifice  may  be  due  to  cervicitis  or  to  the  unskillful  use 
of  instruments  or  caustics.  Cervical  tumors  may  produce  atresia. 
Granulations  may  cause  atresia.  Uterine  atresia  occurs  generally  be- 
fore puberty  or  after  the  menopause.  Before  puberty  it  may  be  con- 
genital or  a  sequela  of  one  of  the  acute  eruptive  diseases.  After  the 
menopause  uterine  atresia  may  result  from  some  inflammatory  pro- 
cess in  the  cervix.  It  is  often  accompanied  by  muscular  hypertrophy 
of  the  uterus  and  may  simulate  pregnancy.  I  do  not  think  the  diag- 
nosis is  difficult  for,  if  a  fluctuating  tumor  of  the  uterus  is  found  and 
a  sound  will  not  pass  the  os,  the  natural  inference  is  hydrometra, 
haematometra  or  pyometra. 

Dr.  F.  A.  Stahl  :  A  case  of  pyometra  came  under  my  notice  while 
I  was  an  interne  at  Cook  County  Hospital.  The  patient  was  treated 
for  suppurative  endometritis  of  gonorrhceal  origin  by  curettement. 
The  patient  developed  acute  delirium  in  a  few  hours,  caused  by  re- 
tention of  pus  in  the  body  of  the  uterus  due  to  contraction  of  the 
cervix. 

Dr.  T.  J.  Watkins  :  I  agree  entirely  with  Dr.  Robinson  with  ref- 
erence to  the  diagnosis.  With  a  soft  tumor  in  the  site  of  the  uterus 
and  a  closed  canal,  the  only  feasible  thing  to  do  is  to  open  the  canal, 
if  possible,  otherwise  to  puncture  the  tumor  and  see  if  anything  is 
contained  in  it.  I  have  a  unique  case  of  pyometra  to  place  on  record. 
1  was  asked  to  come  prepared  to  open  a  pelvic  abscess.  The  patient 
had  been  confined  previously  by  a  midwife.  About  the  end  of  the 
first  week  she  had  rise  of  temperature  and  all  the  symptoms  of  puer- 
peral infection  ;  a  physician  was  called  in  and  he  treated  her  for  one 
week,  using  vaginal  and  intra-uterine  douches.  Upon  examination  a 
tumor  was  found  to  the  right  of  the  usual  site  of,  and  apparently 
within,  the  uterus.  An  anaesthetic  was  given,  the  cervix  dilated  and 
the  uterus  washed  out ;  very  little  pus  was  obtained,  but  upon  car- 
rying the  irrigator  up  into  the  right  horn  of  the  uterus  fully  one  pint 
of  very  offensive  pus  escaped.  There  was  no  appreciable  force  used 
in  getting  into  this  cavity.  It  seemed  to  me  that  it  was  probably  a 
pregnancy  in  the  horn  of  the  uterus.  The  original  cavity  was  fully 
three  to  four  inches  deep,  but  on  passing  the  irrigator  to  the  right 
horn  of  the  uterus  it  extended  two  or  three  inches  further.  The 
cavity,  after  being  washed  out,  was  thoroughly  swabbed  with  carbolic 
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acid,  a  light  packing  of  iodoform  gauze  placed  in  the  uterus  and  the 
vagina  packed  with  gauze  which  was  to  be  changed  every  twenty- 
four  hours,  the  packing  in  the  uterus  to  be  gradually  removed;  but 
in  case  the  temperature  did  not  subside  the  packing  in  the  uterus  was 
to  be  removed  at  once.  The  temperature  did  not  go  down  very  much 
and  the  packing  of  the  uterus  was  removed.  The  septicaemia  persisted 
for  a  long  time  but  the  patient  ultimately  recovered.  Gauze  drain- 
age alone  is  not  always  sufficient  in  cases  of  pyometra.  If  rubber 
drainage  alone  had  been  used,  alone  or  in  conjunction  with  the  gauze, 
the  woman  would  probably  have  made  a  rapid  recovery.  It  has  been 
said  that  the  uterus  is  a  natural  drainage  tube.  You  will  probably 
agree  with  me  that  this  statement  is  not  always  true.  Whenever  pus 
exists  in  the  uterus  the  cervix  should  be  kept  dilated  and,  if  good 
uterine  drainage  does  not  obtain,  gauze  or  rubber  tubing  should  be 
employed. 

Dr.  Henry  Parker  Newman  :  Like  Dr.  Robinson,  I  am  not  sure 
that  this  condition  is  so  rare  as  the  paper  indicates.  Very  frequently 
notices  of  it  occur  in  foreign  literature  and  nearly  all  the  text-books 
treat  of  pyometra,  haematometra,  hydrometra  and  physometra.  Two 
cases  have  come  under  my  observation  at  the  West  Side  Free  Dis- 
pensary within  the  last  year.  One  is  of  particular  interest.  The 
tumor  is  possibly  as  large  as  the  one  reported  by  Dr.  Reynolds.  The 
case  was  reported  to  me  by  Dr.  Corbett  and  is  still  under  observa- 
tion. As  soon  as  the  tumor  attains  any  considerable  size  a  profuse 
purulent  discharge  occurs  and  the  uterus  regains  its  normal  size. 
She  has  passed  the  menopause  and  the  case  is  undoubtedly  one  of 
senile  adhesive  cervicitis.  There  has  been  no  distressing  or  urgent 
symptoms  at  any  time.  She  goes  about,  comes  to  the  clinic  when 
she  is  afflicted  with  the  presence  of  a  large  tumor  and  at  no  other 
time.  It  resembles  somewhat  those  occasional  cases  of  pyo-- 
salpingitis  in  which  evacuation  of  the  tubal  contents  occurs  through 
the  uterus. 

The  other  case  is  that  of  a  woman,  past  the  menopause,  who  had 
a  distended  uterus  filled  with  a  muco-purulent  accumulation — a  pyo- 
metra. Evacuation  by  operative  procedure  resulted  in  a  cure.  Two 
cases  within  so  short  a  period  of  time  indicate  that  pyometra  is  not 
quite  so  rare  as  some  of  the  speakers  think.  I  do  not  appreciate  the 
difficulty  of  diagnosis.  As  Dr.  Robinson  has  said,  if  we  find  the 
uterus  filled  with  fluid  it  is  the  first  duty  of  the  physician  to  ascertain 
what  it  is,  and  this  is,  as  a  rule,  an  easy  matter  to  determine.  A  large 
percentage  of  women  who  have  passed  the  change  of  life  have  closure 
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of  the  cervical  canal  and  if  fluids  collect  in  the  uterus  pyometra,  hse- 
matometra  or  hydrometra  must  result. 

Dr.  George  W.  Reynolds  (closing  discussion)  :  If  pyometra  is 
not  a  very  rare  disease,  as  two  of  the  gentlemen  would  have  us  be- 
lieve, how  can  they  account  for  the  lack  of  gynaecological  literature 
upon  the  subject  ?  If  it  is  a  common  disease,  why  have  the  great 
writers  of  the  Old  World  only  mentioned  it  and  why  have  our  Ameri- 
can writers  not  even  alluded  to  the  disease  ?  The  diagnosis  in  this 
case  was  difficult,  as  is  evident  from  the  variety  of  diagnoses  made 
by  several  prominent  surgeons.  The  history  of  the  case  does  not 
help  much  in  making  a  diagnosis. 

I  thank  the  gentlemen  for  their  interest  and  courteous  and  able 
discussion  of  the  paper. 

Abstract  of  a  paper  entitled : 

SYMPHYSEOTOMY. 
By  Karl  Sandberg,  A.  M.,  M.  D. 

Division  of  the  symphysis  pubis  was  first  practiced  during  labor 
by  Dr.  J.  R.  Sigault  in  Paris  in  1777,  to  allow  sufficient  separation  of 
the  pubic  bones  that  a  living  child  might  pass  through  a  contracted 
pelvis.  It  was  recognized  by  ancient  authors  that  the  pelvic  joints 
relaxed  during  gestation,  allowing  some  enlargement  of  the  superior 
strait  during  labor,  sometimes  even  to  rupture  of  the  ligament  and 
division  of  the  joint.  This  led  Pineau  to  hint  at,  and  Sigault  to  pro- 
pose, division  of  the  symphysis  pubis  instead  of  Cesarean  section. 
His  first  patient  and  the  child  survived  the  operation.  From  1777  to 
1858  there  are  eighty-six  cases  on  record.  The  operation  was  then 
given  up  by  the  profession  but  was  revived  in  1866  by  Morisani  and 
Novi,  of  Naples.  They  modified  the  operation  by  allowing  the  child 
to  be  expelled  by  the  uterus,  instead  of  using  forceps  or  turning. 
During  the  next  twenty  years  the  operation  was  performed  in  Naples 
seventy-six  times,  but  only  within  the  last  two  years  have  the  good 
results  published  from  Italy  induced  France  (Pinard,  in  Paris)  and 
later  Germany  (Freund,  Zweifel,  and  others)  to  adopt  the  operation. 
The  operation  was  performed  for  the  first  time  in  the  United  States 
in  Brooklyn  in  September,  1892,  by  Jewett. 

Method  of  Operation. — There  are  two  methods,  the  open  one  and 
the  subcutaneous  or  Italian  method. 
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The  Open  Method. — An  incision  is  made  in  front  of  the  symphysis 
pubis  from  the  root  of  the  clitoris  to  a  point  high  enough  to  allow 
access  behind  the  symphysis.  The  urethra  is  held  out  of  the  way  by 
a  stiff  catheter.  On  the  finger  slipped  behind  the  symphysis  divide 
the  cartilage  from  behind  forward  and  downward  with  a  probe-pointed 
bistoury.  Divide  the  ligamentum  arcuatum  completely  to  obtain  com- 
plete separation.    Check  the  haemorrhage. 

The  Subcutaneous  or  Italian  Method. — Find  the  symphysis  through 
its  relation  to  the  spines  of  the  pubis,  or  by  movement  of  the  joint  ob- 
tained by  moving  the  legs.  Begin  the  incision  one  or  two  centimetres 
above  the  symphysis  and  make  it  three  centimetres  long.  Cut  the 
origin  of  the  pyramidales  muscles.  Upon  the  finger  passed  behind 
the  symphysis,  introduce  Galbiatti's  falcetta  until  its  probe-pointed  end 
can  be  felt  below.  Then  divide  the  cartilage  from  below  upward  and 
forward.  The  line  of  union  may  be  oblique,  but  that  bony  union  is 
rare  has  been  proven  by  Dr.  Wehle. 

The  open  method  gives  a  full  view  of  the  field  of  operation  and 
enables  one  to  seize  bleeding  points,  but  the  extension  of  the  incision 
to  the  vulvar  orifice  exposes  the  wound  to  the  urine  and  lochia. 

The  subcutaneous  method  is  simple,  gives  rise  to  less  haemorrhage 
than  the  open  one  and  the  wound  can  be  kept  aseptic. 

After  symphyseotomy  Morisani  and  Zweifel*  recommend  non- 
interference for  twelve  to  twenty-four  hours,  considering  changes  in 
the  fcetal  heart  sounds  the  indication  for  interference.  According  to 
Morisani,  forceps  will  be  required  in  about  one  fourth  of  the  vertex 
cases  ;  spontaneous  delivery  should  be  permitted  in  other  cases.  He 
thinks  turning  ought  to  be  avoided  where  the  head  can  be  made  to  en- 
gage in  the  superior  strait.  Garrigues  f  thinks  that  in  most  cases  the 
woman  should  be  delivered  at  once,  and  in  the  choice  of  methods  he 
uses  version  and  extraction,  if  the  head  is  movable,  and  forceps  if  it  is 
engaged  in  the  pelvis  ;  he  recommends  incision  of  the  cervix,  if  it  is 
not  sufficiently  dilated.  It  is  considered  cruel  by  some  operators  to 
await  spontaneous  delivery  after  the  operation,  on  account  of  the  re- 
sulting pain  and  soreness.  On  the  other  hand,  the  advocates  of  delay 
claim  that  there  is  no  noticeable  increase  in  suffering. 

Out  of  forty-four  modern  cases  \  the  mode  of  delivery  was  as  fol- 
lows : 


*  Archiv  fur  Gynakologie,  Band  xliv,  Heft  3,  S.  527. 

\  American  Journal  of  Obstetrics,  vol.  xxviii,  No.  5,  p.  626. 

%  Robert  P.  Harris.    American  Journal  of  Obstetrics,  vol.  xxvi,  No.  4. 
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No.  of  cases. 


Per  cent. 


Spontaneous  delivery. 

Manual  aid  

Extraction  by  feet .  .  . 

Forceps  

Version  

Unknown  


27 
5 


8 


2 


T 


18.2 
2-3 
2-3 

6l  .4 

11. 4 
4.4 


44 


100.  o 


After  delivery  the  early  operators  applied  a  napkin  around  the 
pelvis.  The  Italians  sew  up  the  suprapubic  wound  and  bring  the 
separated  pubic  bones  together  by  long  strips  of  adhesive  plaster. 
Zweifel*  drills  holes  and  sutures  the  bones  together  ;  he  now  employs 
catgut.  Most  operators  drain  the  wound,  after  the  open  method,  by 
strips  of  iodoform  gauze  brought  out  at  the  lower  angle.  Garrigues  \ 
likes  strips  of  rubber  adhesive  plaster  applied  around  the  trochanters 
to  keep  the  two  halves  of  the  pelvis  together  ;  he  uses  three  strips  five 
centimetres  wide,  crossing  them  on  the  abdomen  above  the  wound. 
While  they  are  being  applied,  and  during  the  after-treatment,  the 
patient  should  lie  with  outstretched  legs,  the  knees  together  and  the 
feet  turned  inward,  as  in  this  position  the  bones  are  approximated. 
Garrigues  recommends  suture  of  the  soft  parts.  Drainage  he  con- 
siders superfluous.  Gueniot  has  invented  a  special  apparatus  to  press 
the  pelvic  bones  together  and  Pinard  had  a  special  bed  constructed 
for  this  purpose. 

Effect  of  Operation. — Zweifel  :  \  When  the  head  passes  the  narrow 
point  of  the  pelvis  the  pubic  bones  separate  generally  from  six  and  a 
half  to  seven  centimetres.  Doderlein  :  #  The  right  pelvic  bones  yield 
more  easily  than  the  left  and  the  right  sacro  iliac  joint,  if  any,  is  in- 
jured. Garrigues  :  ||  The  distance  between  the  middle  of  the  prom- 
ontory and  the  end  of  the  pubic  bone  increases  fourteen  millimetres, 
and  by  the  presenting  part  entering  into  the  gap  between  the  divided 
bones  a  further  six  to  eight  millimetres  is  gained,  making  in  all  twenty 
to  twenty-two  millimetres.  The  increase  of  the  other  pelvic  diameters 
amounts  in  some  cases  to  thirty-five  millimetres.  There  is  increased 
vertical  mobility.  Fehling  declares  that  an  increase  of  fifteen  to 
eighteen  millimetres  in  the  conjugata  vera  may  be  expected  and  that 


*  Archiv  fiir  Gynakologie,  loc.  cit. 

\  American  Journal  of  Obstetrics,  vol.  xxviii,  No.  5,  p.  626. 

%  Archil'  fur  Gynakologic,  loc.  cit. 

n  Archh>  fiir  Gynakologic,  Band  xliv,  Heft  3,  S.  532. 

I  Loc.  cit. 
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one  may  expect  a  conjugata  vera  of  the  same  length  as  the  diagonal 
measured  before  the  operation.  Ahlfeld  has  observed  that  after  divi- 
sion of  the  symphysis  the  anterior  pelvic  ring  sinks  down.  Waldier's 
experiments,  corroborated  by  Dtihrssen,  show  that  in  a  lying  position 
with  the  legs  hanging  down  {Hdngelage)  the  conjugata  vera  is  about 
one  centimetre  longer  than  in  the  dorso-sacral  position.  Doderlein 
(Leipzig),  after  experiments  on  the  pelves  of  wom&n  who  died  shortly 
after  labor,  came  to  the  conclusion  that  by  each  increase  of  one  cen- 
timetre in  the  distance  between  the  ossa  pubis  an  increase  of  about 
eight  square  centimetres  is  obtained  in  each  pelvic  plane. 

Bad  Effects  on  the  Joints. — We  know  now  that  the  bones  are  con- 
nected by  a  true  joint  and  that  it  is  the  capsule  of  this  joint  and  the 
strengthening  ligaments  that  are  torn,  and  that  this  does  not  take  place 
until  the  extent  of  the  division  reaches  or  exceeds  seven  centimetres. 
When  it  occurs,  a  firm  fixation  and  avoidance  of  sepsis  will  generally 
secure  a  good  union  without  any  trouble.  Impaired  locomotion  was 
one  of  the  great  objections  to  the  operation  in  its  early  period.  Since 
its  revival,  and  especially  during  the  last  six  or  seven  years,  failures 
in  this  respect  are  almost  unheard  of. 

Effects  on  the  Soft  Parts. — Injuries  to  the  soft  parts  have  occurred, 
and  still  occur,  and  prove  a  serious  complication.  It  is  more  reason- 
able to  attribute  these  injuries  to  the  stretching  of  the  parts  between 
the  separated  bones  than  to  any  direct  injury  from  the  forceps  or  the 
foetus.    To  avoid  these  injuries  Zweifel*  recommends  : 

1.  To  spread  the  legs  as  little  as  possible. 

2.  To  arrange  an  elastic  fixation  of  the  pelvis  by  Esmarch's 
bandage. 

3.  When  possible,  to  await  spontaneous  delivery  ;  when  forceps 
are  necessary,  not  to  produce  forward  traction  but  to  make  extensive 
vaginal  and  perineal  incisions.  If  the  vagina  ruptures  it  must  not  be 
sutured,  providing  the  bones  are  well  approximated. 

Garrigues  f  advises  the  immediate  repair  of  injuries  with  silk  or 
catgut  sutures.  A  tear  in  the  bladder  should  be  closed  with  continu- 
ous catgut  tier-sutures,  one  applied  to  the  mucous  membrane  the 
other  to  the  muscular  coat  and  the  peritonaeum.  A  vesico-vaginal 
fistula  heals,  as  a  rule,  spontaneously. 

In  forty-four  operations  of  recent  \  date  the  results  as  regards 
•injury  to  the  mother  are  as  follows  : 


*  Archiv  fur  Gnakologie,  Band  xliv,  Heft3,  s.  532. 
f  Loc.  cit.  %  Robert  P.  Harris,  loc.  cit. 
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Results  as  to  Disability. 

No.  of  cases. 

Per  cent. 

5 

II 

4 

27 

6l 

4 

4 

9 

1 

8 

18 

1 

44 

IOO 

0 

That  the  vagina,  bladder  or  urethra  does  not  tear  in  every  case 
can  be  explained  only  by  the  pliability  of  the  anterior  vaginal  wall. 
Consequently,  to  avoid  serious  injury  to  the  soft  parts  they  should  be 
loosened  by  the  operation  from  the  pelvic  walls  on  both  sides  far 
enough  to  allow  sufficient  stretch. 

Prognosis. — In  the  case  of  an  operation — that  is,  in  its  process  of 
evolution — it  is  difficult  to  make  out  any  statistics  that  will  convey  a 
correct  impression  of  the  mortality. 

From  1777  to  1858  there  are  eighty-six  cases  on  record.  In  these 
the  mortality  to  the  mothers  was  33.72  per  cent,  and  to  the  children 
60.5  per  cent.  From  1866  to  1888  the  operation  was  performed  sev- 
enty-six times  in  Naples  with  a  mortality  to  the  mothers  of  23.6  per 
cent,  and  an  infantile  mortality  of  22.4  per  cent.  The  statistics  of 
Morisani  this  year  show  a  maternal  mortality  of  only  3.5  per  cent,  and 
an  infantile  mortality  of  only  5.5  per  cent,  in  fifty-five  operations.  '  In 
the  one  hundred  and  ninety-six  operations  performed  up  to  date  there 
is  a  mortality  of  ten  per  cent.  (Neugebauer). 

Varnier,  in  one  hundred  and  twenty-four  modern  operations,  has 
found  a  maternal  mortality  of  nine  percent,  and  an  infantile  mortality 
of  22.7  per  cent. — a  combined  mortality  of  sixteen  per  cent. 

Garrigues  says  the  operation  has  been  performed  twenty-six  times 
in  the  United  States,  with  a  mortality  to  the  mothers  of  15.39  percent, 
and  to  the  children  of  30.77  per  cent. 

Indications. — It  is  difficult  to  define  the  indications  for  symphyse- 
otomy. The  principal  indication  will  be  a  narrow  pelvis  (flat  or  gen- 
erally contracted  pelvis)  ;  but  it  may  find  application,  and  has  been 
used,  in  cases  of  faulty  presentation  of  the  fcetal  head.  An  absolute 
requirement  for  its  performance  is  that  the  child  be  alive. 

Symphyseotomy  assumes  a  position  between  high  forceps  delivery, 
version  and  Caesarean  section  and  competes  with  craniotomy  and  in- 
duced premature  labor.  The  maternal  mortality  from  craniotomy 
and  symphyseotomy  do  not  differ  materially  (7.5  per  cent,  for  crani- 
otomy and  nine  per  cent,  for  symphyseotomy),  while  the  combined 
mortality  of  symphyseotomy  is  37.80  lower  than  that  of  craniotomy. 
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It  seems,  therefore,  that  symphyseotomy  ought  to  take  the  place  of 
craniotomy  in  all  cases  in  which  the  child  is  alive.  As  the  life  of  the 
mother  is  always  of  more  importance  than  that  of  the  unborn  child, 
induced  premature  labor  will  unquestionably  on  account  of  its  low  ma- 
ternal mortality — two  per  cent. — still  be  preferred  to  symphyseotomy 
in  most  cases  where  the  diagnosis  of  narrow  pelvis  is  made  during 
pregnancy.  The  high  fcetal  mortality  of  induced  labor — 35.5  per  cent. 
— will,  however,  make  symphyseotomy  more  and  more  preferable  the 
more  its  maternal  mortality  is  lessened.  Pinard  already  advocates  that 
a  woman  with  a  conjugata  vera  of  seven  to  nine  centimetres  be  allowed 
to  wait  till  full  term  and  then  that  symphyseotomy  be  performed.  It 
should  take  the  place  of  Caesarean  section  in  all  cases  where  the  length 
of  the  conjugata  vera  will  permit  delivery  of  a  living  child  by  sym- 
physeotomy. Its  usefulness  in  this  direction  may  be  somewhat  ex- 
tended by  combining  it  with  premature  induced  labor.  Pinard, 
Eustache  and  Garrigues  consider  symphyseotomy  preferable  to  for- 
ceps application  and  version  in  narrow  pelves. 

As  to  the  mathematical  limits  for  symphyseotomy,  they  can  be 
figured  out  for  a  child  of  normal  dimensions.  As  the  biparietal  axis 
of  the  head  is  9.5  centimetres  and  we  can  depend  on  a  gain  of  two 
centimetres  by  the  symphyseotomy  and  0.5  centimetre  by  compression 
of  the  head,  a  conjugata  vera  of  seven  centimetres  will  be  the  mini- 
mum limit  for  the  operation.  The  maximum  limit,  according  to  most 
authors,,  should  be  placed  at  a  conjugata  vera  of  nine  centimetres  for 
a  flattened  pelvis  and  a  maximum  limit  for  a  generally  contracted 
pelvis  of  ten  centimetres.  Morisani  places  the  minimum  limit  at  6.7 
Zweifel  at  6.5  and  Leopold  at  six  centimetres. 

Of  forty  modern  symphyseotomies  the  conjugata  vera  ranged  as 
follows  : 

Conjugata  vera  (mm.). .  60-64  65-69  70-74  75-79  80-84  85-89  90-94  95-100. 
Number  of  cases   3         5         15       10        4         o         1  2. 

The  biparietal  diameter  of  the  foetal  head  was  as  follows  : 

Biparietal  diameter  of  foetal  head  (mm.)..  . .  85-S9  90-94  95-99  100  no. 
Number  of  cases   5  n  611. 

The  difference  in  length  between  the  two  is  shown  in  the  following 
.table  : 

Difference  between  the  length  of  the 
biparietal  diameter  of  foetal  head  and 

conjugata  vera  (mm.)   12-14      15-19     20-24     25-29  30-33. 

Number  of  cases   3  6  8  5  2. 
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Symphyseotomy,  since  its  resurrection,  has  obtained  remarkable 
results  and  has  gained  numerous  advocates.  Its  general  adoption  by 
the  medical  profession  as  a  legitimate  obstetrical  procedure  seems  to 
be  only  a  question  of  time.  Its  adoption  would  necessitate  a  more 
general  use  of  the  pelvimeter  and  thereby  insure  a  more  rational  mid- 
wifery than  exists  at  the  present  time. 

The  general  rules  for  the  selection  of  obstetrical  operations,  as 
modified  by  the  adoption  of  symphyseotomy,  could,  I  believe,  be 
formulated  about  as  follows  : 


Length  of  conj.  vera. 
Child  living  


Child  dead, 


10.5-9 

9-7 

7-5-5 

5.5-4.5 

4.5  or  less. 
Caesarean 

Forceps 

Induced 

Caesarean  section, 

Caesarean 

or 

labor  or 

or  induced  labor 

section. 

section. 

version. 

symphyse- 

combined with 

Crani- 

otomy. 

symphyseotomy. 

Crani- 

Craniotomy. 

Crani- 

Caesarean 

otomy. 

otomy. 

otomy. 

section. 

These  are,  of  course,  only  general  rules,  modifications  of  which 
would  be  allowed  in  individual  cases.  The  subcutaneous  method  of 
operation  should,  I  think,  be  preferred,  as  it  causes  less  haemorrhage, 
is  less  of  a  lesion,  is  better  adapted  to  asepsis  and  because  the  field  of 
operation  can  easily  be  laid  open,  should  the  necessity  arise. 

Discussion. 

Dr.  T.  J.  Watkins  :  Dr.  Sandberg's  paper  shows  a  careful  study 
of  symphyseotomy.  He  has  presented  the  subject  in  a  forcible  and 
lucid  manner.  I  have  recently  had  occasion  to  perform  symphyseot- 
omy in  my  service  at  Cook  County  Hospital.  The  open  method  of 
operation  was  employed.  The  symphysis  was  oblique  from  right  to  left 
from  above  downward  and  was  completely  ossified.  After  severing 
the  soft  tissues  anteriorly,  the  pubic  bones  were  separated  with  ease 
and  rapidity  by  means  of  a  small  chisel  and  mallet.  The  haemor- 
rhage was  slight.  It  seems  to  me  that  in  all  cases  of  symphyseotomy 
the  chisel  and  mallet  are  preferable  to  the  falcetta,  the  bistoury  or  the 
saw  because : 

1.  A  shorter  incision  is  required  ;  2.  Detachment  of  the  pyrami- 
dal muscles  is  unnecessary ;  3.  Haemorrhage  is  slight;  4.  Separation 
and  incision  of  the  soft  tissues  on  the  inner  surface  of  the  pubes  is 
avoided  ;  5.  Danger  of  injury  to  the  bladder  and  urethra  is  abso- 
lutely removed  ;  6.  Liability  to  infection  is  less,  since  the  incision 
need  not  extend  so  far  down,  and  lacerations  from  the  passage  of  the 
child's  head  are  less  apt  to  extend  into  the  wound  of  operation. 
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I  am  unable  to  appreciate  the  particular  advantages  claimed  tor 
the  subcutaneous  as  compared  with  the  open  method.  After  division 
of  the  symphysis  the  descent  of  the  foetal  head  produces  rotation  of 
the  sacro-iliac  joints,  which  probably  increases  the  pelvic  diameters 
as  much  as,  or  more  than,  the  pubic  separation  which  occurs.  This 
explains  the  unsatisfactory  results  of  pubiotomy  on  the  cadaver. 
The  descent,  through  the  divided  pelvis,  of  a  foetal  head  whose 
diameters  are  much  greater  than  those  of  the  pelvis  must  produce 
extensive  lacerations  of  the  connective  tissue  of  the  anterior  vaginal 
wall,  with  resultant  urethrocele,  cystocele  and  uterine  displacement. 
Tears  into  the  urethra  and  bladder  would  seem  to  be  due,  not  to 
stretching  but  rather  to  their  engagement  between  the  foetal  head  and 
the  sharp  angles  of  the  divided  pubic  bones.  The  more  recent 
writers  upon  this  subject  do  not  regard  the  danger  of  non-union  of 
the  pubic  bones  as  materially  important,  and  it  would  seem  the  con- 
ditions for  union  would  be  as  favorable  in  such  cases  as  in  any  com- 
pound fracture. 

The  indications  for  the  operation  should  include  the  diameters  of 
the  pelvis,  the  size  of  the  child's  head,  the  degree  of  ossification  of  the 
cranial  bones,  the  age  of  the  mother  and  history  of  previous  deliveries. 
"  Cranial  ossification  and  the  compressibility  of  the  head  diminish  pro- 
gressively with  the  age  of  the  mother." 

Dr.  F.  A.  Stahl  :  The  indications  for  symphyseotomy  are  never 
the  indications  for  craniotomy.  Unless  the  child  is  dead  craniotomy 
should  never  be  performed,  while  symphyseotomy  should  never  be 
performed  unless  the  child  is  alive.  In  view  of  the  traumatism  and 
the  permanent  disabilities  consequent  upon  symphyseotomy  and  in 
view  of  the  other  methods  we  can  use  to  overcome  the  same  con- 
ditions, I  doubt  if  we  are  justified  in  resorting  to  symphyseotomy.  I 
see  no  reason  why  perfect  reparation  and  recovery  of  function  should 
be  so  much  more  rapid  in  the  case  of  this  joint  than  occurs  in  similar 
lesions  of  other  joints.  I  regard  this  operation  very  much  in  the 
light  of  the  tidal  waves  we  have  had  in  medical  science  during  the 
past  year  or  two,  such  as  Koch's  lymph  and  Pasteur's  treatment  for 
hydrophobia.  I  believe  that  ten  or  fifteen  years  from  now  symphyse- 
otomy will  have  reclined  into  the  oblivion  in  which  it  existed  ten  or 
fifteen  years  ago. 

Dr.  F.  Byron  Robinson  :  Dr.  Stahl's  remark  that  symphyseotomy 
will  in  fifteen  years  be  back  where  it  was  fifteen  years  ago  I  do  not 
think  will  hold  good.  I  think  the  operation  has  come  to  stay.  I 
have  practiced  symphyseotomy  on  a  cadaver  a  number  of  times  and 
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was  unfavorably  impressed,  but  since  performing  the  operation  on  the 
living  subject  I  am  convinced  that  it  is  a  legitimate  obstetrical  pro- 
cedure. I  operated  by  the  open  method,  using  the  index  finger  as  a 
director,  and  cut  with  a  long,  straight  probe-pointed  knife  from  be- 
hind forward  and  downward.  The  pubic  bones  separated  easily  until 
the  ligamentum  arcuatum  was  reached.  Profuse  venous  haemorrhage 
occurred,  which  was  controlled  by  tamponing.  On  complete  division 
of  the  pubic  symphysis  the  bones  separated  more  than  two  inches. 
The  child's  head  engaged  readily  and  was  easily  extracted  by  forceps. 
The  condition  of  the  child  was  good.  It  was  difficult  to  keep  the 
bladder  from  protruding  into  the  wound  and  the  bones  would  not  re- 
main in  contact.  The  vagina  was  torn  by  the  separation  and  the 
wound  became  infected.  The  pubic  bones  were  held  in  contact  by 
bandages.  I  think  the  pubic  bones  should  be  sutured  with  wire.  I 
prefer  the  open  method  of  operation,  as  I  can  see  what  I  am  doing. 
I  think  symphyseotomy  is  a  useful  operation  and  that  it  has  come  to 
stay.  I  hope  I  shall  never  again  do  craniotomy  on  a  living  child. 
Symphyseotomy  is  destined  to  save  many  children.  But  I  would 
urge  that  the  technique  of  the  operation  should  be  learned  on  the 
cadaver.  I  fear  that  symphyseotomy,  in  the  so-called  progressive 
operative  craze,  will  be  abused.  Before  doing  the  operation  careful 
pelvic  measurements  should  be  made.  And  yet  mathematics  in  the 
pelvis  alone  will  not  be  sufficient.  The  size  of  the  fcetal  head  must 
also  be  taken  into  consideration.  By  judicious  selection  of  cases 
symphyseotomy  will  fill  a  very  useful  role  in  obstetrical  surgery. 

Dr.  Henry  Parker  Newman  :  I  would  like  to  report  a  case 
which  has  recently  occurred  in  my  practice.  The  mother  was  twenty- 
nine  years  old,  five  feet  six  inches  in  height  and  weighed  one  hundred 
and  eighty-five  pounds.  This  was  her  second  pregnancy.  The  first, 
some  six  years  previous  to  this,  had  resulted  in  a  severe  and  pro- 
tracted labor  and  permanent  injury  to  the  genital  tract  from  the  use 
of  instruments.  She  had  then  been  attended  by  a  prominent  and 
skillful  accoucheur,  and  I  believe  that  the  extreme  mutilation  sus- 
tained was  unavoidable  according  to  the  methods  then  in  vogue. 

About  four  years  ago  the  patient  came  to  me  for  repair  of  the 
principal  injury,  an  immense  tear  dividing  the  cervix  entirely  through 
to  the  cervico-uterine  junction,  in  consequence  of  which  her  general 
condition  was  greatly  impaired. 

On  May  3,  1893,  I  was  called  to  her  and  was  told  that  she  had 
been  in  labor  ten  days  (there  had  probably  been  uterine  contractions 
during  that  length  of  time).    The  patient  was  much  exhausted  from 
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the  prolonged  and  futile  pains  of  the  twelve  hours  before  I  saw  her 
and  the  broken  rest  of  the  preceding  ten  days.  She  had  a  generally 
contracted  pelvis  with  a  conjugate  diameter  of  nine  centimetres. 
The  fcetal  head  was  large.  The  presentation  was  occipito-posterior 
and  atresia  of  the  cervix,  uterine  inertia,  etc.  existed.  The  complete 
occlusion  of  the  cervix  was  explained  by  the  fact  that  pregnancy  had 
followed  the  operation  for  restoration  almost  immediately  and  had 
been  complicated  in  the  early  months  with  erosions  incident  to  cer- 
vical endometritis. 

I  incised  the  cervix  and  dilated  sufficiently  to  introduce  two  or 
three  fingers  but  retraction  was  very  imperfect. 

The  measurements  of  the  pelvis  and  child's  head  were  as  follows  : 

Centimetres. 


Between  the  iliac  crests   25 

Superior  spinous  processes   23 

Symphysis  pubis  and  upper  spinous  process  of  sacrum. . .  18 

Conjugate  diameter  (at  brim)   9 

Occipito-mental  diameter  of  head   15 

Occipito-frontal   13 

Biparietal   10 

Bitemporal   9 

Trachelo-bregmatic   10 

Frcnto-mental   30 


My  assistants  were  Drs.  J.  L.  McCullom  and  F.  S.  Cheney.  Tak- 
ing into  consideration  the  existing  conditions,  with  the  head  at  the 
brim  in  the  occipito-posterior  presentation,  and  the  history  of  the 
previous  confinement,  we  discussed  the  following  alternatives:  (1)  to 
use  the  axis-traction  forceps,  as  had  been  done  in  the  previous  con- 
finement and  run  the  risk  of  still  more  extensive  injury  than  formerly  ; 
(2)  to  turn  and  deliver,  with  the  danger  of  fixation  of  the  after-com- 
ing head  and  loss  of  the  child  ;  and  (3)  symphyseotomy.  The  latter, 
which  I  still  think  was  the  best  procedure,  was  decided  upon. 

The  patient  was  prepared,  anaesthetized,  pubes  shaved,  and  with 
an  ordinary  scalpel  an  incision  two  inches  long  was  made  through  the 
skin  and  superficial  fat  directly  down  upon  the  pubjc  joint.  Con- 
tinuing the  incision  through  the  cartilage,  a  separation  of  about  an 
inch  was  gained  and,  after  the  posterior  pubic  ligament  had  been 
divided,  another  full  inch  of  separation  was  obtained.  This  was  par- 
ticularly marked  when  the  head  was  being  extracted  through  the 


488 


Transactions  of  Societies. 


superior  strait,  which  was  easily  accomplished  by  means  of  forceps. 
There  was  neither  laceration  of  the  parts  nor  injury  to  the  bladder. 

A  gauze  drain  was  used  in  the  lower  angle  of  the  wound,  the 
upper  part  being  united  by  deep  silkworm-gut  sutures.  The  bones 
were  not  sutured. 

The  child,  a  female,  weighing  twelve  pounds,  was  not  injured  in 
any  way,  and  the  mother  made  a  most  comfortable  and  satisfactory 
recovery.  A  bandage  of  strong  cotton  cloth  around  the  hips,  reach- 
ing to  the  thorax,  was  worn  for  two  weeks  and  the  patient  was  kept 
strictly  in  the  recumbent  position.  At  the  end  of  four  weeks  she  was 
moved  to  the  sofa  and  in  six  weeks  was  allowed  to  go  about  the 
house.  At  this  time  there  was  slight  movement  to  be  detected  at  the 
symphysis  by  digital  examination  ;  the  woman  herself  felt  nothing 
unusual  in  walking.  I  repaired  the  slight  cut  which  I  made  in  the 
cervix  and  the  patient  is  now  enjoying  the  best  of  health. 

From  my  own  experience  I  am  confident  that  symphyseotomy  is 
an  operation  of  the  utmost  value  in  many  of  the  emergencies  arising 
in  the  lying-in  chamber  and  that  it  will  soon  assume  a  definite  rank 
in  obstetrical  operations  as  one  of  the  safest  and  most  conservative  at 
our  command.  Its  use  is  not  to  be  determined  by  any  autocratic 
standard  of  measurements  of  head  or  pelvis  but  by  the  judgment  of 
the  operator,  who  has  the  safety  of  the  child  and  the  present  and 
future  welfare  of  the  mother  at  heart. 

D.  Karl  Sandberg,  in  closing  the  discussion,  said  :  In  regard  to 
the  criticism  against  Morisani  for  having  performed  so  many  opera- 
tions in  a  short  space  of  time,  his  report  of  fifty-five  cases  is  simply  a 
collection  from  Italian,  French,  and  German  operators ;  probably  not 
more  than  twenty  per  cent,  belonged  to  Morisani  himself.  Dr.  Stahl 
proposes  that  the  pubic  bone  should  be  resected  instead  of  the  carti- 
lage, because  it  would  give  better  union.  That  has  been  proposed 
by  others  but  the  results  from  division  of  the  cartilage  have  been  so 
successful  that  there  has  been  no  reason  for  changing  the  method.  It 
was  stated  that  there  could  be  no  parallelism  between  craniotomy  and 
symphyseotomy,  as  craniotomy  was  never  performed  on  the  living  child. 
In  the  first  place,  I  believe  it  is  not  infrequently  performed  on  the  liv- 
ing child  ;  and  in  the  second  place,  where  the  child  is  dead  the  death 
of  the  same  has  generally  occurred  while  the  obstetrician  has  been 
waiting  for  delivery  to  take  place  or  has  been  caused  directly  by  the 
obstetrician's  attempt  at  delivery.  The  question  before  us  is,  How 
many  of  these  children  who  under  the  present  methods  are  allowed 
to  die  can  be  saved  by  symphyseotomy?    As  to  the  criticism  that 
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this  operation  is  a  fad  which  will  run  its  course  and  die  out,  of  course 
that  is  a  question  that  only  time  can  settle  ;  but  it  is  a  fact  that 
several  obstetricians  who  are  to-day  the  strongest  advocates  of  sym- 
physeotomy some  years  ago  were  its  strongest  opposers.  Dr.  Robin- 
son's experiments  on  the  dead  have  been  done  many  times  before 
but  it  has  always  been  observed  that  the  results  of  experiments  on 
the  cadaver  are  not  to  be  compared  to  operations  on  the  living.  *  Dr. 
Robinson  and  Dr.  Newman  declare  that  they  will  never  do  the  sub- 
cutaneous operation,  as  they  think  the  open  operation  difficult 
enough.  In  answer  to  that  I  will  simply  say  that  the  man  who  took 
up  the  operation  again  after  it  had  been  condemned  by  the  whole 
medical  profession  introduced  the  subcutaneous  operation  and  has 
been  very  successful  with  it.  Furthermore,  both  Dr.  Newman  and 
Dr.  Robinson  had  very  severe  haemorrhages  in  their  cases,  and  that 
is  what  all  operators  have  observed  :  with  the  open  method  the 
haemorrhage  is  considerably  greater  than  with  the  subcutaneous 
method.  As  far  as  I  understand  Dr.  Robinson,  his  operation  was 
something  between  the  open  and  the  subcutaneous  methods.  Another 
objection  to  the  open  method  is  that  it  is  very  difficult  to  keep  the 
wound  aseptic ;  it  is  continually  bathed  by  the  lochial  discharge  and 
the  urine.  And  it  is  a  fact  that  a  great  percentage  of  the  cases  oper- 
ated upon  by  the  open  method  suffer  from  fevers.  Out  of  Zweifel's 
fourteen  cases  only  three  did  not  develop  fever.  Dr.  Robinson  said 
it  was  impossible  to  get  the  finger  behind  the  symphysis  pubis.  I 
think  the  operation  should  be  performed  at  the  stage  of  labor  when  it 
is  possible  to  get  the  finger  down.  One  should  not  wait  until  all 
other  means  are  tried  and  then  resort  to  symphyseotomy  when  noth- 
ing else  can  be  done.  I  fully  agree  with  Dr.  Jaggard  and  Dr.  Hen- 
rotin  that  midwifery,  as  practiced  in  this  city  and  many  other  places 
to-day,  deserves  a  great  deal  of  criticism.  But  much  of  this  could  be 
avoided  if  the  obstetrician  would  always  make  it  a  rule,  when  taking 
charge  of  a  case,  to  measure  the  pelvis  externally  and  internally  and 
then  make  up  his  line  of  treatment  for  each  case.  Now,  frequently, 
the  obstetrician  goes  to  the  case  and  sits  down  and  watches  as  long 
as  everything  is  all  right,  and  if  anything  is  wrong  he  makes  his  meas- 
urements afterward  or  not  at  all.  Dr.  Jaggard  stated  that  the  opera- 
tion could  not  be  rejected  and  could  not  be  generally  adopted  ;  could 
only  be  done  in  hospitals.  That  is  the  stand  that  numerous  German 
obstetricians  have  taken  ;  but,  on  the  other  hand,  there  are  others — 
for  instance,  Zweifel — who  advocates  its  adoption  by  the  general 
practitioner,  and  it  is  a  question  that  it  is  difficult  to  decide  at  such 
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an  early  stage  of  the  operation.  Dr.  Jaggard  also  said  that,  as  a  rule, 
when  the  conjugate  is  between  six  and  a  half  and  eight  and  a  half 
centimetres,  the  child  living  and  the  woman  infected,  forceps  should 
be  tried  carefully  and,  if  not  successfully,  symphyseotomy  should  be 
performed  ;  but  if  the  woman  is  aseptic,  Caesarean  section  should  be 
performed.  If  that  should  be  laid  down  as  a  rule  there  would  be 
very  little  room  for  symphyseotomy.  Eustache,  on  the  other  hand, 
thinks  symphyseotomy  should  not  be  performed  if  the  woman  is  in- 
fected. The  mortality  certainly  has  been  quite  high  in  the  hands  of 
some  operators,  but  I  believe  this  is  principally  due  to  the  open 
method  of  operating  with  its  liability  to  infection.  The  final  results, 
however,  as  to  the  woman's  health  seem  to  have  been  very  satis- 
factory. In  Morisani's  fifty-five  cases  it  appears  that  only  nine  per 
cent,  suffered  from  vesico-vaginal  fistula  and,  indeed,  that  seems  to 
have  been  the  only  kind  of  permanent  injury.  In  regard  to  the  relative 
value  of  the  life  of  the  child  and  the  mother,  that,  of  course,  is  some- 
thing which  can  not  be  stated  in  any  tabulated  form.  It  will  always 
be  a  matter  of  individual  judgment  in  each  individual  case.  Dr. 
Jaggard  states  that  maternal  mortality  in  craniotomy,  if  properly  per- 
formed, is  zero.  That  may  be  so.  I  have  no  doubt  there  are  many 
operators  who  have  performed  craniotomy  without  fatal  results  to  the 
mother,  but  there  are  many  others  who  have  performed  craniotomy 
with  numerous  fatal  results  ;  and  I  think  the  percentage  I  gave  as  to 
the  mortality  is  correct,  because  it  is  collected  from  a  number  of  dif- 
ferent, operators.  Dr.  Newman  objects  to  catgut  for  bony  union  as 
useless.  I  have  no  great  personal  experience  with  catgut,  but  Zweifel 
has  used  silver  wire  and  gave  it  up  as  undesirable.  He  thought  that 
it  irritated  the  urethra  and  caused  incontinence  of  urine  and  he  sub- 
stituted catgut,  with  which  he  seems  well  satisfied. 
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Abstract  of  a  paper  entitled 

THE  FIRST  AMERICAN  SYMPHYSEOTOMY. 
By  Robert  P.  Harris,  M.  D. 

Until  last  October  it  was  supposed  that  the  first  American  sym- 
physeotomy was  performed  by  Professor  Charles  Jewett,  of  Brooklyn, 
on  September  30,  1892,  but  it  was  then  found  that  Dr.  William  T. 
Coggin,  of  Athens,  Ala.,  had  operated  in  Freedman,  Ala.,  on  March 
12,  1892,  with  success.  Learning  of  Dr.  Coggin's  case,  I  opened  a 
correspondence  with  him  and  desire  now  to  give  him  credit  for  the 
initial  operation  in  this  hemisphere.  He  was  under  the  impression 
that  as  many  as  five  operations  had  preceded  his  in  this  country; 
otherwise  he  would,  no  doubt,  have  given  an  early  report  of  his  case. 

The  record  of  Dr.  Coggin's  case  shows  that  Dr.  Pinard  and  Var- 
nier  of  Paris  did  not  influence  him  in  operating  only  thirty-six  days 
after  the  first  trial  of  the  former,  for  he  had  not  heard  of  Pinard's 
case.  He  was  in  Heidelberg  in  1890,  where  he  heard  of  the  remark- 
able successes  of  Italian  operators  using  this  method.  He  determined 
to  try  it  in  preference  to  craniotomy,  as  soon  as  a  suitable  case  should 
present  itself.  Dr.  Coggin  was  a  graduate  in  medicine  of  eight  years' 
standing  at  this  time  and  prepared  to  accept  a  plan  of  obstetrics  that 
would  obviate  the  necessity  of  craniotomy. 

It  is  well  known  that  no  symphyseotomy  was  performed  in  Europe 
except  in  Italy,  from  1865  to  1892,  though  from  1886  to  1892  there 
was  good  success  by  Italian  operators.  But  these  operators  boasted 
so  little  of  their  work,  that  it  was  not  until  a  long  record  of  successful 
cases  had  been  collectively  reported  that  the  attention  of  the  medical 
world  was  turned  in  this  direction.  In  the  seven  years  \ip  to  January 
1,  1892,  there  had  been  thirty-seven  Italian  operations,  with  two 
women  and  three  children  lost.  One  of  these  women  had  been  in 
labor  ninety-six  hours  and  died  of  septicaemia  ;  the  second  had  been 
in  labor  several  days  and  died  of  metro-peritonitis. 
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Dr.  Coggin  operated  upon  the  wife  of  a  miner,  a  primipara,  twenty- 
three  years  old  and  five  feet  seven  inches  tall,  who  had  been  in  labor 
fifteen  and  a  half  hours  when  he  was  called.  He  found  the  pelvis  of 
the  justo-minor  type,  about  one  third  smaller  than  the  average  and  too 
much  contracted  to  admit  the  passage  of  forceps.  He  opened  the 
symphysis,  applied  the  forceps  and  delivered  a  male  child  weighing 
eleven  pounds  and  three  quarters,  without  injury  either  to  the  sacro- 
iliac synchondrosis  or  the  soft  parts. 

The  pubic  bones  were  separated  two  inches  and  three  quarters, 
there  was  speedy  union  and  no  lameness.  The  child  did  well.  There 
have  now  been  thirty-five  operations  in  the  United  States,  and  this 
woman  bore  the  largest  child  but  one,  which  weighed  twelve  pounds. 

As  promptness  in  action  is  an  important  element  of  success  in  this 
operation,  it  is  surprising  that  only  four  women  have  died  out  of  the 
thirty-five  cases,  for  short  labors  have  been  the  exception,  as  will  be 
seen  by  the  following  statistics  :  Labor  induced  in  two  cases ;  labor 
before  operation,  of  six  hours  or  less,  one  ;  seven  to  twelve  hours, 
five  ;  thirteen  to  twenty-four  hours,  fifteen  ;  twenty-five  to  thirty-six 
hours,  two  ;  thirty-seven  to  fifty  hours,  six  ;  fifty-one  to  sixty-two 
hours,  one ;  sixty-three  to  seventy-six  hours,  two ;  and  eighty-nine 
hours,  one.  The  four  fatal  cases  were  in  labor  respectively  sixteen, 
twenty,  twenty-five  and  seventy-two  hours. 

The  order  and  date  of  introduction  of  the  operation  into  the  sev- 
eral countries  is  interesting  to  note. 


u 

V 

Date  of 
introduction. 

Result 

Result 

B 
rs 

Country. 

Locality. 

Operator. 

to 

woman. 

to 
child. 

I 

France. 

Paris. 

Prof.  Adolphe  Pinard. 
Dr.  Wm.  Thos. 
Coggin. 

Feb.  4,  1892. 

Reccv. 

Died. 

2 

United  States. 

Freedman,  Ala. 

Mar.  12,  1892. 

Lived. 

3 

Germany. 

Strassburg. 

Prof.  Wilhelm  A. 
Freund. 

Apr.  29,  1892. 

4 

Austria. 

Cracow. 

Dr.  W.  Harajiewicz. 

Aug.  4,  1892. 

Dead. 

5 

Russia. 

Helsingfois. 

Dr.  Adolphe  Torn- 
gren. 

Sept.  5,  1892. 

Died. 

Lived. 

6 

Brazil. 

Rio  de  Janeiro. 

Dr.  Rodrigues  dos 

Nov.  11, 1892. 

Recov. 

Santos. 

7 

Ireland. 

Dublin. 

Dr.  William  J.  Smyly. 

Nov.  23, 1S92. 

8 

.Switzerland. 

Basle. 

Prof.  H.  J.  Fehling. 

Nov.  25, 1892. 

9 

Holland. 

Leyden. 

Prof.  Hector  Trcub. 

Dec.  2,  1892. 

Died. 

10 

Canada. 

Montreal. 

Dr.  J.  A.  Springle. 

Dec.  5,  1892. 

Recov. 

ii 

India. 

Bombay. 

Surg.-Maj.  H.  P. 
Dim  mock. 

Dec.  22,  1892. 

Dead. 

12 

England. 

London. 

Dr.  Arthur  H.  N. 

Feb.  12,  1893. 

Lived. 

Lewers. 
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The  record  of  the  year  1892  has  been  carefully  collected  by  Dr. 
Franz  L.  Neugebauer,  of  Warsaw  ;  Professor  Charpentier,  of  Paris  ; 
Dr.  Francesco  Caruso,  of  Naples  ;  and  the  writer  ;  and  there  have 
been  eighty-one  cases,  with  ten  deaths  of  mothers  and  twenty-four  of 
children.  France  had  thirty-seven  operations,  with  six  deaths  ;  Ger- 
many eleven,  with  two  deaths;  Austria  six,  with  one  death;  Italy 
nine  and  the  United  States  eight,  with  no  death  ;  Russia  four,  with 
one  death;  Brazil,  Ireland,  Switzerland,  Holland,  Canada  and  India 
one  each,  with  one  death,  in  the  Holland  case.  The  record  of  1893 
will  probably  reach  two  hundred  cases. 

The  medical  profession  in  England  has  been  very  slow  in  adopt- 
ing this  operation,  and  the  prejudice  against  it  seems  stronger  than  in 
other  countries. 

There  is  much  fallacy  in  calculating  the  risks  of  symphyseotomy 
from  the  average  results,  as  the  experience  is  largely  individual  and 
conditions  vary  greatly.  The  main  object  is  to  save  the  lives  of  both 
mother  and  child ;  but  the  avoidance  of  injuries  to  the  woman  must 
also  be  considered.  Each  case  must  be  taken  by  itself  in  making  a 
prognosis  ;  the  length  of  labor,  the  degree  of  contraction,  the  size  of 
the  child  and  the  condition  of  both  mother  and  child  at  the  time 
of  operation. 

Symphyseotomy  in  too  many  cases  is  the  surgery  of  emergency, 
and  the  results  must  be  considered  in  that  light.  Where  the  dispro- 
portion between  the  size  of  the  foetal  head  and  that  of  the  pelvis  is 
great,  the  danger  to  the  foetus  is  increased.  Of  the  twenty-four  foetal 
deaths  in  1892,  probably  an  early  delivery  would  have  reduced  the 
number  one  half.  Antiseptic  surgery  has  removed  many  of  the  former 
objections  to  this  operation.  The  symphyseotomy  of  to-day  should 
be  used  as  a  substitute  for  craniotomy  in  skilled  hands. 

There  have  been  forty  operations  in  North  and  South  America 
together  in  1893  ;  twenty-seven  of  these  were  performed  in  the  United 
Slates,  and  of  this  number  twelve  were  done  in  Philadelphia. 

Discussion. 

Dr.  G.  Betton  Massey  :  Did  I  understand  the  doctor  to  say  that 
these  cases  did  not  present  lameness  after  the  operation  ?  I  should 
like  to  know  if  the  symphysis  unites  and  what  is  the.  nature  of  the 
union  ;  whether  it  is  simply  a  fibrous  union  or  not  ? 
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Abstract  of  a  paper  entitled 

A  CASE  OF  SYMPHYSEOTOMY. 
By  Richard  C.  Norris,  M.  D. 

About  one  o'clock  Sunday  morning,  Nov.  19,  1893,  I  was  sum- 
moned to  a  patient,  Rose  H.,  colored;  unmarried;  aged  eighteen 
years  ;  primipara.  The  history  obtained  from  the  patient's  mother 
was  as  follows  : 

Labor  began  the  preceding  Wednesday  afternoon,  and  early 
Thursday  morning  a  midwife  was  summoned  who  waited  until  Satur- 
day for  spontaneous  delivery.  Two  advanced  medical  students  were 
sent  for  in  turn,  had  examined  the  patient  and,  recognizing  some 
serious  obstruction  to  labor,  had  sent  for  five  different  physicians 
near  by,  one  of  whom  had  catheterized  the  patient,  drawing  about 
three  ounces  of  urine.  The  abdomen  showed  a  high  position  of  the 
contraction  rim,  appearing  so  much  like  a  distended  bladder  that  I 
was  not  surprised  that  it  had  been  taken  for  one. 

On  examination  I  was  surprised  at  the  shallow  depth  of  the  pelvis 
and  the  increased  curve  of  the  sacrum.  The  os  was  fully  dilated  and 
retracted  ;  the  membranes  had  ruptured.  The  head  seemed  quite 
low  in  the  pelvis,  but  the  presenting  part  had  not  engaged.  The  pos- 
terior fontanelle  was  to  the  left,  and  the  sagittal  suture  occupied  the 
transverse  diameter  of  the  inlet.  The  sacral  promontory  was  very 
prominent.    Pelvic  measurements  were  as  follows  : 

Centimetres. 


Inter-spinous   19% 

Inter-cristal   20% 

Diagonal   19 

Circumference     70 

External  conjugate   16 

Inter-trochanteric   27 

Diagonal  conjugate   9  scant 

Estimated  conjugate   7  scant. 


The  fcetal  heart  was  130  to  the  minute,  distinct  and  loudest  at 
left  of  median  line.  The  patient  was  sent  to  the  maternity  wards  of 
the  University  Hospital  and,  after  receiving  a  bath,  an  enema  and  a 
vaginal  douche,  was  etherized  and  carefully  examined. 

Hearing  in  mind  the  extent  to  which  the  head  of  a  negro  baby 
will  mold  and  adapt  itself  to  a  contracted  pelvis,  I  carefully  applied 
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the  forceps  to  see  what  results  could  be  obtained  by  judicious  trac- 
tion ;  but  a  few  efforts  showed  that  it  would  be  useless  to  persist,  and 
the  symphysis  was  opened  with  a  Galbiatti  knife,  through  an  inch 
and  a  half  incision  in  the  lower  abdominal  wall.  Not  more  than  a 
tablespoonful  of  blood  was  lost.  Axis-traction  forceps  were  applied, 
the  ilia  being  supported  by  two  assistants.  The  greatest  separation 
at  the  symphysis  was  not  more  than  an  inch. 

As  the  foetal  heart  was  distinct  and  but  slightly  accelerated,  and 
as  vigorous  tractions  accomplished  but  little,  I  thought  it  wise  to  de- 
liver the  patient  cautiously  and  deliberately  to  avoid  injuries  to  the 
child  and  mother.  With  very  vigorous  traction,  however,  it  took  one 
and  a  half  hours  to  deliver  the  child,  the  final  birth  of  the  head  being 
rapid,  as  the  heart  sounds  were  feeble  and  rapid.  The  baby  gasped, 
discharged  bloody  fluid  from  its  mouth  but  died  in  spite  of  efforts  to 
revive  it. 

After  repairing  the  vaginal  and  perineal  lacerations,  the  abdominal 
wound  was  closed  with  silkworm-gut  sutures  and  a  firm  binder  ap- 
plied around  the  pelvis.  The  diameters  of  the  child's  head  were  as 
follows  : 

Centimetres. 


Bitemporal   8 

Biparietal   9% 

Occipito-mental   14% 

Occipito-frontal   12 

Trachelo-bregmatic   g3/4 

Occipito-frontal  circumference   32 


The  child,  a  female,  weighed  eight  pounds. 

The  patient's  convalescence  was  uneventful  until  the  third  day, 
when  cystitis  developed,  followed  by  incontinence  of  urine  which 
contained  an  abundance  of  pus  and  numerous  tube  casts.  The  pa- 
tient had  been  catheterized,  without  any  special  care  as  to  chemical 
cleanliness,  by  one  of  the  physicians  who  saw  her  before  my  visit. 
She  also  required  catheterization  after  delivery. 

"The  microscopic  examination,"  according  to  Dr.  Cattell, 
"  showed  that  the  kidney  disease  has  probably  been  going  on  for  a 
long  time." 

The  cystitis  gradually  improved  under  treatment,  until  there  was 
no  incontinence  of  urine  and  but  little  pus. 

On  the  fifteenth  day  the  patient  developed  mania.  Beginning 
with  mild  hilarity,  acute  mania  soon  supervened  requiring  the  pa- 
tient to  be  strapped  in  bed.    Her  mental  condition  gradually  became 
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one  of  apathy  and  confusion.  The  highest  temperature  during  her 
five  weeks'  hospital  stay  was  ioi°.  She  was  allowed  to  return  to  her 
home  at  her  mother's  solicitation,  and  at  the  present  writing,  two 
months  after  operation,  the  mental  confusion  has  largely  disappeared, 
the  symphysis  is  firmly  united  and  there  are  no  symptoms  of  bladder 
or  kidney  disease. 

The  points  of  interest  in  the  case  are  : 

1.  The  prolonged  labor  of  ninety  hours,  the  longest  on  record  in 
any  American  symphyseotomy. 

2.  The  difficulty  in  accurate  estimation  of  the  conjugate  vera  in 
any  case  of  flat  pelvis.  Hirst's  modification  of  Skutsch's  pelvimeter 
is  the  best  instrument ;  but  with  greatest  care  in  calculation,  I  found 
on  subsequent  measurement  that  the  conjugate  was  only  6.5  centime- 
tres. Cesarean  section,  in  my  opinion,  would  have  been  preferable 
with  this  degree  of  contraction. 

3.  The  small  amount  of  separation  at  the  symphysis,  certainly  not 
more  than  an  inch. 

4.  The  prompt  appearance  of  cystitis  following  the  use  of  an  un- 
clean catheter  in  a  bladder  which  had  been  subjected  to  prolonged 
compression  and  perhaps  contusion. 

5.  The  development  of  so-called  puerperal  insanity.  Bearing  in 
mind  the  predisposing  causes  of  this  complication  and  the  condition 
of  my  patient,  it  is  small  wonder  that  she  developed  confusional  in- 
sanity. She  had  had  chorea  in  early  life,  was  suffering  from  kidney 
disease  and  was  illegitimately  pregnant  ;  add  to  these  a  labor  lasting 
ninety  hours,  prolonged  anaesthesia,  a  severe  operation,  haemorrhage 
from  perineal  lacerations  and  finally  cystitis. 

Discussion. 

Dr.  Robert  P.  Harris  :  I  believe  that  the  doctor  was  correct  in 
selecting  symphyseotomy.  He  probably  would  have  lost  his  patient 
if  he  had  performed  a  Caesarean  section  at  the  end  of  eighty-nine  hours. 

As  to  the  statement  that  the  separation  is  greater  in  multipara,  we 
must  understand  that  when  the  operation  is  performed  upon  a  primip- 
ara,  it  is  the  first  time  that  the  separation  has  occurred.  In  one  re- 
ported case  a  separation  of  two  and  three  fourths  inches  occurred  in 
a  primipara.  In  that  case  the  child  was  a  male  weighing  eleven  and 
three-fourth  pounds.  Some  cases  in  primiparae  where  the  separation 
has  been  over  three  inches  have  been  reported.  The  degree  of  separa- 
tion depends  upon  the  increase  of  pelvic  caliber  required  for  the 
passage  of  the  head. 
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Dr.  Charles  P.  Noble  :  I  have  had  a  curious  experience  with 
regard  to  insanity  after  operations.  No  such  patient  has  become  in- 
sane after  the  removal  of  the  ovaries,  with  one  exception  and  she  had 
been  insane  prior  to  operation.  I  have  had  three  or  four  cases  that 
have  become  crazy  after  sewing  up  the  perinseum.  I  think  that  in 
every  case  it  was  brought  about  by  the  tormenting  desire  to  urinate, 
caused  by  an  infected  bladder.  They  all  recovered  when  the  cystitis 
got  well. 

Dr.  Richard  C.  Norris  :  We  all  know  that  during  pregnancy 
there  is  increased  mobility  in  the  joints  of  the  pelvis,  which  is  thought 
to  be  more  pronounced  in  multiparas  than  in  primiparae.  If  a  woman 
who  has  had  several  children  comes  to  have  her  symphysis  opened,  it 
seems  to  me  that,  from  the  fact  that  the  pelvic  joints  have  been  ac- 
customed to  separate  physiologically  several  times  previously,  they 
would  be  more  yielding  under  the  pressure  of  the  advancing  child 
and  thus  permit  greater  separation  at  the  symphysis. 

In  my  own  case,  I  had  no  knowledge  of  the  kidney  disease.  She 
was  in  a  desperate  condition  and,  I  think  fortunately  for  the  patient 
I  did  not  do  Cesarean  section.  So  far  as  the  child's  life  is  concerned, 
Cesarean  section  would  have  increased  its  chances. 

In  regard  to  insanity  following  operations  and  its  connection  with 
affections  of  the  bladder,  I  myself  believe  that  the  insanity  occurring 
after  operations  is  that  which  Dr.  Wood  has  described  as  confusional, 
due  to  a.. depressed  vital  condition  on  the  part  of  the  patient  and  not  de- 
pendent upon  anything  in  the  operation  per  se.  The  operation  is,  as 
it  were,  the  last  straw  that  breaks  the  camel's  back.  My  own  patient 
was  strongly  predisposed  to  insanity,  and  the  operation  was  sufficient 
to  so  depress  the  balance  that  she  lost  her  reason.  I  am  glad  to  say 
that  her  mental  condition  has  improved.  I  saw  her  to-day  and  she 
recognized  me  and  called  me  by  name,  the  first  time  since  the  occur- 
rence of  her  mental  confusion.  I  feel  convinced  that  the  bladder 
disease  alone  is  not  to  blame  for  the  change  in  her  mental  condition. 

Abstract  of  a  paper  entitled 

PROCIDENTIA  UTERI. 
By  Charles  P.  Noble,  M.  D. 

The  condition  of  procidentia  uteri  is  of  importance  to  the  practi- 
tioner because  of  the  frequency  with  which  it  exists  and  because  of 
its  curability  when  properly  treated.    In  order  to  appreciate  the  treat- 
32 
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ment  oT  procidentia,  it  is  necessary  to  refer  to  the  factors  engaged  in 
maintaining  the  pelvic  organs  in  their  normal  relations  and  also  to 
the  causes  which  tend  to  produce  their  downward  displacement, 
especially  to  the  displacement  of  the  uterus. 

In  general,  the  same  factors  preserve  all  of  the  pelvic  organs  in 
their  normal  relations,  and  the  same  factors  are  at  work  in  the  dis- 
placement of  each  and  all  of  these  viscera. 

Atmospheric  pressure  is  a  constant  factor  giving  the  abdomen  re- 
tentive power.  Variations  in  the  tonicity  of  the  abdominal  muscles 
interfere  with  this  function  ;  and  when  the  abdominal  walls  become 
lax  from  overdistention  or  from  atrophic  changes,  this  factor  in 
maintaining  the  normal  status  of  the  pelvic  viscera  becomes  largely 
inoperative. 

Habits  of  dress  also  modify  the  influence  of  the  intra-abdominal 
pressure  in  maintaining  the  pelvic  viscera  in  position.  The  use  of 
tight  corsets,  by  restricting  the  excursions  of  the  diaphragm,  tends  to 
prevent  the  ascent  of  the  pelvic  viscera  which  takes  place  normally 
with  each  expiration.  Also,  by  displacing  the  abdominal  viscera 
downward  it  forces  the  bowels  down  upon  the  pelvic  organs.  Tight 
lacing  kept  up  for  a  long  period  of  time  acts  further  by  inducing  an 
atonic  condition  of  the  muscles  of  the  trunk,  thereby  interfering  with 
the  normal  intra-abdominal  pressure. 

Another  factor  is  the  adipose  tissue  which  is  present  in  the  pelvis. 
The  loss  of  adipose  tissue  in  the  pelvis  favors  the  displacement  of 
the  pelvic  viscera.  Too  laborious  work  favors  displacement  of  the 
pelvic  organs,  especially  when  their  proper  supports  are  for  any 
reason  weakened. 

Such  consequences  are  most  apt  to  ensue  when  a  feeble  woman  is 
called  upon  to  do  extremely  heavy  work  or  when  such  work  is  per- 
formed by  one  who  has  suffered  injury  to  the  pelvic  supports. 

Constipation  favors  prolapse  of  the  pelvic  viscera.  Straining  at 
stool  accomplishes  the  same  result  as  too  laborious  work.  Constipa- 
tion acts  also  by  favoring  pelvic  congestion,  which  always  favors  dis- 
placement of  the  viscera  by  inducing  laxity  of  the  tissues. 

More  important,  however,  than  the  foregoing  are  the  proper  sup- 
ports of  the  pelvic  organs  themselves. 

The  principal  support  which  maintains  the  pelvic  viscera  in  their 
normal  relations  is  the  pelvic  floor,  the  most  important  structures  in 
which  are  the  levator  ani  muscle  and  the  pelvic  fasciae.  Upon  the 
integrity  of  these  structures  the  support  of  the  pelvic  viscera  depends. 
When  these  structures  no  longer  perform  their  normal  functions, 
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either  because  of  atrophy  or  because  of  laceration  of  their  tissues, 
downward  displacement  of  the  pelvic  viscera  is  favored.  This  point 
can  not  be  too  strongly  insisted  upon  ;  nor  can  it  be  made  too  clear 
that  these  are  the  structures  of  importance  in  giving  support  to  the 
rectum,  vagina,  bladder  and  uterus,  rather  than  an  imaginary  struc- 
ture formerly  known  as  the  perineal  body.  The  uterus,  more  espe- 
cially, receives  other  support  than  that  of  the  pelvic  floor — the  utero- 
sacral,  the  broad  and  the  round  ligaments  affording  a  certain  amount 
of  support  to  this  organ.  These  ligaments  and  the  retentive  power 
of  the  abdomen  are  of  importance,  rather  as  maintaining  the  uterus 
in  its  normal  position  of  anteflexion  than  in  keeping  it  at  a  certain 
plane  in  the  pelvis. 

Two  other  causes  of  procidentia  uteri  remain  :  one  is  retro-dis- 
placement of  the  uterus  and  the  other  is  increase  in  the  size  and 
weight  of  the  uterus.  The  influence  of  the  second  cause  in  favoring 
downward  displacement  is  so  clear  that  it  is  unnecessary  to  enlarge 
upon  it.  The  influence  of  retro-displacement  in  favoring  descent  of 
the  uterus  is  equally  clear,  if  the  anatomical  and  physical  relations  of 
the  pelvic  viscera  are  remembered.  The  uterus,  in  its  normal  posi- 
tion of  anteflexion,  lies  with  its  axis  at  an  acute  angle  with  the  vagina. 
In  this  position,  when  the  uterus  is  forced  downward,  it  simply  tends 
to  push  the  anterior  wall  of  the  vagina  against  the  posterior  wall, 
when  it  meets  with  the  resistance  of  the  pelvic  floor;  hence  the  vagina 
is  not  distended.  Intra-abdominal  pressure  falls  upon  the  posterior 
wall  of  the  uterus  and  maintains  the  uterus  in  its  normal  anteflexed 
position.  If,  for  any  reason,  the  uterus  becomes  retro-displaced,  its 
axis  becomes  parallel,  or  almost  parallel,  with  the  axis  of  the  vagina. 
Intra-abdominal  pressure  falls  upon  the  fundus  and  anterior  wall  of 
the  uterus  and  the  vesico-uterine  pouch  and  tends  to  drive  the  whole 
uterus  downward  along  the  axis  of  the  vagina  ;  thus,  to  a  greater  or 
less  degree,  inverting  the  vagina  in  its  descent. 

The  proper  study  of  every  case  of  procidentia  involves  a  careful 
investigation  into  each  of  these  factors  which  may  be  concerned  in 
its  production. 

In  my  experience,  by  far  the  most  important  cause  of  procidentia 
is  laceration  of  the  pelvic  floor,  especially  lacerations  involving  the 
levator  ani  muscle  and  pelvic  fascia.  This  injury  is  the  'primary  cause 
of  procidentia  in  ninety-nine  per  cent,  of  the  cases  which  come  un- 
der my  observation.  I  see  numerous  cases  of  slight  prolapsus  or 
descensus  uteri,  where  the  uterus  simply  descends  one  inch  or  an 
inch  and  a  half,  which  are  due  to  other  causes  than  a  torn  pelvic 
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floor.  Such  causes  as  tight  lacing,  hard  work,  constipation,  pelvic 
congestion,  etc.,  can  bring  this  about.  But  in  my  experience  these 
causes,  broadly  speaking,  are  incapable  of  producing  complete  proci- 
dentia of  the  uterus.  There  are  exceptions  to  this  rule,  but  only  one 
has  come  under  my  observation.  This  was  a  case  of  complete  pro- 
cidentia in  a  nulliparous  woman  having  lax  tissues,  who  had  been 
compelled  to  do  laborious  work  with  heavy  lifting. 

Treatment. — As  the  primary  cause  of  procidentia  is  a  torn  pelvic 
floor,  it  follows  that  if  lacerations  of  the  pelvic  floor  were  properly 
repaired  at  the  time  of  their  occurrence,  or  shortly  thereafter,  pro- 
cidentia uteri  would  be  prevented.  In  other  words,  the  way  to 
prevent  procidentia  uteri  is  to  do  immediate  perinaeorrhaphy  in  all 
cases  of  laceration  of  the  pelvic  floor  following  labor.  Immediate 
perinaeorrhaphy  can  be  done  at  any  time  within  twenty-four  hours 
after  labor,  and  doubtless  even  later,  with  complete  success.  If,  how- 
ever, the  suturing  is  postponed  more  than  six  hours  after  the  injury 
has  occurred,  it  is  better  to  freshen  the  raw  surfaces  by  scraping  them 
with  a  knife. 

A  perfect  prophylaxis  of  procidentia  uteri  involves  the  prevention 
or  cure  of  all  conditions  which  increase  intra-abdominal  pressure 
(such  as  tight  lacing  and  laborious  work),  retro-displacement  of  the 
uterus,  pelvic  congestion  (brought  about  especially  by  constipation), 
subinvolution  of  the  uterus  and  other  pelvic  organs.  When  proci- 
dentia really  exists  certain  conditions  are  always  present.  The  uterus 
prolapses  into  or  through  the  vulva  and  its  proper  ligaments  are  over- 
stretched. The  anterior  vaginal  wall  and  bladder  are  prolapsed,  and 
in  many  cases  a  large  cystocele  is  present.  The  posterior  vaginal 
wall  and  rectum  have  dropped  downward  and  backward  with  the 
pelvic  floor  ;  and  the  rectum  may,  or  may  not,  have  bulged  through 
the  open  introitus  ;  if  so,  constituting  a  rectocele.  In  many  cases  the 
uterus  will  be  found  elongated,  constituting  the  condition  known  as 
supra-vaginal  elongation  of  the  cervix.  This  is  brought  about  by 
stretching  of  the  cervical  tissue,  rather  than  by  its  hypertrophy. 

The  method  of  operating  which  I  have  followed  in  treating  this 
class  of  cases  is  to  do  a  high  amputation  of  the  cervix,  anterior  col- 
porrhaphy  and  Emmet's  perinaeorrhaphy.  The  amputation  of  the 
cervix  reduces  the  size  and  length  of  the  uterus,  and  through  the  way 
it  is  done  draws  the  vagina  to  a  higher  point  in  the  pelvis.  The  an- 
terior colporrhaphy  takes  up  the  slack  under  the  bladder  and  makes 
the  anterior  vaginal  wall  a  straight  line  from  the  pubic  arch  to  the 
cervix,  as  it  should  be.    The  perinaeorrhaphy  restores  the  pelvic  floor 
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to  its  normal  condition  and  gives  permanent  support  to  the  bladder 
and  uterus.  In  amputating  the  cervix,  the  vagina  is  cut  loose  from 
the  cervix,  the  bladder  is  stripped  off  in  front  and  the  subperito- 
neal tissues  stripped  off  behind.  The  lateral  attachments  of  the  cer- 
vix (the  bases  of  the  broad  ligaments)  are  now  ligated  and  cut  away. 
About  an  inch  of  the  cervix  is  now  amputated  ;  then  the  cut  edges 
of  the  vagina  are  stitched  to  the  stump  of  the  cervix,  the  mucous 
membrane  of  the  vagina  to  the  mucous  membrane  of  the  cervical 
canal  ;  thus  covering  in  the  stump  and  securing  primary  union. 

This  operation  draws  up  the  vagina  to  the  cervix  at  its  new  level. 
Also,  it  very  materially  reduces  the  size  and  weight  of  the  uterus,  not 
only  through  removing  part  of  the  structure  but  by  the  process  of 
involution  which  it  induces. 

In  doing  amputation  of  the  cervix,  a  few  heavy  silk  ligatures  are 
used  but  most  of  the  operation  is  done  with  catgut.  It  is  well  to 
have  a  silk  ligature  to  pass  through  each  lip  of  the  cervix  into  the 
cervical  canal,  so  as  to  have  two  silk  ligatures  at  the  pcint  where  the 
future  os  uteri  is  to  be,  as  otherwise  the  raw  edges  of  the  cut  vagina 
might  unite.  The  bases  of  the  broad  ligaments  can  be  tied  off  with 
catgut,  and  almost  all  of  the  sutures  about  the  cervix  can  be  of  this 
material.  This  is  a  decided  advantage,  as  it  is  not  desirable  to  make 
traction  upon  the  perinaeum  to  remove  these  sutures  for  some  weeks 
after  the  operation. 

Anterior  colporrhaphy  is  next  performed.  In  those  cases  in  which 
the  bladder  has  not  been  markedly  prolapsed  a  simple  oval  denuda- 
tion is  made,  which  is  closed  with  a  continuous  catgut  suture  in  two 
layers.  In  marked  cases  of  cystocele  Stoltz's  operation  is  done.  This 
consists  of  a  circular  denudation,  with  a  single  running  suture  placed 
like  the  drawing-string  of  a  bag  and  tied  in  the  same  way. 

In  doing  the  colporrhaphy,  when  the  oval  denudation  is  made, 
the  wound  is  closed  usually  with  a  running  catgut  suture  placed  in 
two  tiers.  Usually  one  or  more  silk  sutures  are  introduced  to  act  as 
stays. 

Emmet's  perineorrhaphy  is  then  done  and  is  that  part  of  the  op- 
eration which  makes  the  cure  a  permanent  one. 

In  restoring  the  pelvic  floor  I  have  not  been  content  with  doing 
the  regular  Emmet's  perineorrhaphy,  but  taking  this  Operation  as  a 
basis  I  have  made  the  denudation  as  extensive  as  possible  ;  in  this 
way  not  only  bringing  together  the  sundered  structures  but  in  addi- 
tion making  the  vagina  as  narrow  as  possible,  and  also  sewing  up  the 
vulva  to  a  certain  extent.    In  this  way  the  vagina  can  be  reduced  in 
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size,  so  that  it  scarcely  admits  more  than  the  index  finger — an  end  to 
be  desired  in  every  bad  case  of  procidentia. 

In  operating  upon  the  pelvic  floor,  the  upper  sutures  are  of  catgut 
and  the  lower  ones  of  silk.  This  obviates  the  necessity  of  removing 
the  upper  sutures,  which  embrace  only  the  cut  vaginal  walls  and  which 
are  used  only  to  help  in  narrowing  the  vagina.  Silk  is  used  in  suturing 
the  torn  ends  of  the  muscles  and  for  the  external  sutures.  The  ones 
in  the  skin  are  removed  in  a  week,  those  in  the  vagina  after  two  weeks. 

It  is  wise  to  treat  patients  having  procidentia  for  some  weeks  prior 
to  their  operation.  The  uterus  should  be  reposited  and  kept  in  its 
position  by  means  of  tampons.  In  order  to  secure  this  object  it  is  at 
times  necessary  to  put  the  woman  to  bed. 

After  the  operation  it  is  best  to  keep  the  patient  in  bed  for  at  least 
two  weeks,  and  preferably  for  three  weeks,  and  then  to  permit  only  a 
very  gradual  resumption  of  her  ordinary  occupation.  Such  patients 
should  be  cautioned  against  straining  or  lifting  and  should  be  in- 
formed that  it  requires  some  weeks  for  a  wound  to  become  thoroughly 
consolidated. 

It  is  perhaps  wise,  in  this  connection,  to  say  a  few  words  about 
the  use  of  the  pessary  for  procidentia.  Excepting  those  rare  cases  in 
which  the  procidentia  has  occurred  in  spite  of  the  fact  that  the  pelvic 
floor  is  intact,  the  use  of  the  pessary  for  this  condition  is  clearly  illogical. 

The  pessary  is  a  useful  instrument  in  the  treatment  of  slight  de- 
scensus and  of  retroflexion  of  the  uterus  when  the  pelvic  floor  is  intact. 
The  pessary  should  be  supported  from  below,  partly  by  the  vagina  it- 
self and  largely  by  the  encircling  slips  of  the  levator  muscle.  It  should 
never  get  its  support  from  the  pelvic  bones,  which  happens  when  a  large 
pessary  is  introduced  to  hold  up  a  procidentia  when  the  pelvic  floor  is 
widely  torn. 

Discussion. 

Dr.  G.  Betton  Massey:  I  have  been  much  interested  in  the  accu- 
rate statement  of  the  doctor  as  to  the  mechanical  conditions  present  in 
the  production  of  procidentia.  All  of  us  must  conclude  that  the  me- 
chanical conditions  here  are  paramount.  But  he  has  hardly  laid  suffi- 
cient stress  upon  one  accompaniment  of  procidentia,  hyperplasia  of  the 
uterus.  I  hardly  think  that  it  is  possible  for  procidentia  to  occur — cer- 
tainly it  has  not  done  so  in  my  experience — without  there  being  hyper- 
plasia of  the  uterus.  It  is  true,  as  he  says,  that  in  the  bulk  of  cases 
there  is  relaxation  of  the  pelvic  floor,  but  he  enumerated  some  cases 
that  could  occur  in  the  virgin.  Certainly  in  these  cases  there  is  no 
rupture  of  the  pelvic  floor,  yet  in  the  majority  of  cases  there  would  be 
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found  this  hyperplasia.  In  these  cases  the  proper  treatment  would  be 
to  arrest  the  condition  before  the  production  of  such  marked  disease  as 
to  demand  operation.  It  is  to  be  noted  that  the  treatment  described 
is  directed  toward  the  most  pronounced  cases.  I  conceive  that  much 
should  be  said  in  regard  to  the  moderate  cases  where  retroversion  or 
the  first  degree  of  prolapse  exists.  The  fault  there  is  the  want  of  rec- 
ognition of  some  of  the  recent  developments  of  bacteriology.  Here 
we  have  unquestionably  microbic  invasion  as  the  initial  lesion,  a  mi- 
crobic  invasion  of  the  mucous  membrane  of  the  uterus,  resulting  in 
hyperplasia.  Therein  lies  the  indication  for  the  most  valuable  treat- 
ment, one  instituted  in  time  for  the  arrest  of  the  microbic  condition 
and  the  cure  of  the  hyperplasia  that  results  from  it 

Dr.  Harris  A.  Slocum  :  Without  taking  more  than  a  moment,  I 
should  like  to  say  that  hyperplasia  is  not  always  the  cause  of  proci- 
dentia, as  Dr.  Massey  thinks.  About  two  weeks  ago  I  saw  a  patient, 
forty-three  years  of  age,  who  had  had  two  children.  The  uterus  was 
outside  of  the  body.  It  could  be  felt  as  readily  as  a  finger  in  a  glove, 
measured  one  and  a  half  inches  in  length  and  was  of  the  thickness 
of  the  thumb.  In  this  case  procidentia  was  certainly  not  caused  by 
an  enlarged  uterus. 

Dr.  Joseph  Price  :  I  wish  to  briefly  allude  to  the  prominence 
given  to  the  broad  ligaments  in  some  of  these  cases  of  procidentia. 
Some  authors  have  claimed  that  the  broad  ligaments  have  little  to  do 
with  the  support  of  the  uterus.  I  am  satisfied  that  they  would  revise 
this  statement  if  they  did  a  few  vaginal  hysterectomies. 

Again,  in  regard  to  hyperplasia,  subinvolution  and  defective  invo- 
lution. It  has  been  my  experience  to  find  that  these  conditions  are 
secondary,  not  primary,  in  a  large  number  of  cases.  For  instance, 
posterior  displacement  takes  place  with  some  descensus  and  with 
obstruction  to  the  return  of  the  venous  blood,  and  the  defective  in- 
volution is  really  secondary  and  not  primary.  It  is  these  injuries  in 
the  pelvic  floor  referred  to  in  the  paper  that  favor  the  retroflexion 
and  descensus,  and  the  increased  size  is  due  to  the  obstruction  to  the 
return  of  the  venous  blood.  In  these  cases  if  the  patient  is  put  to 
bed  and  the  uterus  placed  forward  and  at  a  high  circulation  level, 
the  hyperplasia  and  increased  size  subside  quickly. 

The  references  in  the  paper  to  the  importance  of  the  primary 
operation  I  agree  to  with  one  exception — that  is,  in  regard  to  delay 
in  the  primary  operation.  It  should  be  done  as  Emmet  and  others 
have  suggested,  beginning  in  the  vagina  and  working  toward  the  ex- 
ternal perinaeum.    It  should  be  done  thoroughly  and  not  in  the  loose 
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way  that  has  been  practiced  for  so  many  years.  If  done  in  this  way, 
and  done  promptly,  the  pelvic  floor  has  quite  as  much  resiliency  and 
strength  and  supports  the  anterior  wall  as  thoroughly  as  if  it  had 
never  been  torn.  Operations  twelve  or  twenty-four  hours  after  the 
injury  are  not  successful  and  should  not  be  practiced  nor  taught.  I 
should  rather  counsel  not  closing  it  than  to  do  it  after  twenty- 
four  hours.  A  secondary  operation  will  give  a  more  perfect  result. 
Sphincter  tears  are  as  a  rule  sagittal,  and  in  such  cases  it  is  excep- 
tional to  find  procidentia.  This  week  I  had  two  sphincter  tears  to 
close,  and  I  paid  particular  attention  to  this  point.  The  support  that 
remained  in  the  posterior  wall  of  the  vagina  was  still  sufficient  to 
prevent  descensus.  Attempts  had  been  made  in  both  cases  by  good 
operators  to  close  the  lacerations  only  a  few  hours  after  delivery; 
failure  resulting  in  both  cases,  notwithstanding  the  suturing  was  done 
with  care  and  without  bad  symptoms  following. 

Dr.  G.  Betton  Massey  :  I  wish  to  ask  Dr.  Price  if  he  ever  knew 
of  a  case  of  procidentia  that  had  not  had  a  discharge  from  the  uterus 
at  some  time  in  its  history — some  endometritic  discharge.  I  think 
the  answer  would  be,  if  each  case  were  thoroughly  investigated,  that 
no  case  existed  without  endometritis.  The  importance  of  the  inflam- 
matory and  catarrhal  nature  of  all  these  instances  of  enlargement  and 
misplacement  of  the  uterus  is  much  lost  sight  of,  and  it  is  my  judg- 
ment that,  if  surgeons  paid  as  much  attention  to  the  action  of  mi- 
crobes under  these  circumstances  as  after  operation,  they  would  resort 
oftener  to  earlier  treatment  rather  than  to  subsequent  operation.  The 
very  statement  that  Dr.  Price  just  made  that  a  delay  of  twenty-four 
hours  interfered  with  the  success  of  a  primary  repair  of  the  perinaeum 
to  my  mind  bears  out  the  statement  I  have  made.  Why  should  a 
delay  of  twenty-four  hours  be  fatal  to  success  ?  Because  opportunity 
has  been  afforded  for  microbic  invasion  of  the  recently-torn  surfaces. 

Dr.  Joseph  Price  :  In  my  practice  endometritis  is  scarcely  ever 
found.  In  extirpation  of  the  uterus  I  look  for  it  but  fail  to  find  it, 
whether  the  operation  is  done  for  malignancy  or  for  fibroid  disease. 

I  would  add  that  I  disagree  with  Dr.  Noble  in  regard  to  the  ampu- 
tation of  the  neck,  for  that  permits  the  fundus  to  fall  over  backward 
and  will  cause  much  suffering.  It  is  important  to  put  the  uterus  high 
and  forward,  and  in  the  absence  of  the  cervix  this  is  impossible  except 
by  fixation  methods. 

Dr.  C.  P.  Noble  :  I  would  ask  Dr.  Price  the  grounds  for  his  state- 
ment, that  unless  a  laceration  is  united  at  once  it  will  not  heal.  How 
many  cases  has  he  seen  operated  on  at  the  end  of  twenty-four  hours? 
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Dr.  Joseph  Price  :  A  good  number,  and  they  were  failures.  My 
ground  is  that  of  a  prolonged  and  practical  experience  in  a  huge 
clinic.  I  saw  two  this  week  closed  by  members  of  this  Society,  and 
even  these  two  are  sufficient  to  convince  me  that  when  the  operation 
is  done  by  men  skillful  with  the  needle  and  scissors,  the  result  is  not 
satisfactory. 

Dr.  Charles  P.  Noble  :  I  have  dwelt  upon  the  subject  at  such 
length  in  the  paper  that  I  have  little  to  add.  With  reference  to  the 
point  suggested  by  Dr.  Massey  the  whole  trend  of  the  paper  is  at 
variance  with  his  assumption  that  the  weight  of  the  uterus  is  a  factor 
of  importance  in  the  causation  of  procidentia.  I  stated  that  I  have 
seen  but  one  case  of  procidentia  where  the  cause  was  not  laceration 
of  the  pelvic  floor. 

With  reference  to  what  was  said  by  Dr.  Price  concerning  immedi- 
ate perinaeorrhaphy.  Formerly  I  sewed  up  lacerations  of  the  peri- 
neum at  once,  when  I  was  tired  out  and  the  patient  exhausted  and 
when  the  proper  instruments  were  not  at  hand.  The  last  dozen  of 
perinaea  that  I  have  sewed  up  after  labor  have  none  of  them  been 
done  within  twelve  hours  of  the  labor,  and  I  have  never  had  cases  do 
better.  As  Dr.  Price  has  seen  only  two  cases  in  which  union  has  not 
taken  place,  and  as  he  has  not  operated  himself  under  the  conditions 
laid  down,  and,  moreover,  as  he  fails  to  assign  any  reason  why  union 
should  not  take  place,  whereas  I  have  had  a  dozen  heal  seriatim,  I 
still  think  that  the  plan  advocated  is  wise. 


GYNECOLOGY  IN  SCOTLAND. 
By  J.  Dougal  Bissell,  M.  D. 

An  abstract  of  a  paper  entitled 

THE  RELATION  OF  INFLUENZA  TO  GYNAECOLOGICAL 
AND  OBSTETRICAL  CASES.* 

By  J.  W.  Ballantyne,  M.  D. 

Influenza  seems  to  have  a  peculiar  effect  upon  many  women  dur- 
ing the  menstrual  period.    Most  writers  have  noted  that  the  blood- 


*  Read  before  the  Obstetrical  Society  of  Edinburgh,  December  13,  1893. 
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loss  is  greater  and  the  period  lasts  longer  :  also  that  as  a  general  rule 
the  menstruation  is  accompanied  by  much  pain  and  by  an  irritable 
state  of  the  bladder.  Felkin  reports  two  cases,  one  a  girl  of  ten  years, 
the  other  twelve  years  and  three  months,  where  the  occurrence  of  an 
attack  of  influenza  would  seem  to  have  hastened  the  first  appearance 
of  the  menses.  The  most  common  menstrual  irregularity  that  is  met 
with  in  connection  with  influenza  is  metrorrhagia.  An  intermenstrual 
red  discharge  begins  on  the  first  or  second  day  of  the  disorder  and 
lasts  for  five  or  six  days.  The  occurrence  of  this  discharge  does  not 
prevent  the  return  of  the  menstrual  flow  at  the  proper  time.  R.  Miil- 
ler  observed  that  when  metrorrhagia  was  present  the  uterus  was  en- 
larged and  had  a  consistence  like  that  found  in  pregnancy.  It  is 
probable  that  these  red  discharges  in  influenza  are  due  to  acute  endo- 
metritis, and  are  therefore  similar  in  origin  to  the  haemorrhages  from 
the  genitals  met  with  in  scarlet  fever,  typhoid,  etc.  Mijnlieff  notes  in 
addition  to  the  endometritis  theory  another  possible  explanation.  Ac- 
cording to  this  the  specific  pathogenic  germs  of  influenza  acting  upon 
the  respiratory  and  digestive  mucous  surfaces,  set  up  reflexly  vaso- 
motor disturbances  which  lead  to  haemorrhages  from  various  organs, 
including  the  uterus  ;  the  germs  also  may  yield  a  kind  of  toxine  which 
acts  directly  on  the  vasomotor  system.  There  seems  to  be  a  great 
diversity  of  opinion  with  respect  to  the  influence  of  influenza  upon 
pregnant  women.  Some  observers  have  found  that  its  occurrence  in 
the  pregnant  state  leads,  frequently,  to  abortion  and  premature  labor, 
while  others  have  noted  no  marked  influence.  It  is,  however,  certain 
that  many  pregnant  women  take  influenza  without  aborting,  and  doubt- 
less the  difference  in  opinion  expressed  by  various  authors  on  this 
point  may  be  due  to  differences  in  the  severity  of  the  attack  and  to 
the  presence  or  absence  of  serious  pulmonary  and  cardiac  complica- 
tions. •  An  uncomplicated  attack  of  influenza  will  most  commonly 
delay  labor  by  weakening  the  uterine  and  abdominal  expulsive  pow- 
ers but  have  no  further  injurious  influence. 

Influenza  occurring  during  the  puerperium  may  at  first  sight  be 
confounded  with  septic  puerperal  fever  ;  but  the  absence  of  any  spe- 
cial symptoms  referable  to  the  uterus  and  annexa,  the  persistence  of 
the  lochia,  the  absence  of  the  temperature  curve  of  puerperal  fever 
and  the  presence  of  the  distinctive  symptoms  of  influenza  will  usually 
enable  us  to  distinguish  at  once  between  the  two  conditions. 
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Abstract  of  a  note  on 

THE  ADMINISTRATION  OF  ORGANIC  EXTRACTS  IN 
GYNAECOLOGICAL  CASES* 

By  R.  W.  Felkin,  M.  D. 

After  reporting  several  cases  of  epilepsy,  nervous  exhaustion,  etc., 
treated  successfully  with  organic  extracts,  he  stated  that  he  believed 
he  had  discovered  a  plan  of  treatment  which  will  prove  of  consid- 
erable use  in  cases  where  the  patients  suffer  from  ovarian  diseases  or 
from  other  nervous  diseases  connected  with  the  genital  system. 

His  attention  was  first  drawn  to  the  possible  utility  of  organic  ex- 
tracts in  1879  when  he  had  had  the  opportunity  of  becoming  ac- 
quainted with  many  of  the  habits  and  customs  of  the  central  African 
natives.  He  found  that  they  were  in  the  habit  of  devouring  the  raw 
testicles,  owing  to  their  supposed  strengthening  properties  ;  and  on 
many  occasions  he  found  that  human  semen  was  administered  to  de- 
bilitated patients  with  wonderful  success. 

He  is  of  the  opinion  with  Brown-Sequard,  that  the  internal  organs 
do  not  only  elaborate  a  fluid  for  excretion  but  also  a  product  which 
is  necessary  for  the  mental  and  physical  well-being  of  the  individual. 
The  ovary,  he  thinks,  elaborates  a  product  which  is  necessary  for  the 
well-being  of  the  woman  and  the  orchitic  fluid  is  not  only  intended 
to  fertilize  the  female  but  it  also  contains  a  substance  which  although 
not  necessary  is  beneficial. 

In  those  cases  where  the  removal  of  the  ovaries  is  thought  advis- 
able with  the  hope  of  curing  hysteria  or  some  other  such-like  nervous 
condition,  the  results  are  found  generally  to  be  unsatisfactory.  If 
either  cerebral  or  orchitic  extract  were  administered  in  such  cases  he 
beiieves  that  cure  would  result  in  a  considerable  number  of  them.  In 
two  cases,  one  of  which  was  grave  hysteria,  the  other  mental  insta- 
bility and  nymphomania,  he  was  successful  in  inducing  cure.  In  both 
cases  orchitic  suppositories  were  employed.  When  the  ovaries  have 
been  removed  for  disease,  certain  evils  may  ensue,  such  as  grave  mel- 
ancholia, hyperchondriasis,  etc.  In  these  cases  he  find's  that  the  ad- 
ministration of  organic  extract  is  of  considerable  service  and  reports 
two  cases  successfully  treated. 


*  Read  before  the  Obstetrical  Society  of  Edinburgh,  November  8,  1893. 
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Transactions  of  the  Obstetrical  Society  of  Edinburgh. 
December  /j,  iSgj. 

Dr.  N.  T.  Brewis  showed  An  Example  of  supposed  Tubal  Gestation. 
Patient  admitted  into  hospital  November  4,  1893,  complaining  of  con- 
stant recurring  spasmodic  pains  in  the  right  iliac  region.  Her  last 
menstruation  occurred  in  September  and  a  day  or  two  after  the  flow 
had  ceased  she  was  seized  with  violent  pains  in  the  right  side.  The 
pains  would  last  one  or  two  hours  at  a  time,  then  disappear  for  a 
variable  period  sometimes  one  or  two  days  ;  but  only  to  recur  with 
increased  severity.  One  month  after  her  last  menstruation  she  passed, 
along  with  a  large  quantity  of  clotted  blood,  an  entire  cast  of  the 
uterine  cavity.  An  irregularly  shaped  semifluctuating  mass  larger 
than  a  duck's  egg  was  felt  in  the  position  of  the  right  Fallopian  tube. 

From  the  history  and  physical  examination  it  was  inferred  that  an 
extra-uterine  gestation  existed  in  the  right  Fallopian  tube  and,  as  the 
swelling  felt  tense,  early  removal  was  determined  upon.  The  abdo- 
men was  opened  November  20th.  A  considerable  quantity  of  dark 
blood  and  a  number  of  clots  were  found.  After  freeing  the  right  tube 
from  its  surrounding  attachments  it  was  removed  with  the  ovary.  The 
outer  two  thirds  of  the  tube  were  distended  by  a  tense  swelling.  A 
section  of  this  swelling  showed  that  the  tube  was  closed  at  its  outer 
end  and  filled  with  coagulated  blood  and  that  a  greater  part  of  the 
blood  had  escaped  from  the  tube  and  was  lying  between  the  layers  of 
the  broad  ligament.  From  this  fact  it  would  appear  that  the  tube 
may  first  rupture  into  the  broad  ligament  and  subsequently  into  the 
abdominal  cavity.  The  foetus  was  not  to  be  seen  in  the  section  but 
the  absence  of  it  did  not  disprove  gestation,  as  it  might  have  been  ab- 
sorbed. The  cast  of  the  entire  cavity  of  the  uterus,  showing  well 
marked  decidual  cells,  might  in  itself  be  considered  pathognomonic. 

EXPULSION  OF  THE  AMNIOTIC  SAC  SEPARATE  FROM 
THE  CHORION. 
By  J.  W.  Ballantyne,  M.  D. 

Dr.  Cosentino  reports  three  cases  of  abortion  where  the  amniotic 
sac  was  expelled  separate  from  the  chorion.  In  the  first  case  the 
chorion  was  expelled  twenty  minutes  after  the  amniotic  sac  and  the 
maternal  deciduae  came  away  several  hours  afterward.  The  amniotic 
sac  was  about  the  size  of  a  hen's  egg.    The  fluid  was  transparent  and 
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contained  neither  albumen  nor  urea.  The  contained  foetus  weighed 
1 8  grammes  and  was  well  developed  ;  its  cord  was  inserted  into  an 
ovoid  depression  in  the  amnion.  The  chorion  weighed  47  grammes 
and  had  a  smooth  interior  bathed  in  serous  fluid  showing  no  trace  of 
the  insertion  of  the  umbilical  cord ;  its  whole  surface  was  covered  by 
villi. 

In  the  second  specimen  the  amniotic  sac  also  came  away  alone 
and  intact ;  it  was  the  size  of  a  goose's  egg.  The  foetus,  however,  was 
only  one  centimetre  in  length,  while  the  amniotic  sac  had  the  size  it 
usually  attains  at  the  third  month.  The  liquor  amnii  was  alkaline  in 
reaction  and  contained  some  albumen  but  no  urea. 

In  the  third  case  the  amniotic  sac  was  expelled  separately  but 
there  was  no  trace  of  a  foetus  in  it. 
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The  following  communication  may  be  of  interest  to  our  readers  : 

Programme  of  Celebration  of  the  Fiftieth  Jubilee  of  the  Obstetrical 
and  Gynecological  Society  of  Berlin. — Tuesday,  May  8,  1894  :  9  p.  at. — 
Reunion  in  the  Pschorrbrau,  Karl-Strasse  No.  29.  Wednesday,  May 
9,  1894  :••  10  a.  m.  to  1  p.  m. — Social  Meeting  in  the  Langenbeck  Hall. 
3  to  5  p.  m. — Regular  Session  in  the  Woman's  Hospital,  Artillerie- 
Strasse  No.  14-16.  7  p.  m. — Supper  at  the  Reichshof  Hotel,  Wilhelm- 
Strasse  No.  70a.  Thursday,  May  10,  1894:  9  to  12  a.  m. — Regular 
Session  in  the  Auditorium  of  the  Gynaecological  Department  of  the 
Charite  Hospital.    4  p.  M. — End  of  the  meeting. 

This  programme  accompanies  an  invitation  to  associate  members. 
American  Gyncecological  Society. — We  have  received  the  following 
communication  : 

New  York,  February  1,  1894. 

Dear  Doctor  :  The  next  meeting  of  the  society  will  be  held  in 
Washington,  on  Tuesday,  May  29th.  According  to  the  resolution 
adopted  at  the  last  meeting,  the  morning  sessions  of  the  first  two  days 
will  be  devoted  to  the  discussion  of  the  following  subjects  : 

1.  Extirpation  of  the  Uterus  in  Disease  of  the  Annexa. 

2.  The  Management  of  Face  Presentations. 

3.  Rupture  of  the  Uterus;  Surgical  vs.  Expectant  Treatment. 
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The  afternoon  of  the  third  day  will  be  devoted  to  a  special  dis- 
cussion before  the  Congress,  under  the  direction  of  the  American 
Gynaecological  Society.    The  following  topic  has  been  assigned  : 

The  Conservative  Surgery  of  the  Female  Pelvic  Organs.  Referee, 
Dr.  William  M.  Polk  ;  co-referee,  Dr.  William  Goodell. 

Since  there  will  be  time  for  only  twelve  or  fifteen  papers  in  addi- 
tion to  the  above  discussions,  those  gentlemen  who  desire  to  contribute 
are  requested  to  send  the  titles  of  their  papers  to  the  Secretary  on  or 
before  April  ist,  as  he  will  be  compelled  to  limit  the  number  to  the 
first  fifteen  which  he  receives. 

The  Fellows  are  reminded  of  the  by-law  :  "  All  papers  that  may 
be  read  before  the  society,  and  accepted  for  publication,  shall  become 
the  property  of  the  society,  and  their  publication  shall  be  under  the 
control  of  the  Council.  Such  papers  may  be  published  in  full  in 
medical  journals,  provided  that  they  are  also  printed  in  the  Transac- 
tions." 

There  are  eleven  vacancies  in  the  list  of  Fellows. 
Very  truly  yours, 

Henry  C.  Coe,  Secretary. 

Mr.  Lawson  Taifs  letter  and  the  Claim  to  Priority  of  Original 
Discovery. — In  the  February  number  of  the  Polyclinic  we  published  a 
letter  of  Lawson  Tait,  not  only  to  present  his  individual  view  on 
anaesthetics,  but  also  to  set  forth  the  opinion  of  the  profession  in  the 
British  Empire  on  the  subject,  and  the  reasons  therefor.  But  in  this 
letter  he  claims  to  have  discovered,  about  twelve  years  ago,  the  fact 
that  the  kidney  ceased  its  secretion  of  urine  during  ether  anaesthesia. 

If  he  had  said  that  he  then  observed  for  the  first  time  what  had 
been  pointed  out  long  before  it  would  have  conveyed  a  more  correct 
idea  of  the  facts.  In  this  rapidly  advancing  epoch  we  are  so  apt  to 
take  the  ipse  dixit  of  the  last  man  that  speaks  that  the  well-earned 
laurels  of  a  decade  or  even  less  are  frequently  assumed  by  re-discov- 
erers, worn  by  them  and  recognized  as  legitimate  by  the  profession. 

In  reference  to  the  present  subject  we  present  the  following  letter 
from  Dr.  Emmet  : 

New  York,  February  28,  1894. 

Dear  Dr.  Goffe  :  The  last  issue  of  the  New  York  Polyclinic  con- 
tains a  letter  from  Lawson  Tait  claiming  that  he  discovered  about 
twelve  years  ago  the  fact  that  the  kidney  ceased  its  secretion  of  urine 
during  ether  anaesthesia. 

It  has  been  known  to  me  for  many  years  that  death  frequently 
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results  from  the  administration  of  ether  when  the  kidneys  have  been 
diseased. 

On  page  730  of  the  first  edition  of  my  work  on  "  The  Principles 
and  Practice  of  Gynaecology,"  published  in  March,  1874,  and  written 
at  least  a  year  before  that  date,  can  be  found  Case  LI,  where  I  show 
that  in  1865  my  attention  was  first  called  to  this  danger.  The  case 
was  published  shortly  after  and  I  have  reported  several  others  since 
that  time.  Dr.  John  G.  Perry  was  my  assistant  at  the  time  and  ad- 
ministered the  ether,  and  I  recollect  that  Dr.  Francis  Delafield  kindly 
made  the  post-mortem  examination  for  me.  Both  of  these  gentlemen, 
as  you  know,  are  still  practicing  in  this  city.  I  think  Mr.  Tait  must 
be  perfectly  familiar  with  these  facts,  and  the  previous  case  in  my 
book  to  the  one  cited  refers  to  another  claim  made  by  him  ;  the  two 
cases  are  on  the  same  page. 

Yours  very  truly,  Thos.  Addis  Emmet. 

No.  89  Madison  Avenue. 

Referring  to  the  passages  cited  we  find  Dr.  Emmet's  statement 
confirmed  in  the  following  language:  "It  was  found  that  she  had 
Bright's  disease,  both  kidneys  being  so  involved  that  the  secretion  of 
urine  was  arrested  and  only  a  drachm  or  two  was  found  in  the  blad- 
der. ...  I  established  the  rule,  when  in  charge  of  the  Woman's 
Hospital,  that  the  urine  should  be  examined  in  every  case  before  an 
anaesthetic  was  administered.  To  the  effects  of  the  anaesthetic  I  at- 
tribute the  chief  danger  attending  the  operation  in  the  advanced 
stages  of  cystitis." 

Further  comment  avould  seem  to  be  unnecessary. — New  York 
Polyclinic. 

Midwifery  Retainers :  Another  case  is  reported  in  which  a  medi- 
cal practitioner  has  had  to  sue  for  fees  due  to  him,  in  respect  to  a 
midwifery  case  for  which  his  services  had  been  retained  but  in  which 
they  were  not  actually  required,  and  the  patient's  husband  conse- 
quently declined  to  pay.  The  sympathies  of  the  county  court  judge 
(Judge  Snagge)  were  evidently  with  the  plaintiff,  whom  he  considered 
to  have  been  badly  used  ;  but  he  thought  that  the  contract  relied 
on  was  not  proved,  and  consequently  he  gave  judgment  for  the 
defendant  but  ordered  him  to  pay  the  costs.  It  is  difficult,  from 
a  short  newspaper  report,  to  form  an  accurate  idea  of  what  facts 
were  proved  in  this  case  ;  but,  apparently,  the  plaintiff  proved  a 
definite  engagement  of  his  services  by  the  defendant's  wife  who,  in 
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such  matters,  is  certainly  her  husband's  agent ;  and  there  was  no  evi- 
dence to  contradict  it,  for  the  wife  was  not  called  as  a  witness.  If 
this  was  the  effect  of  the  evidence,  his  honor's  decision  on  the  facts 
was  apparently  wrong.  The  law  is  perfectly  clear  that  where  there 
is  a  definite  contract  to  render  services,  whether  medical  or  any  other 
kind  does  not  matter,  and  one  party  to  the  contract  holds  himself  in 
readiness  to  render  those  services,  the  other  party  is  bound  to  pay 
the  stipulated,  or  a  reasonable,  remuneration  to  him.  The  difficulty 
is  in  satisfying  the  court  that  the  contract  was  made  and  as  to  its  pre- 
cise terms.  In  all  cases  where  the  contract  is  made  verbally,  espe- 
cially if  no  witnesses  are  present,  the  fact  of  its  having  been  made  at 
all,  or  the  terms  in  which  it  was  made,  may  be  disputed.  County  Court 
judges  are  but  human  and  are  quite  as  liable  as  other  people  to 
make  mistakes.  Judge  Snagge,  in  the  recent  case,  thought  rightly  or 
wrongly  that  the  agreement  deposed  to  by  the  plaintiff  was  not  suffi- 
ciently specific  and  so  declined  to  give  it  any  legal  effect.  If  all 
practitioners  were  to  insist  on  having  their  midwifery  retainers  in 
writing,  either,  as  is  frequently  the  case,  by  letter  or  else  on  a  printed 
form  signed  by  the  person  bespeaking  their  attendance,  this  loophole 
for  losing  fees  would  be  closed.  If  medical  men  are  content  to  de- 
pend on  loose  verbal  statements  often  made  by  irresponsible  persons, 
they  must  expect  occasionally  to  be  disappointed  in  obtaining  pay- 
ment.— British  Medical  Journal. 

Mandry  (Archiv  fiir  Gynceh.,  vol.  xlv,  Part  3,  1894)  can  not  sub- 
stantiate Dick's  theory  [Ibid.,  vol.  xxiii,  1894)  that  the  appearance 
of  excess  of  urobilin  in  the  urine  of  women  is  diagnostic  of  internal 
haemorrhage.  Dick  observed  this  phenomenon  in  two  cases  of  rup- 
tured extra-uterine  fcetal  sac  and  in  one  instance  of  retro-uterine 
hematocele.  Mandry  finds  that  urobilinuria  is  not  seen  in  the 
healthy  puerperium  and  is  exceptional  in  cases  of  fever  and  haemor- 
rhage associated  with  childbed.  Nor  is  this  affection  of  the  urine 
common  after  operations  on  the  perineum  and  vagina  or  after  re- 
moval of  the  ovaries  for  the  cure  of  fibroid  disease.  On  the  other 
hand,  urobilinuria  is  frequent  after  severe  abdominal  sections.  In 
two  marked  cases  of  hematocele  the  condition  in  question  was  absent. 
Mandry  concludes  that  urobilinuria  is  a  morbid  phenomenon  of  but 
little  if  any  diagnostic  value. — British  Medical  Journal. 
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THE   RELATION  OF  HYSTERECTOMY  TO  CONSERVA- 
TIVE OPERATIONS  UPON  THE  APPENDAGES. 

By  William  M.  Polk,  M.  D. 

I  find  that  I  have  been  criticised  for  what  has  been  called  incon- 
sistency, the  ground  of  complaint  resting  upon  a  comparison  of  my 
utterances  relative  to  certain  procedures  designed  to  preserve  the 
appendages,  with  those  recently  expressed  upon  the  subject  of  abla- 
tion of  the  uterus  for  salpingitis.  I  am  too  deeply  interested  in  the 
welfare  of  both  subjects  to  permit  anything  said  by  me  to  stand  as  a 
stumbling  block  to  either  ;  but  as  I  am  confident  that  a  correct  read- 
ing of  my  utterances  will  fail  to  reveal  inconsistency,  I  beg  leave  to 
present  the  necessary  extracts. 

Speaking  upon  the  subject  of  "  curettage  and  subsequent  depletion 
by  means  of  drainage  with  gauze  packing,"  which  I  strongly  advo- 
cated, I  said  to  the  New  York  Academy  of  Medicine,  December  3, 
1 89 1  (see  Transactions,  1891)  : 

"  The  conditions  to  which  the  method  has  been  applied  include 
acute  as  well  as  chronic  inflammation  of  the  uterus  and  its  append- 
ages, parturient  and  non-pregnant.  .  .  . 

"  It  is  to  be  hoped  that  no  one  will  misunderstand  me  in  reference 
to  the  treatment  of  chronic  salpingitis  and  infer,  because  I  favor 
attacking  the  interior  of  the  uterus  in  certain  cases,  that  I  oppose 
direct  operation  upon  the  appendages  in  appropriate  cases.  Such 
is  far  from  being  the  attitude  I  maintain.  I  favor  attacking  the  in- 
terior of  the  uterus  in  chronic  metritis  and  endometritis,  because  by 
33 
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so  doing  we  can  prevent  the  extension  of  disease  into  sound  append- 
ages, and  in  the  diseased  tube  modify  the  disease  so  as  to  limit  the 
damage  that  may  be  done.  This  is  of  special  value  in  cases  where 
already  one  set  of  appendages  are  diseased,  and  yet  the  other  remains 
healthy.  Cases  in  other  words  in  which  at  the  present  time,  were  we 
to  open  the  abdomen  we  would  not  only  remove  the  diseased  member 
but  the  sound  one  as  well,  because  experience  teaches  that  in  such 
cases  the  unaffected  organs  soon  become  diseased.  This  I  believe  to 
be  solely  due  to  the  absence  of  efficient  treatment  of  the  interior  of 
the  uterus.  I  likewise  favor  this  measure  in  the  presence  even  of 
double  chronic  salpingitis,  because  there  are  some  patients  who,  with 
a  full  knowledge  of  all  the  dangers  and  inconveniences  of  the  disease, 
prefer  to  take  their  chances  rather  than  submit  to  mutilation,  and  yet 
their  condition  is  such  as  to  demand  treatment  at  our  hands.  .  .  . 

"  I  beg  leave  to  present  at  the  end  of  this  paper  a  synopsis  of  the 
histories  of  some  of  these  patients.  In  one  it  will  be  noted  that  a 
laparotomy  was  done,  and  then  the  uterus  was  attacked.  The  charts 
cover  several  of  these  cases ;  they  represent  instances  in  which,  hav- 
ing freed  the  appendages  from  all  adhesions,  or  the  ovary  from  a 
cyst,  I  attacked  an  associated  metritis  or  endometritis  at  the  same 
sitting." 

Two  months  later  I  presented  a  paper  upon  the  same  subject  to 
the  New  York  Obstetrical  Society  (see  The  New  York  Journal  of 
Gynecology  and  Obstetrics,  May,  1892)  in  which,  after  again  strongly 
advocating  the  measure,  I  said  : 

"  I  wish  here,  Mr.  President,  to  make  the  statement  that,  this 
method,  in  common  with  every  human  endeavor,  has  its  failures  as 
well  as  its  successes.  The  failures,  however,  have  never  left  my  pa- 
tients in  worse  condition  than  before,  but  have  simply  fallen  short  of 
that  degree  of  relief  which  would  justify  one  in  stating  to  the  patient 
that  she  had  escaped  the  certainties  of  laparotomy. 

"  Granting  then,  that  we  have  our  failures,  what  do  they  signify  ? 
In  every  instance,  the  result  obtained  has  been  a  diminution  in  the 
size  of  the  peri-uterine  mass.  Our  knowledge  of  these  masses  in  gen- 
eral, teaches  us  that  in  the  main,  they  are  composed  of  the  tube.  The 
diminution  then,  implies  an  attempt  on  the  part  of  the  tube,  to  return 
to  its  normal  state.  The  exact  condition  of  such  appendages  can,  of 
course,  only  be  determined  by  exploratory  incisions,  but,  given  a  case 
of  salpingitis,  peritonitis,  ovaritis,  in  which  the  inflammatory  process 
is  active  and  possibly  excessive,  and  subject  that  case  to  the  prelimi- 
nary treatment  here  mapped  out,  so  as  to  obtain  as  much  improve- 
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ment  as  can  be  had,  is  it  not  fair  to  assume  that,  should  we  then  be 
obliged  to  open  the  abdomen,  we  would  find  the  appendages  in  far 
better  condition  for  conservative  operation  than  had  we  operated 
sooner. 

"  It  is  obvious  then,  that  whatever  may  be  our  ultimate  course, 
this  preliminary  treatment  is  a  necessity.  .  .  . 

"  To  sum  up  the  points  which  I  desire  to  bring  before  you  in  this 
paper,  I  would  say  that  I  first  wish  to  call  attention  to  the  advisa- 
bility of  extending  our  treatment  of  peri-uterine  inflammation  by 
scraping  and  packing  the  inside  of  the  uterus — by  selecting  for  this 
treatment,  the  period  immediately  antecedent  to  menstruation.  In 
case  this  does  not  give  a  sufficient  degree  of  cure,  making  it  necessary 
to  go  further,  that  we  operate  in  such  a  way  as  to  save  the  patient  all 
or  as  much  of  the  appendages  as  their  condition  will  warrant,  bearing 
in  mind  always  that  the  essential  object  of  our  procedure  is  the  main- 
tenance, as  far  as  possible,  of  the  function  of  menstruation.  .  .  ."' 

In  April,  1893,  I  again  said,  before  the  New  York  County  Medi- 
cal Society  (lntra-uterine  Treatment  by  the  Curette  and  by  packing 
with  Gauze  in  Salpingitis  and  its  Complications)  :  "  The  purpose  of 
this  paper  is  to  formulate  as  far  as  possible  this  method  of  treatment 
in  the  disease  in  question — and  to  that  end  it  is  my  purpose  to  group 
the  varieties  of  the  disorder  as  they  have  come  before  me.  The  dif- 
ferentiation of  conditions  present  in  each  case  has  been  made  as  the 
result  of  a  thorough  examination  under  ether,  after  a  careful  inquiry 
into  the  previous  history.  The  method  of  physical  examination  em- 
ployed being  the  bimanual  method,  both  by  vagina  and  rectum.  The 
uterus  being  steadied  with  the  volsella,  and  the  method  of  examina- 
tion mentioned  carried  out  in  every  instance  with  all  the  care  and 
thoroughness  of  wjiich  I  am  capable. 

"  None  of  the  cases  presented  any  special  obstacle  to  the  examina- 
tion, so  that  the  conclusions  (diagnostic  and  therapeutic)  reached 
were  in  all  of  them  satisfactory  to  me  and  to  the  gentlemen  who  hap- 
pened to  be  assisting  me. 

"  This  statement  is  made  at  the  outset,  because  there  being  no 
doubt  in  my  mind  as  to  the  deductions,  I  wish,  as  far  as  your  faith 
in  me  as  an  observer  will  permit,  to  secure  first  your  acceptance  of 
my  premises  and  thus  permit  you  the  more  easily  to  follow  to  my 
conclusions.  For  convenience  of  study  I  have  arranged  the  condi- 
tions under  four  headings  or  groups  : 

"  Group  A. — Lesser  degrees  of  salpingitis,  the  lesion  confined 
mainly  to  the  tubes. 
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''Case  I. — This  case  represents  a  minor  degree  of  tubal  disease 
in  which  there  is  probably  no  closure  of  the  infundibula,  but  thicken- 
ing of  the  walls  throughout.  The  appendages  being  non-adherent. 
And  yet  because  of  this  condition,  there  is  loss  of  elasticity  in  the 
corresponding  upper  border  of  the  broad  ligament  with  consequent 
shortening,  and  of  necessity  some  check  upon  the  mobility  of  the 
uterus  on  that  side. 

"Curetted  and  packed  November  10,  1892.  Result  as  determined 
four  months  later,  good  symptomatically  and  anatomically. 

"  Case  II. — Aged  twenty-seven  ;  married.  In  good  general  health, 
with  the  sole  exception  of  pain  in  menstruation,  and  sterility.  Dating 
her  ailment  from  a  mild  attack  of  pelvic  inflammation  following  a 
forced  abortion  three  years  ago.  Appendages  thickened  and  ad- 
herent to  posterior-face  of  broad  ligament,  the  right  being  attached 
so  low,  as  probably  to  rest  upon  the  lateral  fossa  of  Douglas's. 

"Curetted  and  packed  May  1,  1892.  Result  as  determined  one 
year  later.  Nothing  remains  but  enlarged  ovary  on  right,  this  now 
movable.  Sterility  same  as  before.  Result  symptomatically  and  ana- 
tomically— good. 

"Case  III. — Miscarriage  two  years  ago;  no  special  discomfort  at 
the  time  nor  since,  with  the  exception  that  she  has  more  weight  and 
fullness  in  the  pelvis  at  menstruation,  than  before  the  miscarriage  and 
is  sterile.  The  condition  of  the  appendages  is  much  the  same  as  in 
the  second  case,  with  the  exception  that  the  infundibula  of  the  left 
tube  is  prolapsed  and  rests  on  the  floor  of  Douglas's  cul-de-sac. 

"Operated  February  20,  1893.  Result. 

"April  10,  1893. — Free  on  right;  a  small  mass  in  Douglas's  cul- 
de-sac.    Connected  with  left  appendages. 

"Group  B  represents  distinct  instances  of  pyosalpinx  (pus  tubes). 

"  Case  I. — Mrs.  P.,  aged  twenty-four,  married,  three  children,  last, 
two  years  ago, — following  this  birth  pelvic  inflammation, — slow  re- 
covery, ill-health  ever  since.  Anaemic,  weak,  flows  excessively  at  the 
menstrual  period.  Uterus  enlarged,  retroverted,  adherent  to  floor  of 
pelvis.  Appendages  on  both  sides  enlarged,  the  one  on  the  left  the 
more  so, — this  one  representing  a  mass  as  large  as  a  walnut. 

"Curetted  and  packed  April,  1892.  The  uterus  lifted  to  the  nor- 
mal position  easily  and  held  there  by  a  pessary.  Examination  six 
months  after  the  operation  :  her  general  health  good,  uterus  in  nor- 
mal position.  No  thickening  appreciable  on  right  side  ;  on  the  left 
side  the  mass  diminished  one  half,  menstruation  normal,  and  the  pel- 
vic pain  which  had  been  so  persistent  as  to  almost  forbid  locomotion, 
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has  entirely  disappeared,  so  that  the  patient  is  able  to  attend  easily  to 
her  household  duties  which  are  by  no  means  light. 

''April,  1894. — Improvement  has  continued.  Local  condition 
about  the  same  as  April,  1892. 

"Case  II. — E.  M.  This  case  was  operated  upon  October,  1891. 
The  uterus  measured  four  inches  and  a  half,  was  sensitive,  soft,  with 
a  mass  about  half  the  size  of  the  enlarged  uterus  situated  on  the  left 
side.  This  mass  when  pressed  upon,  diminished  slightly  in  size,  and, 
at  the  same  time,  there  was  a  free  discharge  of  pus  from  the  cervical 
canal. 

"The  case  was  curetted  and  packed  on  the  19th  of  October,  the 
cavity  re-packed  on  the  26th.  On  November  3d  the  canal  of  the 
uterus  was  three  inches  and  a  quarter,  there  was  no  pain  on  pressure, 
the  mass  on  the  left  side  was  half  the  dimension  which  it  had  had  at 
the  outset,  and  the  patient  was  discharged  on  November  14th  in 
such  comfortable  condition  that  she  declined  all  further  treatment. 

"  Case  III. — B.  H.  Here  we  have  an  instance  of  pelvic  inflamma- 
tion, in  which  the  uterus  was  imbedded  in  a  mass  of  exudate  which 
sprung  evidently  from  the  double  salpingitis  which  existed.  The  masse?, 
on  either  side  were  fully  as  large  as  the  body  of  the  uterus.  The  uterus 
was  fixed,  although  in  an  anterior  position.  In  Douglas's  cul-de-sac 
there  was  fluctuation,  and  examination  from  the  rectum  revealed  the 
intimate  relation  of  the  left  appendages.  The  patient's  temperature 
ranged  from  ioo°  to  1020. 

"All  the  evidences  of  a  pelvic  abscess  being  present,  it  was  deter- 
mined to  open  into  the  fluctuating  regions  in  the  posterior  vaginal 
fossa.  This  was  done,  and  about  two  ounces  of  turbid  serum  escaped. 
Passing  the  finger  into  the  opening  made,  the  rounded  outline  of  the 
inflamed  appendages  was  easily  made  out. 

"  Four  days  after  this  operation  the  uterus  was  curetted  and 
packed. 

"On  April  24th,  twenty  days  after  this  last  operation,  examination 
shows  that  the  uterus  is  of  about  normal  size,  the  masses  on  either 
side  have  so  largely  subsided  that  they  are  about  one  third  the  dimen- 
sions on  entering,  and  the  patient,  from  having  been  bedridden  from 
pain  and  weakness  on  admission,  is  now  so  well  that  she  insists  upon 
her  discharge. 

11  Group  C  represents  long-continued  cases  in  which  the  adhesions 
are  well  organized  and  dense.  Cases,  therefore,  in  which,  because  of 
the  organization  of  the  inflammatory  product,  but  little  improvement 
is  to  be  expected  from  any  treatment  which  looks  to  resolution. 
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"  Case  I.— Mrs,  K.,  aged  thirty-one,  married,  United  States.  Oper- 
ated upon  in  March,  1892. 

"  The  patient  complains  of  constant  vaginal  discharge, — of  painful 
menstruation.  In  other  respects,  her  health  is  good.  She  dates  her 
ailment  from  a  miscarriage  six  years  ago.  Following  this  miscarriage 
she  had  pelvic  inflammation,  and  was  ill  with  pelvic  pains,  and  distress 
in  menstruation,  which  interfered  with  exercise. 

"  The  mobility  of  the  uterus  was  found  to  be  somewhat  impaired  ; 
hard  masses  existed  on  both  sides,  but  most  markedly  on  the  left ; 
there  was  a  good  deal  of  pelvic  tenderness,  which  was  greatly  in- 
creased when  upward  pressure  was  made  upon  the  uterus. 

"  It  was  evidently  an  old  case  of  pyosalpinx  in  which  the  discharge 
was  largely  from  a  pus  tube.  The  case  was  curetted  and  packed. 
Convalescence  was  smooth,  but  two  weeks  after  the  operation  violent 
pelvic  pains  supervened,  and  examination  showed  that  there  was  a 
large  inflammatory  mass  behind  the  uterus.  This  was  opened,  and 
about  two  ounces  of  sero-purulent  fluid  evacuated.  It  was  evidently 
the  inside  of  the  tube,  because  the  same  material  as  was  obtained 
from  this  cavity  exuded  from  the  uterus  prior  to  the  operation  when 
the  mass  was  pressed  upon. 

"Case  II. — The  patient  had  suffered  from  pelvic  peritonitis  two 
years  ago  in  consequence  of  treatment  for  posterior  displacement. 
Never  had  children.  The  uterus  was  retroverted,  was  adherent 
slightly,  and  a  hard,  slightly  sensitive  mass  existed  at  the  base  of  the 
right  broad  ligament,  posteriorly. 

"  The  uterus  was  first  forced  forward  as  far  as  possible,  and  was 
then  curetted  and  packed. 

"  Four  months  after  the  operation  there  was  slight  diminution  in 
the  size  of  the  mass  as  well  as  of  the  pelvic  pains  from  which  the 
patient  had  suffered.  The  amount  of  benefit  derived,  however, 
seemed  to  be  no  more  than  would  have  sprung  from  counter-irrita- 
tion from  pelvic  massage  and  attention  to  the  general  health. 

u  Group  D. — Irregular  Cases. 

u  Case  I. — In  this  case  the  patient  gave  the  history  of  having  suf- 
fered from  menstrual  pain  for  nine  months,  which  was  constantly  on 
the  increase.  This  pain  had  lasted  through  the  intermenstrual 
periods,  and  for  a  month  before  operation  she  was  incapacitated  for 
her  usual  work,  that  of  a  domestic. 

"  Examination  showed  that  there  was  no  special  enlargement  of 
the  uterus,  which  measured  only  two  inches  and  three  quarters,  but 
on  either  side  of  the  uterus  there  were  masses,  showing  very  clearly 
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that  there  was  considerable  implication  of  the  appendages,  the  masses 
being  about  two  thirds  the  size  of  the  uterus  itself. 

"The  uterus  was  curetted  and  packed  on  the  30th  of  January 
last,  but  she  experienced  no  relief;  if  anything,  she  was  in  more  pain 
than  before. 

li  On  February  24th,  the  size  of  the  uterus  and  of  the  masses  on  the 
two  sides  was  about  the  same  as  at  the  operation  three  weeks  before. 
Laparotomy  was  therefore  performed.  It  was  then  found  that,  in 
addition  to  salpingitis,  with  marked  thickening  of  the  tubes,  there 
was  a  purulent  infiltration  of  both  ovaries,  each  of  these  organs  con- 
taining cavities  filled  with  pus.  It  is  needless  to  say  that  the  ap- 
pendages on  both  sides  were  removed. 

"Case  II. — Here  a  considerable  mass  was  situated  on  the  right 
side  of  the  uterus;  with  thickening  of  the  broad  ligament  on  the  left 
side.  The  mass  on  the  right  side  being  movable,  it  was  diagnosti- 
cated as  a  case  of  purulent  salpingitis  on  the  right,  with  adhesions  and 
thickening  of  the  appendages  on  the  left.  The  uterus  was  abcut  the 
normal  length,  but  from  the  freedom  with  which  the  sound  moved 
about  in  its  cavity,  was  evidently  enlarged. 

"The  patient  was  operated  upon  by  laparotomy  on  the  27th  of 
June,  1891,  and  the  appendages  on  the  right  side  were  removed,  the 
mass  on  that  side  proving  to  be  a  haematoma.  Upon  the  left  side 
the  end  of  the  tube  was  open,  but  it,  together  with  the  ovary,  was 
adherent  to  the  posterior  face  of  the  broad  ligament.  These 
appendages  were  freed  from  their  attachments  and  allowed  to 
remain. 

"  The  interesting  feature  of  the  case  is  that  the  patient  returned  to 
the  hospital  in  February,  1892,  when  she  complained  of  pain  on  the 
left  side,  and  was  found  to  have  a  mass  in  the  region  of  the  left 
appendages,  which  mass  had  not  existed  there  before,  and  the  cavity 
of  the  uterus  now  measured  three  inches  and  a  half  instead  of  two 
inches  and  three  quarters,  as  before. 

"  This  case  was  curetted  and  packed  on  the  8th  of  February, 
and  was  discharged  on  the  25th  of  the  same  month  with  about  the 
same  amount  of  thickening  on  the  left  side  as  had  existed  prior  to  the 
laparotomy  in  the  previous  June  :  with  a  uterus  measuring  three 
inches,  and  without  pelvic  pain. 

"  This  case  should  have  been  curetted  and  packed  at  the  time 
that  the  laparotomy  was  done.  The  endometritis  which  originated  the 
tubal  disease,  was  no  doubt  present  at  that  time,  and  subsequently 
lighted  up  and  produced  the  recurrent  salpingitis  which  was  responsi- 
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ble  for  the  patient's  pain  and  discomfort,  and  for  the  evident  enlarge- 
ment which  existed  on  the  left  side. 

u  The  good  result  which  was  obtained  in  consequence  of  the  op- 
eration done  at  this  late  date,  proves  what  might  have  been  accom- 
plished if  curetting  and  packing  had  been  done  originally. 

"  Group  D  is  introduced  to  illustrate,  first,  the  shortcomings  of  the 
operation,  as  in  Case  I,  and  the  need  for  its  prompt  application,  as 
shown  in  Case  II.  In  Case  I  we  were  dealing  with  a  suppuration  in 
the  ovaries,  in  addition  to  suppuration  in  the  tubes.  The  suppurative 
process  in  the  ovaries  was  clearly  uninfluenced  by  the  treatment,  which 
is  in  exact  accordance  with  what  we  would  expect.  The  suppuration 
here  being  in  a  connective-tissue  space,  having  no  direct  connection 
with  the  uterus,  its  behavior  would  be  identical  with  inflammation  in 
any  other  connective-tissue  space  or  glandular  organ,  no  matter  in 
what  part  of  the  body  it  might  be  situated,  and  would,  therefore,  be 
benefited  but  little  by  anything  which  might  be  done  upon  the  interior 
cf  the  uterus. 

"The  same  remark,  no  doubt,  holds  true  in  reference  to  the  sup- 
purative process  when  it  exists  in  the  cavity  of  the  peritonaeum,  which 
enables  us  to  state  that  suppuration  in  an  ovary  or  in  the  cavity  of  the 
peritonaeum,  would  in  no  way  be  benefited  by  the  process  of  uterine 
depletion  which  results  from  the  curetting  and  drainage. 

"  Conclusions. — The  legitimate  conclusions  to  be  drawn  from 
these  cases  are,  therefore,  the  following  : 

"  l.  The  effect  of  the  operation  upon  the  uterus  and  annexae  which 
are  intimately  and  directly  connected  with  it  through  its  vascular  and 
lymphatic  supply  (the  Fallopian  tubes  and  the  broad  ligaments),  is  to 
cause  depletion  and  diminution  in  size.  2.  Properly  done  it  will  not 
excite  inflammatory  reaction.  3.  In  the  lesser  degrees  of  inflamma- 
tion of  the  tubes,  and  as  far  as  has  at  present  been  observed,  in  cases 
of  pyosalpinx,  with  enlargement  of  the  uterus,  the  anatomical  result 
of  the  operation  is  a  diminution  in  the  bulk  of  the  inflamed  structures, 
which  clearly  points  to  the  occurrence  of  more  or  less  resolution. 
Symptomatically,  the  operation  causes  a  decided  improvement  in  the 
sensations  of  these  patients.  In  cases  of  long-standing  salpingitis, 
especially  if  there  be  no  particular  enlargement  of  the  uterus — cases 
in  which,  in  all  probability,  organization  of  the  inflammatory  products 
has  taken  place,  the  operation  produces  neither  anatomical  nor 
symptomatic  improvement. 

"Then  again,  cases  in  which  the  inflammatory  products  exist  in 
the  free  peritoneal  cavity  or  in  the  ovary  in  the  shape  of  pus  or  in 
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the  shape  of  organized  material,  would  not  be  benefited  by  the 
operation. 

"We,  therefore,  conclude  that,  all  things  being  equal,  the  treat- 
ment is  most  efficacious  in  the  more  recent  cases.  In  view  of  the  fact 
that  in  no  case  where  it  has  been  properly  applied  ill  results  have  fol- 
lowed, we  also  conclude  that  in  every  case  of  endometritis  and  me- 
tritis with  tubal  disease,  in  which  the  conditions  favorable  to  resolution 
are  present,  the  curetting  and  packing  of  the  cavity  of  the  uterus 
should  be  employed  before  the  radical  operation  of  removing  the 
appendages  is  broached.  And  we  maintain  this  attitude,  not  only 
because  of  the  possibility  of  such  relief  being  obtained  as  will  satisfy 
the  demands  of  the  patient,  but  because  of  the  opportunity  offered  for 
such  an  amount  of  resolution  as  will  place  these  appendages  in  a  con- 
dition more  favorable  for  conservative  operation  than  if  no  such  treat- 
ment as  that  advocated  above  were  employed." 

The  extracts  thus  far  presented  relate  to  efforts  at  relief  and  cure 
short  of  laparotomy.  In  reference  to  those  advocated  by  me  after 
laparotomy  I  will  present  the  following  extract  from  a  paper  read 
before  the  American  Gynaecological  Society  May  16,  1893,  which  fully 
represents  my  attitude  : 

'*  I  now  formulate  the  propositions  of  this  paper  in  order  that  you 
may  the  more  easily  grasp  the  points  for  criticism. 

tci.  As  a  rule,  women  are  the  better  mentally  and  physically  for 
the  maintenance  of  menstruation  and  ovulation  up  to  the  period  of 
Nature's  menopause. 

"  2.  The  minor  discomforts  which  pertain  to  the  function  even 
though  they  be  clearly  dependent  upon  the  ovary  and  tube  do  not 
require  removal  of  these  organs. 

"3.  The  appendages  may  be  operated  upon  to  the  promotion  of 
child-bearing  (four  cases  out  of  eighty). 

"4.  Disease  of  the  appendages  does  not  always  demand  complete 
removal ;  certain  conditions  permitting  partial  removal. 

"5.  The  condition  of  the  ovary  should  be  the  chief  factor  in  de- 
termining the  question  of  procedure. 

"6.  If  the  ovary  contains  pus,  it  and  the  associated  tube  should 
be  removed  ;  it  being  the  rule  that  whenever  an  ovary  is  removed  the 
.tube  must  accompany  it. 

"  7.  If  the  tube  contains  pus,  the  ovary  being  free  from  pus  or 
disseminated  degeneration,  the  operator  is  at  liberty  to  amputate  the 
tube  and  leave  the  ovary ;  the  same  rule  may  apply  in  cases  of  hydro- 
salpinx and  hematosalpinx. 
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"  8.  Cysts  of  the  ovary  do  not  demand  its  removal,  provided  they 
are  not  general  throughout  the  organ  and  can  be  enucleated — hema- 
toma of  the  ovary  being  a  possible  exception. 

"  9.  Tubes  with  open  infundibula,  even  though  adherent  and 
affected  with  parenchymatous  inflammation  and  endosalpingitis,  do 
not  demand  removal  except  when  one  opens  into  a  pus  cavity. 

"  10.  A  tube  whcsa  outer  end  is  closed  and  yet  otherwise  is  in 
good  condition  may  be  opened,  cleansed,  and  its  inner  and  outer 
coats  coaptated,  and  then  be  returned  to  the  abdominal  cavity,  pro- 
vided it  does  not  contain  pus;  possibly  the  same  may  apply  to  old 
blood. 

"11.  Adhesions  do  not  demand  the  removal  of  the  tubes  and 
ovaries,  unless  they  be  so  dense  that  in  breaking  them  the  append- 
ages are  seriously  injured.  This  presupposes  that  the  appendages 
in  themselves  are  not  sufficiently  diseased  to  demand  removal. 

"  12.  In  all  cases  of  subacute  or  chronic  tubal  disease,  it  is  of  the 
first  importance  to  treat  the  interior  of  the  uterus.  Curetting  it  with 
the  sharp  curette  and  then  firmly  packing  it  with  gauze  being  the  best 
method  of  treatment." 

The  extracts  given  so  far,  prove  my  faith  in  the  kind  of  intra-uter- 
ine  treatment  specified  for  certain  forms  of  salpingitis,  and  they  prove 
also  my  faith  in  the  so-called  "  conservative  "  operations  upon  the 
appendages.  It  is  evident,  however,  that  I  clearly  indicate,  if  I  do 
not  specify,  certain  diseased  conditions  which  contraindicate  the 
measures  aforesaid,  which  conditions  render  necessary  removal  of 
the  appendages.  It  is  evident  that  the  limit  within  which  I  advocate 
ablation  of  the  appendages  is  much  narrower  than  that  so  far  permit- 
ted by  the  average  operator,  and  it  is  equally  evident  that  the  phrase, 
"  when  it  is  necessary  to  remove  the  appendages  "  possesses  a  signifi- 
cance with  me  which  differs  no  little  from  that  belonging  to  it  when 
used  by  the  average  operator.  Bearing  this  in  mind  1  now  present 
extracts  from  my  article  upon  Ablation  of  the  Uterus  for  Salpingitis, 
which  was  read  before  the  New  York  Obstetrical  Society,  October, 
1893  (see  New  York  Journal  of  Gynaecology  and  Obstetrics,  December, 
1893): 

"It  is  my  purpose  in  this  paper  to  bring  before  the  society  the 
advantages  connected  with  the  removal  of  the  entire  uterus  when  it  is 
necessary  to  remove  the  appendages.  This  radical  step  is  familiar  to 
you  chiefly  through  the  writings  and  work  of  Segond  of  Paris  who  has 
advocated  this  procedure  in  all  cases  of  diseased  appendages.  As  I 
understand,  he  recommends  the  operation  in  every  case  where  other 
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surgeons  now  content  themselves  with  the  simpler  process  of  mere 
removal  of  the  appendages. 

"  The  position  which  I  hold  upon  the  latter  question  places  me,  as 
you  well  know,  in  antagonism  to  the  one  more  generally  held.  For  I 
claim  that  while  operation  in  these  cases  is  necessary,  yet  the  degree 
of  operative  interference  should  not  always  extend  to  complete  removal 
or  in  some  cases,  even  to  partial  removal,  as  for  instance  in  simple  ad- 
hesions (see  Transactions  of  the  American  Gynecological  Society,  page 
182,  vol.  xiii,  or  New  York  Journal  of  Gynecology  and  Obstetrics,  Au- 
gust, 1893). 

"It  is  evident,  therefore,  that  I  do  not  accept  Segond's  proposal  in 
whole,  because  by  so  doing,  one  necessarily  abandons  all  idea  of  con- 
servative surgery  in  dealing  with  diseased  appendages.  Conditions  of 
disease,  which  according  to  my  beliefs,  may  be  reduced  by  operation 
to  a  status  in  keeping  with  health  and  usefulness,  are  by  his  plan  con- 
demned to  sacrifice,  his  proposal  in  this  particular  antagonizing  my 
proposals  in  the  same  degree  as  do  most  operators  of  the  present  day 
— who  having  diseased  appendages  before  them  see  no  better  way  of 
dealing  with  them  than  amputation.  .  .  . 

"  In  presenting  the  subject  propounded  in  the  title  of  this  paper  it 
is  necessary  to  subdivide  the  question  as  follows : 

1 .  Shall  those  of  us  who  repudiate  'conservative'  operations 
upon  the  appendages,  content  ourselves  with  mere  amputation,  or 
shall  we  extend  the  operation  to  the  removal  of  the  uterus  as  well  ? 

"  2.  Shall  those  of  us  who  accept  '  conservative  '  operations  upon 
the  appendages  extend  the  principle  to  the  uterus  when  deprived  of  its 
appendages  or  shall  we  remove  the  uterus  when  compelled  to  remove 
the  appendages  ? 

11  The  answer  to  both  questions  can  be  found  in  the  same  direction 
and  turns,  First,  Upon  the  relation  of  the  emasculated  uterus  (borrow- 
ing a  term  applicable  to  the  opposite  sex)  to  the  individual  possessor  : 
Second,  Upon  the  dangers  of  the  added  operation." 

After  presenting  matter  in  evidence  the  paper  concluded  : 
"  We  find  then,  First,  That  with  the  removal  of  the  appendages  the 
uterus  becomes  a  useless,  vexatious  and  perhaps  a  dargerous  organ  ; 
Second,  That  the  vital  conditions  of  the  patient  being  such  as  are 
usually  presented  in  case  of  salpingitis,  the  dangers  attending  its  re- 
moval are  not  sufficient  to  forbid  this  step.  Accepting  these  state- 
ments as  a  working  basis,  we  can  say  to  those  who  repudiate  conserva- 
tive operations  upon  the  appendages  that  complete  work  demands  the 
removal  of  the  uterus  along  with  the  appendages  ;  and  to  those  who 
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accept  conservative  operations  upon  the  appendages  that  when  these 
organs  are  sacrificed  the  principles  of  conservatism  do  not  apply  to  the 
uterus  which  then  should  be  removed. 

"  There  is  an  aspect  of  this  question  of  dealing  with  diseased  ap- 
pendages which  should  now  be  noticed.  When  one  speaks  to  a  woman 
of  taking  out  the  ovaries,  she  may  contemplate  the  sacrifice  with  feel- 
ings of  regret,  but  when  one  speaks  of  taking  out  the  uterus — apart 
from  the  question  of  added  danger  which  has  been  dealt  with  above — 
one  is  met  by  opposition  which  is  based  upon  the  idea  that  in  the 
uterus  centers  her  womanhood.  As  a  fact,  we  know  that  it  centers  in 
her  ovaries,  and  if  we  were  candid  with  ourselves  we  would  admit 
that  her  idea  is  the  result  of  our  own  false  teaching.  Until  this  fact 
can  be  brought  home  to  her,  we  may  expect  greater  opposition  to  the 
complete  operation  than  to  the  amputation  of  the  appendages,  when 
in  fact  it  should  be  the  reverse.  And  again,  just  so  long  as  we  shirk 
this  question,  just  so  long  will  we  ignore  the  advantages  to  be  gained 
along  the  lines  of  operations  which  have  for  their  primary  object  the 
saving  of  the  ovaries.  The  ovary  is  the  organ  to  be  considered — 
that  is,  the  organ  about  which  the  maintenance  of  woman's  position 
revolves.  It  is  not  the  uterus,  and  from  my  standpoint  I  would  rather 
sacrifice  every  uterus  without  its  ovaries  than  one  ovary  that  could 
be  saved  by  any  known  process  of  surgery  or  medicine. 

"  Turning  now  to  the  kind  of  hysterectomy  which  should  be 
adopted,  I  will  say  that  to  one  repudiating  'conservative'  operations 
upon  the  appendages,  the  logical  procedure  may  lie  in  vaginal  hys- 
terectomy, although  I  question  whether  so  good  an  operation  can  be 
done  from  below  as  from  above  the  pubis. 

"  To  one  belonging  to  the  class  which  accepts  *  conservative  '  op- 
erations upon  the  appendages,  the  essential  procedure  is  supra-pubic 
hysterectomy,  because  with  such  an  operator  the  key  to  the  problem  is 
the  condicion  of  the  appendages  as  revealed  by  close  visual  inspec- 
tion, and  this  can  only  be  made  by  approaching  the  organs  from 
above.  His  operation  is  primarily  in  the  nature  of  an  exploratory 
procedure,  and  he  expects  at  the  outset  to  be  able  to  save  a  part  or 
the  whole  of  the  ovaries  and  at  least  part,  and  perhaps  all,  of  both 
tubes.  But  should  the  condition  from  his  standpoint  forbid  such 
action,  he  is  then  in  position  to  follow  his  more  radical  brother  and 
make  a  clean  sweep  of  all  the  organs — ovaries,  tubes,  and  uterus.'' 
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ABORTION  AS  A  CAUSE  OF  DISEASE  OF  THE  PELVIC 

ORGANS* 

By  P.  F.  Chambers,  M.  D. 

While  the  formerly  accepted  doctrine  that  the  uterus  is  the  seat 
or  origin  of  all  pelvic  disease  will  never  again  be  revived,  still,  that  it 
is  responsible  for  many  more  disorders  than  the  extreme  modern 
school  has  taught  is  beyond  a  shadow  of  doubt. 

We  are  again  beginning  to  look  upon  the  diseased  uterus  as  the 
cause  instead  of  the  sequela  of  ovarian  or  tubal  troubles  ;  and  conse- 
quently directing  our  attention  toward  their  cures  through  the 
uterus,  rather  than  a  cure  of  the  uterine  trouble  by  removal  of  the 
ovaries  and  tubes. 

Years  ago,  Dr.  Noeggerath  astonished  the  profession  by  stating  that 
all  the  cases  of  pyosalpinx,  as  well  as  many  of  the  other  troubles  of 
the  female  pelvis,  were  caused  by  gonorrhceal  infection ;  and,  in 
substantiation  of  his  assertion,  said  the  gonococci  could  be  found  in 
the  pus  of  the  tubes.  His  theory  was  for  a  long  while  not  accepted 
and  fortunately  never  has  been  so  in  this  country  as  universally  as  in 
Europe,  for  while  we  accept  his  statement  as  true  in  many  cases,  still 
we  have  all  met  with  many  cases  in  unmarried,  as  well  as  married, 
women  who  have  had  unmistakable  pus  tubes  but  who  have  never 
had  gonorrhoea ;  and,  while  among  the  married  women,  we  have 
been  able  to  find  other  apparent  causes,  among  the  single  women  the 
cause  is  yet  a  mystery. 

I  have  found,  in  my  experience,  the  most  frequent  cause  of  pelvic 
trouble  among  married  women  to  be  abortion  and,  I  might  say  in 
the  majority  of  cases,  abortions  artificially  or  intentionally  pro- 
duced ;  meaning,  by  the  term  abortion,  the  casting  off  of  a  part  or 
the  whole  of  the  fcetal  shell  before  the  viability  of  the  foetus. 

Among  married  women  over  thirty  years  of  age  who  have  not 
aborted  one  or  more  times,  the  percentage  is  very  small ;  and  while, 
with  those  who  have  aborted  against  their  wishes,  there  seems  to  be 
little  trouble  as  a  consequence,  among  those  upon  whom  the  abortion 
was  intentionally  produced  the  evil  results  are  manifest  and  numer- 
ous.   It  is  exceptional  to  find  a  woman  who  will  confess  to  having  an 
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abortion  produced  who,  as  a  consequence,  is  not  suffering  from  some 
serious  form  of  pelvic  trouble.  And  the  wonder  is  not  that  there  are 
so  many  such  sufferers  but  that  there  are  not  more,  when  we  con- 
sider the  class  upon  whom  abortions  are  produced,  by  whom  they  are 
produced  and  the  method  of  procedure. 

In  the  first  place,  the  operation  is  usually  performed  upon  a 
woman  who  would  be  disgraced  by  a  known  pregnancy  ;  and  this 
fact  brings  in  at  once  a  mental  element — fear  and  a  consequent  deter- 
mination to  conceal  her  illness  ;  a  determination  which  can  only  be 
carried  out  by  a  total  disregard  of  all  laws  which  would  be  insisted 
upon  in  every  case  of  an  ordinary  operation.  She  keeps  upon  her 
feet  and  often  does  more  than  when  perfectly  well,  feeling  that  to 
remain  unsuspected  she  must  be  over-zealous. 

In  the  second  place,  the  operator  is  usually  a  charlatan  who  works 
clandestinely — a  friend  or  the  patient  herself  ;  in  any  event,  a  person 
ignorant  of  anatomy,  of  all  surgical  technique  and  who,  being  anx- 
ious only  to  fly  the  ills  that  be,  is  regardless  of  those  she  knows 
not  of. 

As  to  the  method  of  procedure,  the  operations  are  usually  per- 
formed clumsily,  improperly  and  without  regard  to  any  antiseptic 
precautions.  Close  questioning  will  generally  bring  the  information 
that  the  operator  used  an  instrument  like  a  sound,  either  connected 
with  an  electric  battery  or  not,  as  the  case  may  be,  and  that  no  pre- 
cautions were  taken  in  the  way  of  antisepsis.  We  all  know  the  dan- 
gers of  a  uterine  sound  in  the  hands  of  the  most  careful  operator 
upon  a  comparatively  healthy  woman,  when  every  antiseptic  precau- 
tion has  been  taken.  Imagine,  then,  an  unclean  sound  in  the  hands 
of  a  quack  !  The  proverbial  "  bull  in  a  china  shop  "  would  create  less 
havoc  ! 

What  other  portion  of  the  body  would  submit  to  such  treatment  ? 
And,  at  the  same  time,  what  part  of  the  body  could  possibly  be  put 
in  a  more  suitable  condition  for  injury  or  the  absorption  of  septic 
matter?  A  slight  glance  at  the  anatomy  of  the  uterus  during  the 
early  stages  of  gestation  will  readily  make  evident  the  truth  of  my 
statement. 

The  uterus  being  congested  at  each  menstrual  period,  it  is  en- 
larged and  its  mucous  membrane  thickened  and  folded  upon  itself 
and,  should  conception  take  place  then,  the  impregnated  ovum  acts 
as  a  physiological  cause  for  an  increased  development,  not  only  of 
the  mucous  membrane  and  the  muscular  walls  but  also  for  a  hyper- 
trophy of  the  glands  and  an  increase  in  size  and  quantity  of  the 
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blood  vessels  ;  so  much  so,  that  there  are  numbers  of  venous  sinuses 
formed  especially  opposite  the  insertion  of  the  placenta — thereby 
favoring  osmosis  and  endosmosis.  The  Fallopian  tubes  change  their 
position  from  the  apex  of  the  angles  on  a  horizontal  line  with  the 
pelvis  to  a  much  lower  plane — to  about  the  upper  one  third  of  the 
uterus — and  the  openings  become  much  more  permeable.  But  while 
at  parturition  the  mucous  membrane  is  thrown  off  by  the  formation 
of  a  new  membrane,  in  abortions,  especially  during  the  early  months, 
this  is  not  the  case ;  the  membrane  then,  if  exfoliated  at  all,  becomes 
so  by  a  slower  process,  often  by  sloughing,  and  that,  too,  in  connec- 
tion with  the  fcetal  membranes  or  placenta. 

In  normal  abortion  (if  I  may  so  use  the  term) — that  is,  those  fol- 
lowing a  contraction  of  the  womb  caused  by  external  influences  and  not 
mechanical  interference — the  uterus  usually  expels  the  entire  contents, 
the  foetus,  amnion  and  chorion,  the  decidua  vera  and  reflexa  ;  and 
though  a  raw  surface  is  left  it  is,  as  a  rule,  attended  with  little  if  any 
trouble  ;  the  woman  generally  takes  good  care  of  herself  and  remains 
in  bed  for  several  days,  which  allows  the  uterus  to  contract,  a  new 
membrane  to  form  and  the  parts  to  assume  their  natural  functions. 
An  examination  a  few  weeks  later  will  show  the  uterus  normal  in 
position  and  size,  the  membranes  healthy  and  the  woman  perfectly 
well. 

But  should  the  uterus  fail  to  expel  the  entire  contents,  as  it  fre- 
quently .does  !  Suppose  some  of  the  membranes  remain  or,  if  at  a 
more  advanced  stage,  the  placenta  or  a  portion  of  it  is  left  behind  ! 
In  a  week  or  ten  days  putrefaction  sets  in.  The  patient  becomes 
restless,  feels  languid  or  more  frequently  has  a  chill  followed  by  fever, 
loss  of  appetite  and  general  malaise,  showing  septic  absorption  ;  and 
these  symptoms  are  the  forerunners  of  a  long  series  of  pelvic  troubles 
if  not  of  acute  and  immediate  danger. 

The  glands,  blood  vessels  and  mucous  membrane  being  in  the 
condition  above  described,  an  absorption  of  the  septic  matter  readily 
takes  place  and,  as  a  consequence,  we  have  to  deal  with  catarrhal  en- 
dometritis by  inflammation  of  the  endometrium,  metritis  by  extension 
of  septic  matter  into  the  muscular  tissue,  salpingitis,  ovaritis  and 
other  peri-uterine  inflammations,  by  further  extension  of  the  sepsis 
through  the  Fallopian  tubes  and  by  the  lymphatics. 

It  not  infrequently  happens  that  the  doctor  is  called  immediately 
after  the  attempt  at  abortion  has  been  made,  and  the  question  natur- 
ally arises,  what  shall  be  done  to  prevent  further  trouble  ?  If  the 
damage  done  has  been  great  enough  to  cause  the  expulsion  of  the 
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foetal  shell,  a  part  of  it  or  even  enough  to  cause  its  future  expulsion, 
the  only  thing  to  be  done  is  to  thoroughly  empty  the  uterus  as  soon 
as  possible,  and  unquestionably  the  best  method,  if  in  the  first  two 
months  of  gestation,  is  by  the  use  of  divulsors,  curette  and  irrigation 
with  sterilized  water.  If  the  abortion  occurs  after  the  formation  of 
the  placenta,  that  is  after  the  close  of  the  second  month,  I  prefer  to 
use  my  fingers  for  dilating  as  much  as  possible,  and  in  addition  to  the 
curette  the  intra-uterine  forceps  are  necessary  to  empty  thoroughly 
the  cavity  ;  in  the  meantime,  of  course,  practicing  very  carefully 
every  antiseptic  precaution,  then  putting  the  woman  to  bed  and  keep- 
ing her  there  for  at  least  ten  days. 

It  is  not  my  purpose  to  enumerate  the  methods  of  preventing  abor- 
tions nor  the  best  methods  of  producing  them,  as  my  paper  treats 
only  of  abortion  as  a  cause  of  pelvic  disease.  To  enter  into  the 
treatment  of  the  results  would  embrace  the  entire  field,  from  the 
hot  vaginal  douche  to  cceliotomy  for  the  removal  of  the  diseased 
organs. 

The  fact  that  we  are  again  accepting  the  theory  that  many,  if  not 
most  of  the  diseases  of  the  pelvic  organs,  have  as  their  point  of  origin 
some  previous,  if  not  present  trouble,  of  the  uterus  should  at  least  again 
direct  our  thoughts  toward  trying  to  devise  some  method  of  treatment 
to  reach  the  diseased  part  through  the  same  channel.  There  has  al- 
ready been  a  reaction  from  the  dictum  that  all  cures  of  diseases  of 
the  ovaries  and  tubes  can  only  be  accomplished  by  extirpation. 
While  I  do  not  wish  it  understood  that  I  disapprove  of  operations, 
still  I  prefer  to  be  put  on  record  as  one  who  resorts  to  them  only 
when  the  simpler  means  have  completely  failed  ;  it  seems  both  natu- 
ral and  feasible  to  attack  a  disease  at  its  origin,  and  many  of  the 
tubal  troubles  at  least  can  be  entirely  cured  by  the  simpler  and  more 
conservative  method  of  divulsion,  curetting  and  drainage. 

The  success  of  an  operation,  or  the  reverse,  has  heretofore  been 
determined  by  the  immediate  results,  but  when  it  has  been  possible  to 
follow  the  case  as  time  passed  on  even  the  physical  results  have  been 
found  to  be  far  from  satisfactory  in  very  many  cases. 

Again  the  lowered  moral  tone  coincident  with  the  extirpation  of 
ovaries  and  Fallopian  tubes  renders  still  more  imperative  our  obliga- 
tion as  ministers  to  the  social  weal. 

Then  let  us  persevere  in  this  good  work.  Let  us  perfect  our 
method  of  treatment  of  the  uterus  and  appendages  through  the  vagina, 
so  that  in  a  few  years  it  may  be  as  rare  an  occurrence  to  remove  a 
Fallopian  tube  for  pyosalpinx  as  it  is  nowadays  for  some  of  us  to  leave 
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them,  feeling  assured  that  we  shall  thus  best  serve  the  interests  of  so- 
ciety and  science. 

I  have  written  this  paper  not  with  the  idea  that  I  could  bring  for- 
ward a  single  new  thought,  but  simply  to  impress  the  hope  that  the 
facts  would  make  it  obligatory  upon  us  as  honorable  members  of  an 
honorable  profession  to  do  all  in  our  power  to  discourage  the  great 
and  growing  evil  of  producing  abortions,  not  only  from  a  moral  stand- 
point but  also  as  one  of  the  most  frequent  causes  of  diseases  of 
women. 


NOTES  ON  GYNECOLOGICAL  TECHNIQUE. 
By  Hunger  Robb,  M.  D. 

Associate  in  Gynaecology.  Johns  Hopkins  University,  Baltimore,  Md. 

It  has  for  some  time  been  the  custom  in  abdominal  sections  to 
cover  the  field  of  operation,  after  the  abdomen  has  been  sterilized, 
with  a  broad  strip  of  gauze  in  which  a  slit  has  been  made  correspond- 
ing to  the  line  of  the  incision,  so  that  the  operator  has  ample  room  to 
work  ancl  yet  at  the  same  time  all  the  parts  in  proximity  to  the  wound 
are  protected. 

I  have  lately  found  the  same  arrangement  of  great  convenience, 
and  consider  that  its  use  will  also  afford  a  great  safeguard  in  plastic 
cases.    The  arrangement  is  somewhat  as  follows  : 

A  piece  of  sterilized  cheese-cloth,  about  one  yard  and  a  half 
square,  is  laid  upon  the  abdomen,  and  arranged  so  that  it  extends  as 
high  as  the  umbilicus,  while  at  the  same  time  it  covers  the  buttocks 
and  the  upper  two  thirds  of  the  portion  of  the  perineal  pad  which 
hangs  over  the  table.  A  slit  is  made  in  the  gauze  just  over  the  vulvar 
orifice,  which  can  be  made  large  enough  to  allow  the  necessary  expo- 
sure of  the  peringeum. 

An  additional  protection  will  be  found  in  the  use  of  sterilized 
stockings,  which  are  put  on  the  patient  just  before  the  operation. 
The  operating  room  should  be  supplied  with  several  pairs,  which  may 
be  made  of  Canton  flannel.  It  is  very  important  to  make  them  suffi- 
ciently large,  and  a  length  of  sixty-two  centimetres  and  a  breadth  of 
thirty-one  centimetres  will  be  necessary  in  most  cases  so  that  they  fit 
34 
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quite  loosely  and  extend  well  up  on  the  thighs,  where  they  can  be 
fastened  with  a  tape. 

To  still  further  protect  the  field,  sterilized  towels  may  be  placed 
above  the  gauze  which  covers  the  lower  part  of  the  abdomen  and  the 
thighs.  During  the  progress  of  the  operation  the  scissors,  forceps 
and  knife  which  are  being  frequently  employed  are  very  apt  to  come 
in  contact  with  the  body  or  the  clothing  of  the  patient  or  with  a  part 


Fig.  I. —  Field  of  operation  and  the  neighboring  parts  protected  by  gauze  diaphragm, 

towels  and  stockings. 

of  the  operating  table  or  pad.  Where  a  basin  or  some  other  conven- 
ient receptacle  for  them  is  not  at  hand,  they  may  safely  be  laid  upon 
the  protected  space  just  above  the  symphysis  pubis.  (  Vide  Figs,  i 
and  2.) 
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For  the  disinfection  of  the  hands  and  forearms,  besides  that 
of  permanganate  of  potassium,  which  is  always  easily  recognizable 
by  its  distinctive  color,  various  solutions  are  employed,  and  even 
after  the  hands  have  been  thoroughly  disinfected  it  will  often  be 


Fig.  2. — Stockings  worn  by  patient  during  operation. 


necessary  during  the  progress  of  the  operation  to  cleanse  them  again. 
For  this  purpose  we  have  arranged  within  easy  reach  of  the  operator 
several  basins  containing  various  solutions.  Practical  experience  has 
taught  me  that  one  has  often  to  apply  to  the  assistant  or  nurse  to  find 
out  in  which  basin  any  particular  solution  is  to  be  found.  To  avoid 
the  necessity  of  asking  repeated  questions  and  to  do  away  with  ail 
possibility  of  mistakes,  I  have 
found  it  convenient  to  label 
each  solution.  Instead,  how- 
ever, of  employing  a  label 
Which  is  pasted  upon  the  basin 
and  which  washes  off  when-  Fig.  3.— Floating  glass  label, 

ever  the  latter  is  cleansed,  I 

now  make  use  of  labels  which  are  inclosed  in  a  small  glass  case.  The 
glass  being  sufficiently  thin  and  the  cavity  in  which  the  label  is  con- 
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tained  being  filled  with  air,  the  label  can  be  plainly  read  as  it  floats 
upon  the  surface  of  the  fluid,  so  that  one  can  readily  tell  whether 

one  is  dealing  with  bichloride,  car- 
bolic acid  solution,  hot  distilled  water, 
sterilized  salt  solution,  etc.,  and  can 
thus  avoid  the  occurrence  of  any  mis- 
take. The  labels  may  conveniently 
measure  9.3  centimetres  in  length 
and  2.3  centimetres  in  width  and  can 
be  easily  kept  sterile  if  they  are 
washed  off  thoroughly  in  soap  and 
water  and  afterward  preserved  in  a 
1  to  500  solution  of  bichloride.  (  Vide 
Fig.  3-) 

Aseptic  Powder  Flask. — The  flasks 
which  are  to  hold  the  various  dusting 
powders  which  are  used  in  dressing 
the  wound  should  be  so  constructed 
that  they  can  be  readily  sterilized.  I 
have  had  one  made  of  metal  eight 
centimetres  in  height  and  six  centi- 
metres in  diameter.  It  is  nickel- 
plated  and  has  a  perforated  attach- 
ment which  is  covered  by  a  screw 
top  when  not  in  use.  ( Vide  Fig.  4.) 
The  bottom  is  made  to  unscrew  so 
that  the  powder  can  easily  be  introduced  after  the  flask  has  been 
sterilized.  This  can  be  done  without  any  injury  to  the  flask  by  boil- 
ing it  in  a  one-per-cent.  soda  solution  for  two  minutes,  after  which 
it  is  wiped  dry  with  a  sterilized  towel. 


Fig.  4. — Antiseptic  powder  flask. 
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IRREGULAR  MENSTRUATION* 
By  E.  W.  Gushing,  M.  D.,  Boston,  Mass. 

In  considering  the  question  of  irregular  menstruation  I  find  my- 
self somewhat  embarrassed  by  the  limitation  of  my  part  of  the  whole 
question,  for  I  must  avoid  treating  of  profuse  menstruation  on  the 
one  hand  and  of  scanty  menstruation  on  the  other,  while,  to  be 
strictly  accurate,  what  is  really  menstruation  is  not  irregular,  and 
what  is  quite  irregular  is  not  menstruation.  I  find  myself,  therefore, 
occupying  as  it  were  a  geometrical  point,  which  has  position  but 
neither  length,  breadth  nor  thickness  ;  if  therefore  I  am  to  consider 
the  subject  at  all,  I  must  trench  on  the  province  of  all  the  other 
speakers  in  spite  of  the  adjurations  of  Dr.  Currier. 

In  the  first  place  we  have  to  consider  the  irregularities  which 
attend  the  establishment  of  the  menstrual  function  at  puberty. 
These  are  sometimes  so  severe  as  to  demand  active  treatment  owing 
to  the  profuseness  of  the  haemorrhages,  but  more  often  we  are  called 
to  give  advice  concerning  scanty,  delayed  or  omitted  menstruation. 

A  certain  amount  of  irregularity  at  this  period  of  life  as  well  as  at 
the  menopause  is  so  common  that  it  may  almost  be  considered  as 
regular,  and  it  is  only  special  cases  which  come  under  the  care  of  the 
physicians. 

Where  menstruation  is  precocious  or  excessive  it  is  well  to  con- 
sider whether  the  girl  is  leading  a  life  as  quiet  and  as  free  from  ex- 
citement as  should  be  the  rule  at  such  a  time,  while  on  the  other 
hand  when  the  discharge  occurs  only  occasionally  and  at  irregular 
intervals  care  should  be  taken  to  avoid  undue  confinement  in  school 
and  overstudy  and  to  enjoin  such  an  amount  of  good  food  and  exer- 
cise in  open  air  as  a  young  girl  ought  to  have. 

It  is  obviously  impossible  within  the  limits  of  this  paper  to  say 
anything  more  in  regard  to  the  treatment  of  the  irregularities  of  men- 
struation for,  as  stated  above,  the  only  treatment  required  is  for  pro- 
fuseness or  scantiness,  for  continuous  duration  or  total  absence  of  the 
flow,  and  all  these  questions  are  to  be  considered  by  other  speakers  ; 
the  only  point  left  for  me  to  consider  appears  to  be  the  differential 
diagnosis  between  irregularities  of  menstruation  and  various  other 


*  Read  before  the  New  York  State  Medical  Society,  as  part  of  an  assigned  dis- 
cussion on  the  subject :  "Menstruation  and  Its  Abnormalities."    February  6,  1894. 
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bloody  discharges  from  the  vagina  which  are  usually  supposed  to  be 
of  a  menstrual  nature  by  the  patients,  so  that  for  this  reason  the  early 
stages  of  very  serious  maladies  are  often  overlooked.  First  in  fre- 
quency and  in  importance  come  the  sudden  and  violent  haemorrhages 
at  or  about  the  menstrual  epoch,  or  the  total  suppression  of  menstrua- 
tion, due  to  inflammation  of  the  uterine  appendages  and  of  the  fundus 
of  the  uterus  :  these  attacks  are  usually  attributed  by  the  women  to 
"  catching  cold  " — and  sometimes  this  appears  to  be  the  case — or, 
perhaps  we  should  say  more  properly,  the  occasion  which  allows 
various  infecting  organisms  to  excite  inflammation  of  the  uterine  and 
tubal  endometrium.  It  is  unnecessary  here  to  describe  further  the 
long  train  of  troubles  which  may  follow  such  an  attack  of  pelvic  in- 
flammation, troubles  which  are  liable  to  be  associated  at  all  stages 
with  irregular  or  painful  menstruation. 

Next  in  order  we  may  consider  the  irregularities  of  menstruation 
associated  with  subinvolution  of  the  fundus,  running  on  into  fungous 
endometritis  :  usually  in  these  cases  all  sorts  of  medicines  have  been 
without  effect  until  some  one  makes  a  diagnosis  and  adopts  the  proper 
treatment — as  a  rule,  of  a  surgical  nature. 

One  of  the  most  important  affections,  of  which  irregular  menstrua- 
tion is  a  symptom,  is  extra-uterine  pregnancy.  This  condition  is  cer- 
tainly very  much  more  common  than  was  heretofore  supposed,  as  is 
shown  by  the  large  number  of  operations  which  are  now  performed  to 
relieve  it.  Probably  in  a  large  proportion  of  cases  haematocele  should 
also  be  considered  as  due  to  extra-uterine  pregnancy.  Now,  in  al- 
most all  cases  of  this  affection  the  first  symptom  observed  is  irregu- 
larity of  the  menstruation.  It  sometimes  ceases  entirely  as  in  ordinary 
pregnancy,  but  more  often  it  is  diminished  or  is  missed  once  and  re- 
turns afterward,  but  not  just  at  the  regular  time,  or  there  is  more  or 
less  continuous  escape  of  blood  often  accompanied  by  discharge  of 
decidual  membrane  and  complicated  by  pain  ;  so  the  patient  does  not 
know  whether  she  is  really  pregnant  or  not.  Of  course,  in  all  such 
cases,  the  diagnosis  is  of  the  utmost  importance  and  that  being  made, 
the  proper  treatment  can  be  at  once  adopted. 

During  the  middle  period  of  a  woman's  life,  especially  if  she  is 
married  and  the  mother  of  a  numerous  family,  the  rapid  succession  of 
pregnancies,  with  the  various  accidents  and  sequelae  of  parturition, 
together  with  the  care  and  labor  of  the  household  and  the  conditions 
and  relations  incident  to  married  life,  make  a  certain  amount  of  men- 
strual irregularity  so  common  that  the  women  hardly  notice  or  trouble 
themselves  about  it  ;  and  when  there  is  sufficient  loss  of  blood  or  pain 
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to  lead  them  to  consult  a  physician,  the  diagnosis  is  the  main  ques- 
tion ;  it  certainly  is  the  duty  of  the  physician  to  find  out  what  is  the 
real  nature  of  the  affection,  instead  of  simply  prescribing  ergot  or 
hydrastis  or  some  other  customary  remedy. 

At  any  rate,  if  such  medicines  do  not  act  promptly,  and  if  inflam- 
matory disease  or  the  condition  or  results  of  pregnancy  have  been  ex- 
cluded, there  is  grave  reason  to  suspect  organic  disease  of  some  kind, 
such  as  fibroid  tumor  or  cancer. 

Although  neither  of  these  diseases  is  strictly  limited  as  to  the 
period  of  life  in  which  it  appears,  yet  we  see  myoma  more  often  in 
women  under  fifty,  cancer  of  the  cervix  in  women  from  forty  to  sixty- 
five  and  malignant  adenoma,  which  degenerates  into  cancer  of  the 
body  of  the  uterus,  seldom  under  fifty. 

It  would  seem  self-evident  that  the  way  to  find  out  whether  a 
woman  has  a  myoma  or  a  cancer  is  to  examine  her  carefully  and 
thoroughly,  and  yet  I  am  pained  to  say  that  in  many  cases  a  great 
deal  of  time  is  lost,  either  owing  to  the  refusal  of  the  woman  to  sub- 
mit to  examination  or  to  the  neglect  of  the  physician  to  insist  on 
making  it.  Here,  again,  a  certain  blind  faith  in  the  power  of  medi- 
cine, an  easy  routine  or  a  want  of  appreciation  of  the  importance  of 
the  subject  very  often  leads  to  the  loss  of  much  valuable  time. 

The  diagnosis  of  myoma  is  not  always  easy.  It  is  most  apt  to  be 
confounded  with  hard  inflammatory  masses,  with  malignant  disease  of 
the  fundus  uteri  or  with  ovarian  growths,  especially  adherent  dermoids 
which  displace  the  uterus.  This  is  not  the  place  to  go  further  into 
the  question  of  diagnosis,  still  less  of  treatment.  As  soon  as  the  diag- 
nosis is  made,  the  supposed  menstrual  irregularity  becomes  the  symp- 
tom of  a  definite  disease  and  can  be  treated  accordingly. 

If  the  failure  to  make  an  early  diagnosis  of  a  myoma  is  annoying,, 
the  failure  to  discover  a  cancer  in  its  early  stages  is  a  disaster — a 
neglect  which  is  well-nigh  criminal. 

And  yet,  how  many  lives  are  trifled  away  for  want  of  a  diag- 
nosis !  How  many  women  are  dosed  for  months  for  irregular  men- 
struation without  examination.  How  many  are  treated  for  "  ulcera- 
tions "  for  weeks  until  the  disease  has  spread  so,  that  it  has  gone  into 
the  lymphatics  beyond  the  possibility  of  entire  removal.  How  many 
women,  instead  of  consulting  their  physician,  run  about*  among  their 
female  friends  and  are  assured  that  it  is  only  the  change  of  life, 
which  causes  their  irregular  haemorrhages.  Nevertheless,  there  is 
seldom  any  real  difficulty  in  diagnosis  of  cancer  of  the  cervix.  If 
there  is  an  old  laceration,  with  ectropium  and  glandular  growth  of 
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the  cervical  lips  the  appearances  may  resemble  carcinoma  and,  on 
the  other  hand,  the  latter  disease  may  for  a  time  resemble  or  be  en- 
grafted on  the  former.  Yet  it  is  easy  to  scoop  or  cut  off  a  piece 
large  enough  for  microscopic  examination,  and  in  fact  it  may  be 
accepted  as  a  rule  with  few  exceptions  that  where  a  piece  of  the 
cervical  tissue  can  be  scraped  or  broken  off  with  the  finger-nail  the 
disease  is  to  be  regarded  as  malignant  and  measures  are  to  be  taken 
at  once  in  accordance  with  the  nature  and  gravity  of  the  affection. 

Somewhat  more  difficult  of  early  diagnosis  is  malignant  adenoma 
of  the  uterine  body,  which  usually  first  makes  itself  known  by  uterine 
haemorrhages,  not  profuse  but  persistent.  As  this  affection  generally 
commences  after  the  menopause,  it  would  hardly  be  a  subject  for 
consideration  here  were  it  not  for  the  fact  that  the  women  are  prone 
to  regard  the  bloody  discharges  as  a  recurrence  or  renewal  of  men- 
struation ;  and  they  are  often,  in  fact,  rather  proud  of  the  prolonga- 
tion of  their  uterine  functions.  The  diagnosis  is  made  by  the  micro- 
scope after  curetting  ;  the  cure  is  hysterectomy.  It  must,  moreover, 
never  be  forgotten  in  studying  the  causes  of  irregular  menstruation 
that  they  may  lie  far  from  the  uterus  or  its  appendages.  Thus, 
menorrhagia  may  depend  on  disease  of  the  heart,  on  violence  of  the 
emotions,  on  sexual  excitement,  etc.  Amenorrhoea  may  depend"  on 
imperfect  development,  on  incipient  phthisis,  on  homesickness, 
change  of  climate,  anaemia,  sorrow,  etc. 

It  is  impossible  to  do  justice  to  such  a  subject  in  fifteen  minutes 
and,  if  I  may  sum  up  all  in  a  few  words,  I  would  say  that  in  all  cases 
of  irregular  menstruation  we  should  search  out  the  cause  of  the 
trouble,  and  if  possible  remove  it. 

"  Sublata  causa  tollitur  effectus." 


FOURTEEN  HYSTERECTOMIES  WITH  REMARKS.* 

By  Robert  Hawthorne  Wylie,  M.  I). 

Case  I. — I  am  unable  to  give  a  complete  previous  history  of  this 
case.  It  was  done  at  Watertown  for  Dr.  James  D.  Spencer  on  May 
20,  1 89 1 ,  immediately  after  I  had  operated  for  salpingitis  and  ovaritis 
in  another  case.    The  patient  had  just  recovered  from  an  attack  of 

*  Read  before  the  New  York  Obstetrical  Society,  March  20,  1894. 
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"grip"  with  which  she  had  had  some  lung  complication  but  she 
seemed  to  be  in  fair  condition.  A  hurried  examination  revealed  sev- 
eral irregular  fibromata  involving  the  uterus.  The  patient  took  the 
ether  very  badly  and  her  pulse  was  very  rapid  but  there  was  no  haem- 
orrhage during  the  operation.  The  usual  incision  proved  the  diag- 
nosis correct  and  an  enlarged  uterus  with  several  hard  nodular  fibrom- 
ata six  or  seven  inches  in  diameter  was  found. 

After  ligating  the  ovarian  arteries  an  ecraseur  was  passed  around 
the  cervix,  which  was  transfixed  with  needles,  and  the  mass  was  cut 
away.  The  cervical  canal  was  swabbed  out  with  pure  carbolic,  the 
peritonaeum  was  carefully  sewed  to  the  stump  below  the  wire  of  the 
ecraseur  and  the  wound  closed.  The  stump  was  trimmed  down, 
smeared  with  subsulphate  of  iron  and  dressed  around  with  iodoform 
gauze  to  keep  it  separate  from  the  rest  of  the  wound.  The  patient 
rallied  only  fairly  well.  Dr.  Spencer  writes  me  as  follows  :  "  The 
day  following  the  operation  she  was  taken  with  a  cough  and  a  terrible 
pain  in  the  left  chest  with  difficulty  of  breathing,  rapid  pulse  and  high 
temperature  and  died  about  thirty-six  hours  after  the  operation.  I 
believed  her  death  caused  by  some  heart  and  lung  complication  due 
to  the  anaesthetic.  She  apparently  did  not  die  as  the  result  of  the 
operation  itself  and  did  not  complain  of  anything  in  that  region." 

Case  II  was  kindly  referred  to  me  by  Dr.  Henry  Griswold  and 
was  operated  upon  in  Bellevue  Hospital  on  July  13,  1891. 

E.  D.,  aged  forty  ;  mother  died  of  phthisis  ;  general  history  good  ; 
no  children  ;  no  miscarriages ;  no  vaginal  discharge  ;  menstruation  is 
regular  but  painful. 

Three  years  ago  she  noticed  a  small  lump  the  size  of  an  egg  in  the 
left  side  which  did  not  cause  much  pain  but  was  sore.  She  staved  in 
bed  for  a  week  and  the  lump  apparently  passed  away.  Six  wreeks  ago 
had  an  attack  of  vomiting  and  diarrhoea  accompanied  by  great  disten- 
tion and  sharp  lancinating  pain  diffused  over  whole  of  abdomen. 

Usual  small  incision  reveals  an  elastic  myoma  on  posterior  wall  of 
the  uterus  about  the  size  of  a  six  months'  pregnancy.  The  incision 
was  extended  and  the  tumor  and  uterus  lifted  up.  The  ovarian 
arteries  were  ligated,  cut  off  and  allowed  to  retract,  then  an  ecraseur 
was  passed  around  the  cervix  and  the  mass  cut  away,  leaving  about 
ah  inch  of  the  cervix.  The  uterine  arteries  wrere  now  tied  off  close  to 
the  cervix.  Now  a  wedge-shaped  piece  was  cut  out  of  the  cervix  and 
the  canal  swabbed  out  with  pure  carbolic  and  an  iodoform-gauze 
drain  put  through  the  canal.  The  cervix,  after  loosening  the  ecraseur, 
was  then  sewed  up  with  a  continuous  catgut  suture  and  then  a  similar 
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suture  closed  over  it  the  peritonaeum  which  had  been  stripped  or 
pushed  down.  The  pelvic  cavity  was  irrigated  with  pure  water  at  a 
temperature  of  1120,  a  glass  drainage  tube  introduced  and  the  wound 
closed  by  silk  sutures  passing  through  all  of  its  structures  and  re-en- 
forced by  a  second  line  of  fine  silk  sutures  which  accurately  approxi- 
mated the  fasciae  of  the  linea  alba. 

There  was  no  shock  and  the  convalescence  was  normal.  A  small 
dose  of  opium  was  given  the  first  two  nights.  The  drainage  tube 
was  removed  the  second  day  and  the  bowels  were  moved  the  third. 
On  cutting  open  the  tumor  it  was  found  to  contain  a  chocolate-col- 
ored fluid  with  masses  of  broken-down  material  projecting  from  the 
walls.  The  myoma  had  evidently  undergone  some  sort  of  degenera- 
tion. 

Case  III. — J.  H.,  married,  aged  forty-five;  was  operated  upon  on 
November  20,  1891  for  Dr.  W.  F.  Strait  in  Rock  Hill,  S.  C.  Seven 
months  ago  was  curetted  for  severe  uterine  haemorrhages  by  Dr.  Strait 
which  was  efficacious  for  about  three  months.  Then  the  bleeding  re- 
curred and  a  second  curetting,  without  benefit,  was  done  and  the  scrap- 
ings sent  to  a  pathologist  who  pronounced  it  adeno-sarcoma.  Owing 
to  the  large  size  of  the  uterus  I  had  great  difficulty  in  delivering  it  even 
after  I  had  cut  through  the  broad  ligaments.  The  operation  was 
done  in  a  miserable  hut,  but  she  made  a  good  recovery,  though  she 
died,  six  or  seven  months  after  the  operation,  of  the  "grip." 

By  the  doctors  present  this  was  thought  to  be  the  first  vaginal 
hysterectomy  done  in  South  Carolina  but  I  have  since  heard  of  one 
which  was  done  previously. 

Case  IV. — Mrs.  C,  aged  forty,  was  operated  upon  for  Dr.  St. 
John  at  the  Hackensack  Hospital.  She  has  had  nine  children.  Six 
months  ago  she  began  to  have  profuse  menorrhagia  and  four  months 
ago  irregular  haemorrhages  ;  a  discharge  in  the  interim  was  added. 
She  became  very  anaemic  and  weak.  Dr.  St.  John  diagnosed  car- 
cinoma of  the  cervix  and  I  curetted  on  December  29,  1892,  to  stop 
haemorrhages  and  render  uterus  and  vagina  aseptic.  Vaginal  hys- 
terectomy was  done  on  the  date  first  named  and  the  patient  was  dis- 
charged February  21,  1893.  On  February  15,  1894,  she  was  still  in 
good  condition. 

Case  V  was  admitted  to  Bellevue  October  3,  1892.  Mrs.  K., 
aged  twenty-five,  family  history  negative,  general  history  good,  had 
four  children,  the  last  eighteen  months  ago. 

In  the  middle  of  September,  1892,  while  in  the  water-closet,  a  haem- 
orrhage came  on  but  patient  did  not  pay  much  attention  to  it,  as  she 
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supposed  it  was  a  miscarriage  because  she  had  had  a  fright.  The 
haemorrhage  kept  up  and  a  midwife  was  called  in  and  she  found 
something  that  she  thought  was  the  afterbirth.  But,  though  she 
pulled  on  it,  she  could  not  remove  it  and  as  the  haemorrhage  persisted 
the  patient  was  finally  brought  to  the  hospital.  Though  fat  she  is 
profoundly  anaemic.  Examination  reveals  the  vagina  filled  with  a 
cauliflower  growth  projecting  from  the  posterior  lip  of  the  cervix 
and  a  pregnancy  advanced  to  about  the  fourth  month. 

After  thorough  cleansing  of  the  vagina  a  catheter  was  introduced 
on  October  it,  1892,  and  the  foetus  delivered  October  13th  without 
trouble.  November  5,  1892,  the  growth  with  the  posterior  lip  of  cer- 
vix was  removed.  The  mass  which  was  about  four  inches  in  diame- 
ter was  filled  with  cells  and  glands  which  were  broken  down  and 
purulent.  The  patient  had  no  pain  and  she  refused  absolutely  to 
have  the  uterus  removed  though  it  was  urged  and  she  was  told  that 
she  was  certain  to  die  if  it  was  not  done.  So  she  left  the  hospital 
November  15,  1892.  Haemorrhages  forced  her  to  return  January  20, 
1893.  On  account  of  foul  discharge  I  curetted  and,  finally,  obtain- 
ing permission  I  removed  the  uterus  and  appendages  per  vaginam  Feb- 
ruary 9,  1893.  Though  I  apparently  got  all  the  cancerous  tissue  and 
the  operation  was  easy  I  was  fearful  of  the  final  result  owing  to  the 
evident  vigorous  growth  of  the  cancer.  She  made  a  good  recovery 
and  was.  discharged  March  7,  1893.  I  saw  her  about  six  months 
afterward  and  the  disease  had  returned  in  the  scar  and  was  growing 
very  rapidly,  so  I  feel  confident  she  is  now  dead. 

Case  VI. — Miss  C,  aged  fifty-one,  is  emaciated  and  very  anaemic. 
A  sister  died  with  cancer  and  her  father  died  of  phthisis.  Meno- 
pause occurred  two  years  ago.  A  year  ago  she  began  to  have  a  yel- 
lowish discharge  and  occasionally  lost  a  little  blood.  She  has  pain 
and  a  dragging  sensation  in  the  back. 

Examination  reveals  a  very  foul  discharge  from  cervix  and  the 
uterus  enlarged  as  if  pregnant  in  the  third  month,  so  a  curetting  was 
done  January  30,  1893. 

On  February  13,  1893,  a  coeliotomy  with  removal  of  the  entire 
uterus  was  done.  After  ligating  the  uterine  arteries  in  the  usual  man- 
ner and  cutting  away  the  upper  portion  of  the  vagina,*  several  small 
arteries  had  to  be  ligated. 

An  iodoform-gauze  drain  was  put  in  the  vagina,  the  upper  end 
just  entering  the  peritoneal  cavity.  The  abdominal  wound  was  closed 
as  usual.  She  made  a  good  recovery  and  was  doing  well  several 
months  after  the  operation,  when  she  was  last  heard  from. 
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Case  VII. — Miss  B.,  colored,  aged  thirty,  family  and  general  his- 
tory negative,  had  one  child  about  ten  years  ago.  Last  summer  she 
noticed  that  her  umbilicus  began  to  project  and  her  abdomen  began 
to  swell,  then  her  menstruation  which  had  always  lasted  -seven  days 
was  increased  in  amount  and  duration,  and  soon  she  had  irregular 
haemorrhages. 

A  diagnosis  of  fibromata  of  the  uterus  was  made  and  an  operation 
similar  to  that  in  Case  II  was  done,  except  that  the  ecraseur,  even  for 
temporary  use,  and  washing  out  were  abandoned  and  silk  was  used  to 
sew  up  the  cervix  and  also  for  the  peritonaeum  covering  it.  This  case 
was  complicated  by  salpingitis  and  a  cyst  of  the  left  ovary,  which  had 
to  be  enucleated  before  the  uterine  artery  could  be  ligated.  The  sac 
of  an  umbilical  hernia  in  which  the  omentum  was  adherent  was.  ex- 
cised and  the  fasciae  carefully  united  with  silk  as  in  the  remainder  of 
the  wound. 

She  did  not  have  enough  pain  to  demand  a  single  dose  of  opium 
after  the  operation  and  was  discharged  March  16,  1893,  in  good  con- 
dition. 

Case  VIII. — M.  L.,  aged  twenty-three,  married,  no  children  or 
miscarriages,  general  and  family  history  negative.  Menstruation  has 
always  been  irregular.  Two  months  ago  she  began  to  menstruate 
then  stopped  for  a  day  or  two  and  then  began  again.  This  process 
kept  up  for  a  month,  then  she  began  to  bleed  steadily  sometimes 
passing  large  clots.  Examination  reveals  a  slightly  enlarged  uterus 
but  the  cervix  is  eaten  out  by  an  ulceration  which  bleeds  profusely 
at  the  touch  and  which  has  left  a  mere  shell  of  the  cervix,  as  it  has 
extended  up  to  the  internal  os  and  nearly  to  the  vaginal  wall.  A 
curetting  was  done  by  Professor  W.  Gill  Wylie  on  May  8,  1893.  On  May 
15th  I  performed  vaginal  hysterectomy.  She  made  a  good  recovery  and 
was  discharged  June  13,  1893. 

This  patient  I  saw  about  a  week  ago  and,  though  a  portion  of  the 
scar  is  quite  hard,  that  is  the  only  evidence  whatever  of  a  return.  I 
can  not  say  that  this  hardness  is  any  more  marked  than  that  left  in 
any  case. 

Case  IX. — M.  D.,  aged  thirty-eight,  married,  had  one  child  twelve 
years  ago.  Family  and  general  history  negative.  Menstruation  regu- 
lar and  amount  moderate  but  it  is  painful.  She  has  not  been  well 
for  two  years.  Ten  months  ago  she  discovered  a  tumor  in  the  right 
side  and  since  then  has  had  constant  severe  pain  in  that  region.  In 
this  case,  operated  on  in  Bellevue  July  17,  1893,  there  was  a  sessile 
fibroma  five  or  six  inches  in  diameter  and  numerous  smaller  ones  in 
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the  uterine  wall,  and  on  the  right  side  they  had  split  the  broad  liga- 
ment so  that  they  had  to  be  enucleated  before  the  uterine  artery  could 
be  ligated.  This  case  was  also  complicated  by  double  pyosalpin- 
gitis,  which  of  course  made  the  operation  longer  and  more  difficult, 
but  as  no  pus  was  spilled  no  drainage  was  used  and  the  operation 
was  done  as  in  Case  VII. 

She  made  a  good  recovery  except  for  a  pneumonia  which  developed 
about  the  twelfth  day  after  the  operation.  She  was  discharged  August 
29,  1893. 

Case  X. — K.  T.,  aged  forty-six,  family  and  general  history  nega- 
tive, had  ten  children,  the  last  nine  years  ago.  Menstruation  regular 
till  last  April  when  she  flowed  continuously  for  one  month,  then  she 
became  regular  but  lost  much  blood.  Last  menstruation  began  in 
the  middle  of  July  and  has  kept  up  ever  since.  Has  had  more  or  less 
bearing-down  pain  ever  since  last  April. 

Examination  reveals  symmetrically  enlarged  uterus  and  an  eroded 
lacerated  cervix,  which  itself  looks  malignant.  Second  day  after  ad- 
mission she  was  curetted  and  a  growth  about. an  inch  in  diameter  was 
removed  from  the  posterior  wall  of  the  cervix.  The  pathologist  re- 
ported it  to  be  a  mixed-cell  sarcoma.  Vaginal  hysterectomy  was  done 
August  17,  1893,  and  she  made  a  normal  recovery  and  was  discharged 
September  17,  1893. 

Case  XI. — M.  D.,  aged  thirty-five  years,  had  five  children,  the 
last  seven  months  ago  ;  family  and  general  history  negative.  Last 
menstruation  sixteen  months  ago.  On  getting  up  after  birth  of  last 
child  she  began  to  have  severe  pain  in  the  sides  and  back  when  walk- 
ing around  but  would  be  relieved  by  lying  down. 

On  straining  at  stool  the  uterus  comes  down  and  out  and  has  to 
be  pushed  back  before  faeces  can  be  passed.  Has  leucorrhcea.  I 
proposed  to  curette  and  do  an  anterior  and  posterior  colporrhaphy 
for  the  endometritis  and  prolapse,  but  on  trying  to  dilate  the  atro- 
phied cervix  I  did  that  which  I  have  not  done  before — that  is,  split 
the  cervix — though  I  had  recognized  the  atrophied  condition  and 
used  very  little  force.  I  found  that  the  tear  extended  to  the  perito- 
naeum so  I  proceeded  to  do  vaginal  hysterectomy.  The  patient  made 
a  painless  and  smooth  recovery.  On  examining  the#  uterus  it  was 
found  to  be  very  easily  torn  with  the  fingers.  I  sent  the  specimen  to 
a  laboratory  for  examination  but  it  was  lost. 

Case  XII. — Mrs.  F.,  aged  twenty-nine,  colored,  was  operated  upon 
in  the  Hackensack  Hospital  for  Dr.  Howard  McFadden  on  November 
3,  1893. 
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Dr.  McFadden  diagnosed  a  fibroma  in  the  summer  of  1892,  but  it 
was  not  till  September,  1893,  that  pain  caused  her  to  come  for  relief. 
She  had  adhesions  of  omentum  over  the  uterus  and  the  case  was  ren- 
dered tedious  and  difficult  owing  to  very  dense  adhesions  around  old 
contracted  forms  of  salpingitis  and  ovaritis  on  both  sides,  which  ob- 
scured anatomical  relations.  The  fibroid  mass  was  about  seven  or 
eight  inches  in  diameter.  Operation  similar  to  Case  VII.  Had  an 
easy  recovery.  ■ 

Case  XIII. — E.  M.,  aged  thirty-five,  married  one  year  ago,  was 
brought  to  me  by  Dr.  Mills  of  Middletown,  N.  Y. 

Menstruation  was  regular  up  to  June  30,  1893,  since  which  period 
she  has  not  menstruated.  Two  years  ago  she  thinks  she  injured  her- 
self lifting,  after  which  she  had  severe  pain  low  down  in  front  and  in 
the  left  iliac  region  which  lasted  for  two  days.  Then  she  first  noticed 
a  lump  the  size  of  a  walnut  in  the  left  iliac  region  which  was  hard  and 
tender  on  pressure.  This  mass  has  continued  to  grow  slowly  up  to 
four  months  ago,  when  it  lost  its  mobility  and  increased  quite  rapidly 
up  to  the  present.  Three  weeks  ago  she  had  an  attack  accompanied 
by  fever  and  severe  pain  in  the  hypogastric  region,  which  was  thought 
to  be  a  local  peritonitis.  The  pain  has  kept  up  ever  since,  but  is 
felt  most  in  the  vulva  now.  Since  July  morning  nausea  and  vomiting 
have  existed.  After  a  physical  examination  I  confirmed  Dr.  Mills's 
diagnosis  of  pregnancy  complicated  by  fibromata,  though  he  thought 
one  of  the  tumors  might  be  a  cyst,  owing  to  its  very  rapid  growth. 
The  abdomen  was  irregularly  shaped  and  about  the  size  of  a  full-term 
pregnancy.  A  fibroid  mass  filled  the  right  side  of  the  true  pelvis, 
starting  well  in  front  between  the  cervix  and  the  pubis,  and  passed 
around  backward  and  upward.  This  mass  was  fixed  firmly.  The 
left  side  of  the  true  pelvis  was  free.  Above  and  to  the  right 
of  the  uterus  proper  was  another  large  mass.  On  November  6, 
1893,  I  operated  at  Bellevue.  A  small  opening  was  made  and  the 
diagnosis  confirmed ;  then,  owing  to  the  size  of  the  mass,  the  belly 
was  laid  open  from  the  pubis  to  within  several  inches  above  the  um- 
bilicus. A  small  quantity  of  bloody  fluid  was  found  free  in  abdom- 
inal cavity  as  soon  as  the  peritonaeum  was  opened.  After  ligating 
the  ovarian  arteries  the  mass  could  be  partially  lifted  up,  but  the  peri- 
tonaeum had  to  be  cut  and  the  tumor  in  the  right  broad  ligament 
enucleated  before  I  could  get  at  the  right  uterine  aitery. 

This  was  done  with  great  care,  owing  to  the  size  of  the  blood  ves- 
sels, but  was  not  as  difficult  as  I  had  anticipated. 

The  cervix  was  then  cut  off  and  treated  as  in  Case  VII.    On  cut- 
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ting  open  the  uterus  the  membranes  were  found  intact  and  the  foetus 
still  alive. 

The  uterus  was  found  to  be  the  seat  of  several  interstitial  fibroids 
divided  into  two  great  masses,  the  one  partially  surrounding  the  cer- 
vix anteriorly  at  the  right  and  the  other  projecting  upward-  to  the 
left.  Recovery  was  normal ;  no  opiates  needed.  She  went  home 
December  6,  1893. 

Case  XIV. — M.  R.,  aged  twenty-one,  has  always  been  healthy, 
except  for  diphtheria  in  childhood,  but  uses  stimulants  excessively. 
One  sister  was  weak-minded  and  had  convulsions.  She  had  one  child 
ten  months  ago  without  trouble  and  an  abortion  at  the  third  month 
two  weeks  ago,  which  was  produced  by  pills.  She  thinks  only  a  part 
came  away.  One  week  after  the  abortion  she  began  to  flow  vio- 
lently and  it  continued  for  a  week,  during  which  time  she  had  cramp- 
like pains  in  hypogastrium  and  back. 

On  admission  to  Bellevue  Hospital  she  had  a  temperature  of  102° 
and  pulse  of  116. 

On  January  29th  under  ether  I  found  the  uterus  much  enlarged 
but  no  noticeable  enlargement  of  the  appendages.  I  dilated  the  cer- 
vix and  removed  with  the  forceps  and  curette  much  shreddy  material. 
She  had  no  bad  symptoms  and  was  discharged  in  good  condition  on 
February  17,  1894.  March  3d  she  was  readmitted.  For  the  past  ten 
days  she  has  had  a  leucorrhcea  and  a  severe  pain  at  times  in  the  right 
iliac  region.  This  pain  has  been  constant  for  twenty-four  hours. 
She  has  some  vomiting  and  her  temperature  is  ioo°.  A  considerable 
mass  can  be  felt  on  the  right  but  nothing  definite  on  the  left  of  the 
uterus.  March  5,  1894,  I  performed  cceliotomy  and  found  a  double 
salpingitis  with  an  abscess  containing  greenish  pus  in  each  uterine 
end  of  the  tubes  about  an  inch  in  diameter,  so  that  to  remove  the  ab- 
scesses I  should  have  had  to  exsect  a  portion  of  each  cornua  ;  hence 
I  proceeded  to  remove  the  entire  uterus  putting  an  iodoform-gauze 
drain  in  the  vagina.  Though  she  lost  but  little  blood  she  had  a  rapid 
pulse  after  the  operation  and  her  temperature  rose  to  1020  that  night 
and,  though  the  temperature  and  pulse  gradually  subsided,  they  did 
not  reach  the  normal  point.  The  bowels  were  moved  on  the  second 
day.  The  urine  was  sufficient  in  quantity  but  contained  a  little  albu- 
min and  granular  casts.  One  week  after  the  operation' at  9  a.  m.  she 
awoke,  cried  out  with  a  hunger  pain  in  pit  of  stomach  and  had  a  con- 
vulsion, in  which  she  was  deeply  cyanosed,  and  which  the  nurse 
thought  lasted  fifteen  minutes  ;  then  another  of  shorter  duration 
came  on  almost  immediately. 
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At  9.15  a.  M.  a  hypodermic  of  a  sixth  of  a  grain  of  morphine  and 
a  thirtieth  of  strychnine  were  given.  She  had  convulsions  of  several 
minutes'  duration  up  to  2  p.m.,  having  ten  in  all.  At  12.30  p.m.  a 
hypodermic  of  a  hundredth  of  a  grain  of  hyoscine  was  given  and  at 
2.30  p.  m.  sixty  grains  of  bromide  of  soda  were  given  by  rectum  and 
a  quarter  of  a  grain  of  morphine  hypodermically.  During  the  con- 
vulsions she  bit  her  lip,  passed  her  urine  involuntarily  and  the  pulse 
rose  to  144. 

After  the  convulsions  she  was  very  restless  and  talked  irrationally 
but  would  not  answer  questions.  No  special  change  occurred  in  pu- 
pils. Hypodermics  of  morphine  and  hyoscine  were  kept  up  at  five- 
hour  intervals  until  next  morning  but  were  alternated  with  digitalis. 
On  becoming  conscious  she  complained  of  hunger.  She  became 
gradually  better  and  by  March  15th  was  doing  well  and  has  so  con- 
tinued since. 

Thus  I  have  done  fourteen  hysterectomies.  Eight  were  supra- 
pubic and  in  six  of  these,  which  were  done  for  fibroma  without  dis- 
ease of  the  cervix,  I  left  a  small  portion  of  the  cervix  ;  in  the  remain- 
ing two  I  removed  the  uterus  completely,  one  being  for  sarcoma  and 
one  for  suppurative  inflammation  of  tubes  involving  the  cornua  of  the 
uterus.  Of  the  remaining  six  I  did  vaginal  hysterectomy  in  two  for 
sarcoma,  in  three  for  carcinoma  and  in  one  for  accidental  splitting  of 
the  cervix  and  prolapse  of  the  uterus.  Now,  as  to  the  first  case  and 
my  only  death  I  do  not  blame  the  method  though  I  believe  it  to  be 
obsolete  now,  as  it  is  difficult  to  imagine  a  case  that  would  require  it 
considering  the  results  of  intra-abdominal  methods.  However  when 
it  is  done  properly — that  is,  the  ovarian  arteries  tied  and  allowed  to 
drop  back  so  as  to  take  off  tension  in  the  broad  ligaments  and  then 
the  peritonaeum  properly  approximated  to  the  stump  below  the  wire 
of  the  £craseur — the  operation  is  still  a  safe  one  as  far  as  saving  life 
is  concerned.  Many  of  the  cases  lost  by  this  method  were  lost  ow- 
ing to  the  leaving  of  a  portion  of  the  stump,  that  must  die  within  the 
peritoneal  cavity,  or  to  the  slipping  of  such  a  portion  back  before 
protective  adhesions  had  taken  place.  This  case  of  mine  certainly 
died  when  she  did  because  I  operated  upon  her,  but  that  it  was  the 
fault  of  the  operation  is  not  at  all  certain.  It  seems  I  was  not  care- 
ful in  operating  on  a  woman  suffering  from  the  sequelae  of  "  grip." 

It  is  noticeable  that  this  was  the  only  case  of  fibromata  uncompli- 
cated by  local  disease  or  change.  One  had  undergone  cystic  degen- 
eration, two  had  also  salpingitis  and  ovaritis,  one  had  pyosalpingitis  and 
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one  was  complicated  by  pregnancy.  I  have  observed  that  in  nearly 
all  the  cases  of  fibromata  that  I  have  seen  operated  upon,  in  which 
pain  was  one  of  the  indications  for  operation,  salpingitis  was  present 
or  the  tumors  themselves  had  undergone  degeneration.  It  is  singular 
that  of  the  six  cases  done  for  malignant  disease  three  were  for  sarco- 
ma of  the  fundus,  and  in  two  for  carcinoma  one  was  only  twenty- 
three  and  the  other  twenty-five  years  of  age.  Of  course  we  see  a 
large  number  of  inoperable  cases  of  ca  icer  of  the  cervix,  as  far  as 
complete  removal  is  concerned,  and  si  rely  malignant  disease  begins 
there  much  oftener,  but  undoubtedly  a  certain  number  of  cases  where 
the  fundus  is  first  attacked  are  overlooked  because  the  diagnosis  is 
more  difficult,  first  and  last. 

In  Case  XI  I  am  bound  to  say  the  hysterectomy  was  done  largely 
on  account  of  the  accident,  as  I  believe  we  ought  to  remove  the  uter- 
us for  prolapse  in  rare  instances.  I  would  not  ordinarily  do  hysterec- 
tomy for  prolapse,  unless  there  should  be  no  possibility  of  childbirth 
due  to  some  growth  or  disease  of  the  appe"  'ages  or  to  the  age  of  the 
patient,  because  less  dangerous  and  les1  radical  measures  are  nearly 
always  successful  and,  where  they  are  n  aking  out  the  uterus  is  no 
guarantee  of  permanent  success.  The  mere  weight  of  the  uterus  has 
frequently  nothing  to  do  with  the  extreme  forms  of  prolapse,  as  in  the 
worst  cases  of  prolapse  in  old  women  the  organ  is  frequently  so  atro- 
phied that  it  need  not  be  considered  ;  in  fact  prolapse  of  the  uterus 
is  a  misnomer  in  such  cases,  as  the  condition  is  more  properly  one  of 
hernia.  Time  is  the  great  test  for  operations  for  radical  cure  of  her- 
nia and  the  substitution  of  a  stretched  ulcerating  scar  would  be  a 
poor  exchange,  even  for  an  ulcerated  cervix  and  vagina  which  we  see 
in  these  old  cases  of  inversion  of  the  vagina.  In  doing  vaginal  hys- 
terectomy we  ordinarily  tie  the  ends  of  the  round  ligaments  into  the 
stump  and  I  believe  this  ought  to  be  done  in  all  abdominal  hysterec- 
tomies also,  as  it  would  tend  to  prevent  hernia  or  prolapse. 

It  may  be  that  as  time  goes  on,  especially  as  hysterectomies  are  so 
fashionable,  we  will  have  a  harvest  of  hernias  through  the  pelvic  floor. 
I  wish  to  draw  attention  to  the  fact  that  there  was  bloody  fluid  free  in 
the  abdominal  cavity  in  the  case  of  fibromata  complicated  by  preg- 
nancy, and  that  the  foetus  was  living  in  the  uterus  several  minutes 
after  the  organ  had  been  amputated.  Where  the  child  is  viable,  it 
would  be  simpler  than  the  ordinary  operation  if  you  could  take  away 
the  uterus  with  its  contents  intact  without  danger  to  the  child.  In 
doing  the  vaginal  hysterectomies,  a  point  which  I  learned  from  Pro- 
fessor W.  Gill  Wylie  has  saved  time  and  simplified  the  operation, 
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namely,  that  it  is  useless  to  dissect  around  the  cervix,  pushing  up  the 
tissues  as  you  pull  it  down  and  perhaps  tying  several  times  to  stop 
bleeding,  as  it  is  frequently  easy  to  grasp  the  vaginal  wall  contiguous 
to  Douglas's  pouch  with  bullet  forceps  and  then  cut  with  a  scissors 
directly  into  the  peritonaeum.  By  enlarging  this  opening  you  can 
palpate  the  uterine  artery  and  tie  it  without  fail. 

Though  the  mortality  from  vaginal  hysterectomies  is  very  small, 
complete  removal  by  cceliotomy  is,  I  believe,  the  operation  of  the 
future,  as  more  of  the  diseased  tissue  in  broad  ligaments  and  vagina 
can  be  removed  than  by  vaginal  hysterectomy.  A  word  about  hyster- 
ectomy for  diseases  of  the  appendages  and  I  am  done.  I  expect  to 
do  complete  hysterectomy  for  suppurative  disease  of  the  appendages 
in  certain  cases,  as  in  my  last  case,  where  the  uterus  is  much  diseased 
or  is  a  source  of  active  sepsis  or  where  free  drainage  is  required. 
But  I  believe  the  field  should  be  only  gradually  extended  until  we 
know  more  about  the  effect  of  coition  with  only  a  scar  at  the  upper 
end  of  the  vagina  and  whether  we  are  going  to  have  hernias  through 
the  vagina. 

Undoubtedly  nearly  all  the  disagreeable  after-symptoms  in  re- 
moval of  the  appendages  can  be  avoided  by  ligating  separately  the 
ovarian  arteries,  dividing  the  broad  ligaments  and  allowing  the  arte- 
ries to  retract,  as  in  hysterectomy,  then  ligating  close  to  the  uterus 
including  the  round  ligament.  By  this  method  you  can  cut  away  all 
diseased  tube  and  ovary  and  definitely  stop  menstruation,  and  the 
uterus  is  kept  in  the  anterior  position  certainly.  Of  course  curetting 
should  be  added  or  done  previously. 
36  West  Thirty-fifth  Street. 


THE  MANAGEMENT  OF   THE    INTESTINE  AFTER 
ABDOMINAL  SECTION. 

By  Skene  Keith.  F.  R.  C.  S.  E.,  and  George  E.  Keith,  M.  B.,  C.  M. 

The  treatment  of  the  intestine  after  abdominal  operations  is  in 
itself  a  special  study  and,  while  considering  this,  reference  must  be 
made  to  the  food  and  drink  which  the  patient  is  to  have. 

Until  gas  has  passed  from  the  anus  the  quantity  of  fluid  must  be 
iimited,  and  no  solid  food  is  allowed  for  about  a  week.  For  the  first 
five  or  six  hours  after  the  operation  a  teaspoonful  of  cold  water  is  to 
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be  given  at  long  intervals,  but  only  if  the  patient  ask  for  it.  Then 
hot  water,  as  nearly  boiling  as  it  can  be  taken,  is  what  allays  thirst 
best. 

During  the  first  night  the  average  quantity  of  hot  water  given  will 
be  about  five  or  six  ounces,  and  the  exact  amount  will  depend  on  the 
condition  of  the  patient.  If  the  skin  be  dry,  less  must  be  given  than 
when  there  is  free  perspiration  ;  and  if  the  patient  be  inclined  to 
vomit,  nothing  whatever  must  be  given  by  the  mouth,  thirst  being  re- 
lieved if  necessary  by  an  injection  of  eight  or  ten  ounces  of  weak  milk 
and  water.  After  the  gas  has  passed  the  quantity  may  be  increased. 
Ice  should  never  be  allowed  ;  it  is  deliciously  cooling  at  the  moment, 
but  it  is  difficult  to  regulate  the  quantity  of  fluid,  and  the  patient 
continually  asks  for  one  little  piece  more.  Besides,  much  cold  water 
does  not  assist  the  downward  passage  of  the  gas. 

A  little  stimulant  is  of  service  in  almost  every  case,  a  teaspoonful 
or  so  of  brandy  or  whisky  occasionally  makes  the  patient  feel  better 
and  prevents  the  weary  hours  seeming  so  long.  One  or  two  ounces 
may  be  given  in  the  twenty-four  hours,  but  when  the  patient  is  very 
weak  the  spirit  may  be  drunk  like  water.  As  much  as  an  ounce  and 
a  half  in  the  hour  has  been  known  to  do  good  and  not  make  the  pa- 
tient intoxicated. 

When  the  patient  is  weak,  rectal  injections  must  be  commenced 
immediately  after  the  operation  and  continued  every  two,  three,  or 
four  hours  until  the  stomach  can  retain  nourishment.  As  soon  as  the 
gas  begins  to  pass  through  the  rectal  tube,  a  little  weak  tea  will  be 
much  appreciated,  even  by  those  who  do  not  care  for  it  as  a  rule. 
Then  a  small  cupful  of  well-boiled  gruel  may  be  given  and  repeated 
in  six  or  eight  hours.  This  with  the  tea  and  stimulants  is  sufficient 
for  the  day  following  the  first  passage  of  the  gas.  The  next  day  a 
larger  quantity  of  the  gruel  maybe  given  three  times  or  may  be  varied 
with  some  clear,  thin  soup.  Toward  the  end  of  the  week  a  little 
bread  and  butter  may  be  added  to  the  diet  and,  after  the  bowels  have 
been  thoroughly  moved,  fish,  pounded  chicken,  sweetbread,  etc.,  may 
be  given. 

When  a  patient  is  very  weak,  and  especially  if  she  has  been  ac- 
customed to  take  food  often,  it  may  be  necessary  to  give  something 
every  two  hours  and  to  continue  the  injections  as  long  as  they  are  re- 
tained. In  these  feeble  people  do  not  spare  the  stimulant.  It  may 
be  well  to  fix  a  minimum  quantity  and  give  instructions  that  the  pa- 
tient may  have  it  as  often  as  she  wishes  in  addition,  so  long  as  the 
smell  of  alcohol  does  not  remain  constantly  in  the  breath. 
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In  the  majority  of  cases  what  is  most  difficult  to  learn  is  that  Na- 
ture will  see  the  patient  through  her  troubles  if  we  do  not  interfere 
but,  when  Nature  threatens  to  fail,  we  must  be  prepared  to  assist  with- 
out delay.  As  it  is  impossible  to  say  that  progress  will  be  satisfactory 
even  after  the  most  simple  abdominal  operation,  it  is  necessary  that 
the  patient  be  seen  at  least  three  times  in  the  twenty-four  hours  for 
the  first  three  days,  no  matter  how  well  the  case  is  progressing. 

The  one  important  sign  of  satisfactory  progress  which  must  always 
be  looked  for  is  the  passage  of  gas  from  the  rectum.  When  it  has 
passed  freely  the  chief  danger  is  over.  It  is  often  difficult  to  wait 
and  watch,  to  have  faith  in  Nature  and  to  hold  one's  hand,  when  it 
appears  that  she  is  likely  to  fail.  The  passage  of  flatus  commences 
from  fifteen  to  thirty  hours  after  the  operation  ;  sometimes,  but  not 
very  often,  it  may  pass  sooner  and  at  other  times  this  sign  may  not  be 
noticed  for  fifty,  sixty,  or  even  one  hundred  hours.  In  the  very  large 
majority  of  cases  all  that  is  required  is  to  avoid  straining  by  opening 
the  sphincter  ani  and  thus  prevent  pressure  on  the  tender  wound.  For 
this  purpose  a  hollow  glass,  not  thicker  than  one  of  Dr.  Keith's  drain- 
age tubes,  is  to  be  used,  and  it  may  be  incidentally  mentioned  that 
the  extreme  diameter  of  these  tubes  is  three  eighths  of  an  inch.  The 
tube  is  passed  into  the  rectum  for  about  four  inches  whenever  there 
are  colicky  pains  in  the  left  side  of  the  abdomen.  It  may  be  left  for 
hours  in  this  position  so  long  as  it  does  not  cause  irritation,  and  when 
there  are  piles  or  the  rectum  is  sensitive  a  little  cocaine  ointment 
may  be  used  as  a  lubricant.  Treatment,  except  by  thus  opening  the 
sphincter,  is  to  be  avoided  at  first;  all  that  is  necessary  is  to  prevent 
undue  irritation  of  the  stomach  by  not  giving  too  much  food  or  drink. 

When  treatment  becomes  necessary  it  must  be  prompt,  there  is  not 
any  time  to  lose,  for  a  few  hours  of  inactivity  at  the  wrong  time  may 
easily  result  in  the  death  of  the  patient.  The  symptoms  which  call 
for  interference  are  vomiting,  distention  of  the  abdomen,  either  when 
accompanied  by  colicky  pains  or  not,  and  especially  when  long-con- 
tinued windy  pains  have  been  followed  by  intestinal  paresis.  This 
brings  us  to  the  cause  of  distention,  excluding  mechanical  obstruction. 
Two  theories  have  been  advanced  :  the  one  is,  that  the  distention  is 
due  to  commencing  peritonitis  ;  the  other,  that  it  is  due  to  a  paresis 
or  paralysis  of  the  intestine  itself.  As  a  variety  of  the  latter  must  be 
included  the  so-called  septic  peritonitis,  as  this  may  be  a  septicaemia 
without  any  definite  inflammation  of  the  peritonaeum.  There  is  truth 
in  both  of  these  hypotheses,  though  it  is  probable  that  distention  is 
comparatively  seldom  caused  by  peritonitis.    We  do  not  have  oppor- 
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tunities  of  examining  the  peritonaeum  at  the  time  when  distention  be- 
gins, and  it  is  thus  impossible  to  say  with  absolute  certainty  what  is 
the  exact  pathological  condition.  A  careful  clinical  study  leads  one 
to  the  conclusion  that  the  sympathetic  nervous  system  has  much  to 
do  with  this  condition.  This  conclusion  is  strengthened  by  the  post- 
mortem examination  of  cases  of  so-called  acute  septic  peritonitis,  but 
which  are  described  more  correctly  by  the  single  word  septicaemia. 
At  such  examination  no  sign  of  inflammation  may  be  seen  except  in 
the  neighborhood  of  the  wound  ;  but  some,  perhaps  very  little,  red 
serum  will  be  found.  The  symptom  of  distention  is  common  both  to 
these  cases  of  septicaemia  or  septic  peritonitis  and  to  those  of  what  is 
usually  called  simple  peritonitis  ;  and  it  is  possible  that,  as  there  is 
little  inflammation  in  the  one  case,  there  may  also  be  little  in  the 
other.  Still  there  can  not  be  any  doubt  that  cases  of  simple  traumatic 
peritonitis  are  met  with.  Distention  ought  never  to  be  treated  by  any 
routine  method.  When  it  is  accompanied  by  increased  peristalsis,  it 
would  be  folly  to  treat  it  in  the  same  way  as  when  it  is  due  to  cessation 
of  this  peristaltic  action.  In  the  former  case,  when  there  are  frequent 
colicky  pains  and  no  appearance  of  flatus  passing  downward,  it  must 
be  evident  that  it  would  be  a  mistake  to  increase  this  useless  peristal- 
tic action,  and  treatment  must  be  directed  to  quieting  it.  When 
there  is  a  want  of  intestinal  movement,  and  when  there  has  been  no 
previous  condition  of  increased  peristalsis  and  consequent  exhaustion 
of  the  ganglia  of  the  sympathetic  nervous  system,  it  is  necessary  to 
stimulate  these  ganglia  and  thus  set  up  movement  of  the  intestine.  If 
the  abdomen  begins  to  distend  when  there  has  not  been  much  or  any 
peristaltic  action,  and  when  the  sympathetic  nervous  system  is  there- 
fore not  exhausted,  a  stimulant  to  the  nerve  ganglia  is  required. 
Some  veiy  hot  water  or  bicarbonate  of  soda  and  hot  water  is  to  be  given, 
or  a  drachm  of  the  sulphate  of  magnesia  with  ten  grains  of  the  car- 
bonate in  peppermint  water,  and  repeated  every  two  hours  until  the 
bowels  move.  If  there  be  vomiting  with  derangement  of  the  stom- 
ach itself  it  is  better  to  give  the  stimulant  by  the  rectum.  For  this 
purpose  six  grains  of  quinine  are  to  be  dissolved  in  a  couple  of  ounces 
of  weak  whisky  and  water  and  injected  into  the  bowel.  Three  such 
doses  are  to  be  given  at  intervals  of  two  hours,  the  rectal  tube  being 
put  in  for  fifteen  or  twenty  minutes  before  each. 

No  drug  has  been  more  abused  in  the  after  treatment  of  abdominal 
operations  than  morphine,  and  there  is  no  drug  which  can  serve  a 
more  useful  purpose ;  but  it  must  be  given  with  discrimination  and 
with  a  clear  understanding  of  what  will  be  obtained  by  its  adminis- 
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tration.  If  the  choice  lay  between  so  much  opium  so  many  times  a 
day  and  its  entire  exclusion  from  the  lists  of  abdominal  remedies, 
preference  would  be  given  to  its  exclusion.  Formerly,  opium  was 
used  too  much  and  in  too  large  doses,  and  now  the  other  extreme 
seems  to  have  been  reached  and  many  decline  to  give  it  under  any 
circumstances.  The  hypodermic  method  of  administration  must  al 
ways  be  employed  ;  to  give  the  drug  by  the  mouth  is  in  some  cases 
absolutely  useless,  as  no  absorption  may  be  going  on  from  the  whole 
alimentary  canal.  The  dose  must  never  exceed  one  quarter  of  a 
grain  of  the  tartrate  and  will  vary  down  to  one  twelfth;  the  more 
common  amount  being  from  a  sixth  to  a  ninth  of  a  grain.  When 
there  are  frequent  colicky  pains  and  no  gas  is  passing  from  the  anus, 
one  sixth  of  a  grain  will  soothe  the  excited  intestine,  and  wind  will 
often  pass  easily  and  within  half  an  hour. 

A  more  anxious  condition  of  the  intestine  is  that  of  paresis  follow- 
ing great  peristaltic  effort.  This  means  that  there  is  some  obstruction 
to  the  passage  downward  of  the  flatus,  which  the  muscular  action  of 
the  intestine  has  failed  to  overcome.  A  rest  must  be  given  to  the 
tired-out  muscular  fibers  before  an  effort  is  made  to  stimulate  them 
to  renewed  action.  Give  one  sixth  of  a  grain  of  morphine,  or  even 
in  exceptional  cases  a  larger  dose,  and  stop  all  fluid  by  the  mouth. 
After  this  dose  allow  a  rest  of  three  or  four  hours,  then  give  the 
quinine  by  the  rectum  ;  if  the  first  dose  does  not  set  up  windy  pains 
let  the  patient  have  from  one  to  two  tablespoonfuls  of  castor  oil  by 
the  mouth  and  continue  the  quinine  until  the  three  doses  have  been 
given.  Should  this  fail,  give  a  large  enema  with  turpentine,  turn  the 
patient  on  the  side  and,  if  necessary,  repeat  the  turpentine  injection 
several  times.  If  there  be  no  septicaemia  nor  any  mechanical  block 
wind  can  always  be  got  down,  if  the  proper  treatment  for  the  case  be 
used. 

When  there  is  vomiting,  one  must  discover  if  possible  its  exact 
cause.  Is  it  due  to  the  anaesthetic,  to  some  derangement  of  the 
stomach,  to  the  mechanical  pressure  of  a  distended  colon  or  to  the 
condition  of  the  intestinal  secretions  ?  When  the  vomited  matter  is 
either  sweet  or  sour,  a  teaspoonful  of  bicarbonate  of  soda  is  to  be 
given  in  eight  or  ten  ounces  of  warm  water.  This  either  acts  as  an 
emetic  or  neutralizes  and  dilutes  the  acidity.  Some  attach  great  im- 
portance to  washing  out  the  stomach,  but  this  is  more  fatiguing  and  dis- 
tressing than  the  soda.  Mechanical  pressure  on  the  stomach  may  be 
relieved  by  rubbing  the  back,  or  by  raising  it  on  a  small  firm  pillow, 
so  as  to  give  more  room.    When  the  vomiting  is  part  of  the  general 


Management  of  the  Intestine  after  Abdominal  Section. 


55i 


state  of  relaxation  and  distention  quinine  by  the  rectum  will  be  found 
invaluable,  especially  if  the  stomach  reject  everything. 

So  far  we  have  dealt  with  cases  where  there  was  not  supposed 
to  be  any  evidence  of  septicaemia.  The  first  symptoms  of  this  dread 
condition  are  noticed  about  eighteen  hours  after  the  operation  ;  there 
is  some  difference  in  the  expression  and  in  the  manner  of  the  patient. 
At  the  very  commencement  it  is  difficult  to  say  exactly  what  is  no- 
ticed ;  there  is  something  not  quite  natural,  and  a  few  hours  later  this 
shows  itself  in  the  eyes  and  mouth.  There  is  an  appearance  of  fixa- 
tion about  the  face,  the  eyes  have  a  wild  look  and  the  upper  lip  is 
beginning  to  be  drawn  up.  The  manner  too  has  changed  ;  the  patient 
may  be  elaborately  polite,  talks  in  a  rapid  jerky  fashion  and,  if  given 
a  drink,  will  clutch  the  cup  and  put  it  to  the  lips  quickly  and  abruptly. 
There  is  a  look  impossible  to  describe,  that  makes  one's  heart  sink  on 
first  seeing  the  patient.  In  the  commencement  it  may  be  passed  over, 
but  any  one  who  has  seen  one  well-marked  case  is  not  likely  ever  to 
forget  the  appearance.  To  have  the  slightest  hope  of  success  in  the 
combat  with  this  disease  we  must  throw  overboard  the  good  plan  of 
waiting  on  the  natural  efforts,  for  this  will  lead  to  but  one  result.  By 
the  time  that  the  first  appearance  of  septicaemia  is  noticed  there  may 
be  some,  perhaps  slight,  distention  ;  and  all  our  efforts  must  be 
directed  to  the  elimination  of  the  poison  by,  if  possible,  free  move- 
ment of  the  bowels  and  by  the  action  of  the  skin.  The  administration 
of  the  saline  mixture  must  be  begun  immediately  and  the  quinine 
added  to  the  nutritive  enemata.  A  small  dose  of  morphine  will  not 
interfere  with  the  action  of  the  laxative  and  will  perhaps  cause  the 
skin  to  act.  If  taken  early  enough  it  is  possible  to  believe  that  an 
undoubted  case  of  septicaemia  might  be  cured,  provided  that  the 
absorption  of  the  poison  has  stopped  and  the  patient  has  sufficient 
vitality  to  overcome  what  has  been  taken  into  the  system.  If  absorp- 
tion be  allowed  to  go  on,  the  patient  must  inevitably  die.  As  soon  as 
we  find  that  the  bowels  will  not  move  nor  the  skin  act,  and  we  feel 
certain  that  we  are  dealing  with  a  case  of  septicaemia,  the  treatment 
ought  to  be  to  open  up  the  lower  angle  of  the  wound,  to  put  in  a 
drainage  tube  to  the  bottom  of  the  pelvis  if  there  be  not  one  already 
there — being  quite  sure  that  it  does  reach  to  the  bottom  of  the 
'cul-de-sac — and  to  wash  out  with  a  large  quantity  of  warm  water.  It 
is  useless  to  attempt  to  wash  out  by  the  tube  unless  an  exit  be  pro- 
vided for  the  escape  of  the  fluid.  This  can  hardly  be  done  too  soon 
in  a  case  of  septicaemia,  but  we  must  be  very  sure  of  the  diagnosis  ; 
for,  if  the  patient  be  not  relieved  by  the  removal  of  septic  matter,  the 
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simple  opening  up  of  the  wound  may  be  enough  to  turn  the  balance 
against  her. 

In  conclusion  we  may  lay  down  very  shortly  a  few  general  rules : 

(a)  When  the  general  condition  of  the  patient  is  fairly  good  and 
the  abdomen  is  not  distending,  and  when  there  is  not  much  colic,  let 
things  take  their  natural  course.  This  advice  holds  for  the  great 
majority  of  cases. 

(b)  When  the  abdomen  is  distending  without  a  previous  state  of 
peristaltic  action  shown  by  much  colic,  and  when  there  is  a  tendency 
to  vomiting,  give  the  mixture  of  magnesia  until  the  bowels  move. 

(c)  Treat  distention  without  colic  or  vomiting  by  the  quinine 
injections. 

(d)  Quiet  excessive  peristaltic  action  by  small  doses  of  morphine 
given  hypodermically. 

(e)  For  distention  following  excessive  peristalsis  give  a  small  dose 
of  morphine  followed  in  a  few  hours  by  castor  oil  or  magnesia. 

(/)  When  there  is  septicaemia,  wash  out  the  abdomen  as  soon  as 
the  condition  is  evident  and  treat  as  above. 

( g)  Do  not  get  into  the  habit  of  calling  septicaemia  shock,  ex- 
haustion or  any  such  term.  Be  content  to  believe  that  some  mistake 
has  been  made  in  the  antiseptic  precautions  and  that  additional  care 
must  be  taken  in  future. 
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APPENDICITIS. 

This  disease,  which  has  recently  reached  a  plane  of  marked  and 
fatal  popularity,  is  quite  as  much  the  concern  of  the  gynaecologist  as 
of  the  general  surgeon  ;  for  it  is  not  too  much  to  say  that  women  are 
its  victims,  in  a  very  large  proportion,  as  well  as  men.  It  and  its 
surgical  treatment  seem  to  have  a  strange  fascination  for  the  laity  in 
general,  and  frequently  those  who  have  had  the  vermiform  appendix 
removed,  appear  as  proud  of  the  fact  as  though  they  were  successful 
freaks  in  a  dime  museum.  We  have  more  than  once  met  young 
and  educated  women  who  at  social  entertainments  have  enthusiastic- 
ally regaled  us  with  the  minutest  and,  what  should  have  been  to 
them,  rather  disgusting  details  of  the  removal  of  their  own  appendices. 
One  young  woman  informed  us,  indeed,  that  her  doctor,  an  eminent 
surgeon  in  this  city,  had  even  showed  her  her  own  appendix  in  a  bot- 
tle, and  she  described  its  appearance  and  length  with  the  greatest 
interest  and  satisfaction.  As  a  consequence  of  this  judicious  ad- 
mittance into  the  mysteries  of  abdominal  surgery,  this  young  lady 
enthusiastically  recommended  the  surgeon  in  question,  greatly  to  his 
advantage,  to  a  number  of  her  friends  with  a  view  to  the  removal  of 
their  possibly  diseased  appendices.  Yet  these  same  women  would 
have  been  embarrassed  at  any  reference  to  the  condition  of  their 
bowels  or  of  the  menstrual  function,  even  under  professional  circum- 
stances. 

Now,  we  do  not  think  it  unjust  to  say  that  this  peculiar  attitude 
of  the  public  toward  the  surgical  treatment  of  this  disease,  and  the 
fact  as  well  that  it  has  become  a  popular  craze,  are  distinctly  and 
36 
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directly  chargeable  to  the  surgeons  who  most  frequently  operate  in 
this  malady.  They  have  painted  the  disease  itself  in  the  most  fatal 
colors  and  praised  its  surgical  treatment  unsparingly,  as  not  only  the 
one  indication  but  as  an  operation  almost  invariably  successful  if  per- 
formed at  the  right  time.  The  loophole  in  fatal  cases  has  subse- 
quently been  discovered  in  this  question  of  time. 

Now,  we  maintain  that  the  operative  treatment  of  appendicitis,  ex- 
cept when  the  presence  of  pus  is  detected  or  at  least  strongly  sus- 
pected, is  still  sub  judice,  that  the  profession  has  never  admitted  it  as 
an  established  indication  and  that,  moreover,  there  is  a  growing  ten- 
dency among  many  surgeons,  in  view  of  the  undoubted  mortality  even 
under  ideally  favorable  circumstances,  to  practice  conservative  treat- 
ment in  all  cases  except  purulent  ones. 

What,  then,  is  the  position  of  those  who  by  their  indiscriminate 
operating  have  made  of  appendicitis  the  epidemic  of  the  nineteenth  cen- 
tury?  And  what  is  their  responsibility  who  have  taught  the  public 
virtually  to  believe  that  the  evident  design  of  Providence  in  placing 
an  appendix  in  each  of  us  was  that  it  might  be  removed  ? 

Our  intention  is  not  to  condemn  or  to  oppose  the  operation  per  se, 
because,  as  we  have  said,  it  is  still  sub  judice  ;  if  we  did  so  we  would 
err  equally  with  those  who  maintain  it  as  an  exclusive  indication.  -No, 
our  censure  is  for  the  indiscretion  of  many  of  its  advocates  who,  we 
believe,  have  embraced  in  haste  what  they  will  repent  at  leisure. 
Moreover,  the  urgent  advocacy  and  frequent  practice  of  this  opera- 
tion has  induced  an  amount  of  self-advertising  among  medical  men  (in 
the  report  of  successful  cases  and  of  personal  interviews  in  the  news- 
papers) to  an  extent  hitherto  unequaled.  Yet  we  are  old-fashioned 
enough  to  think  that  a  physician's  successful  work  is,  like  a  woman's 
virtue,  open  to  suspicion  if  talked  about  in  public  places. 

And  now  to  consider  the  status  of  the  operation  !  Is  it  not 
time  that  we  were  furnished  with  full  and  comprehensive  statistics? 
Why  have  we  not  received  a  complete  roll  of  deaths  as  well  as  of 
brilliant  successes  ?  Is  it  not  time  that  all  these  should  be  given  us 
"in  parallel  columns"  with  the  statistics  of  the  non-operative  treat- 
ment ?  Individual  statistics  we  undoubtedly  have,  but  what  is  needed 
is  general  statistics  of  the  two  methods  of  treatment  compiled  by  a 
disinterested  and  unbiased  mind.  If  this  statement  seems  harsh  or 
unwarranted  in  its  implication,  it  is  but  necessary  to  refer  our  readers 
to  the  individual  statistics  of  American  gynecologists,  of  undoubted 
honesty,  in  Tait's  operation,  while  it  was  in  the  heyday  of  its  enthu- 
siastic welcome   about  ten   years  ago,  and  then  to  the  very  pro- 
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nounced  opinion  of  the  profession  as  to  the  value  of  these  same 
statistics  to-day. 

In  the  absence  of  such  statistics,  then,  as  would  establish  the  indi- 
cation for  appendicitis  on  a  basis  of  general  acceptance,  let  us  con- 
sider the  two  opposed  methods  of  treatment  on  physiological  and 
pathological  grounds.  While  facts  alone  are  all-convincing,  in  the 
absence  of  these  an  intelligent  reasoning  on  probabilities  is  not  only 
admissible  but  is  often  of  positive  value. 

The  arguments  in  favor  of  immediate  extirpation  are  :  First,  by 
way  of  preamble,  that  the  appendix  is  not  only  a  useless  but  an  abso- 
lutely dangerous  organ — a  species  of  death-trap  ;  secondly,  that  it  is 
peculiarly  subject  to  recurrent  inflammation  ;  thirdly,  that  appen- 
dicitis usually  begins  by  closing  the  orifice  of  the  organ  and  ends  by 
perforation  or  by  suppuration,  with  an  equally  fatal  result. 

The  arguments  of  those  who  practice  a  non-operative  mode  of 
treatment  are  :  First,  also  by  way  of  preamble,  that  appendectomy,  in 
the  best  hands  and  under  ideal  conditions,  has  proved  decidedly  more 
fatal  than  the  disease  itself;  secondly,  that  recurrence  of  inflammatory 
attacks  in  this  organ,  if  the  primary  attack  has  been  cured,  is  not  more 
frequent  than  such  an  occurrence  in  any  other  pelvic  organ  ;  thirdly, 
that  the  tendency  of  appendicitis  is  generally  toward  complete  resolu- 
tion— which  position  they  emphasize  by  maintaining  that  the  first 
stage,  or  congestion,  of  this  disease  not  infrequently  occurs  and  rights 
itself  without  treatment  of  any  kind  ;  and,  finally,  that  their  oppo- 
nents who  rush  to  the  operation  upon  the  appearance  of  the  first  sus- 
picious symptom — frequently  nothing  more  than  a  localized  pain  and 
tenderness — subject  their  patients  to  a  very  serious  operation  for 
symptoms,  which  might  with  equal  probability  be  due  to  simple  colic 
or  to  the  impaction  of  faeces  in  the  large  intestine.  Thus,  u  parturiunt 
montes,  nascetur  ridiculus  mus  /" 

The  first  argument  of  the  advocates  of  immediate  extirpation  is 
unquestionably,  from  a  physiological  point  of  view,  a  decided  assump- 
tion of  fact.  The  vermiform  appendix,  although  its  especial  function 
in  the  economy  of  digestion  has  not  yet  been  discovered,  is  a  portion 
of  the  large  intestine  furnished  with  an  abundance  of  glands  and  of 
absorbent  vessels.  Its  orifice,  under  normal  conditions,  is  patent  and 
hence  the  contents  of  the  small  intestines,  almost  immediately  after 
their  passage  through  the  ileo-caecal  valve,  must  constantly  pass  in 
and  out  of  the  appendix.  It  also  has  the  power  of  peristalsis.  With 
what  show  of  reason,  therefore,  can  it  be  said  that  this  organ,  as  fully 
equipped  for  work  as  is  any  other  part  of  the  large  intestine,  is  useless  ? 


556 


Editorial. 


Furthermore,  there  is  surely  nothing  either  in  the  gross  or  in  the 
minute  anatomy  of  this  organ  to  render  it  peculiarly  liable  to  re- 
peated attacks  of  inflammation  de  novo. 

These  facts  dispose  of  at  least  two  very  powerful  arguments 
brought  forward  by  the  advocates  of  immediate  extirpation  and 
should  establish  the  right  of  the  appendix  at  least  to  respectful  in- 
vestigation instead  of  the  impatient  scorn  and  intolerance  with  which 
it  has  been  considered  by  surgeons  generally. 

With  regard  to  the  other  arguments,  on  both  sides,  it  is  merely  a 
matter  of  personal  equation  ;  for  they  are,  in  effect,  assertions  on  one 
side  and  denials  on  the  other.  In  this  condition  of  things  we  see  no 
relief  until  the  coming  of  the  disinterested  and  unprejudiced  sta- 
tistician. 

One  thing,  however,  is  certain  :  that  the  opponents  of  the  con- 
servative treatment  of  appendicitis  have  done  very  serious  harm  to 
their  cause  by  their  extreme  self-confidence,  their  intolerance  and 
their  boastfulness.  It  scarcely  demands  a  prophet,  we  think,  to  fore- 
tell a  very  general  repudiation  of  this  operation,  at  least  for  most  of 
its  present  indications,  at  no  distant  date.  Whatever  its  actual  merits 
may  be,  the  practice  of  its  indiscreet  adherents  will  cause  its  con- 
demnation. 

It  would  naturally  be  thought  that  our  recent  severe  lesson  in  the 
matter  of  Tait's  operation  and  the  present  aspect  of  gynaecologists, 
crowding  upon  each  other's  heels  in  their  haste  "to  put  on  record  " 
the  fact  that  they  are  now  most  conservative  in  the  treatment  of  the 
uterine  appendages,  would  have  made  us  rather  cautious,  at  least  for  a 
time,  in  our  investments  in  new  medical  crazes.  But  that  is  a  curious 
trait  in  human  nature  which  causes  men  to  rush  with  an  irresistible 
impulse  to  the  top  of  a  hill — metaphorically  speaking — only  to  turn 
round  with  the  crowd  and  rush  madly  down  again.  And  it  is  this 
exhibition  of  human  weakness  which  lends  a  touch  of  grim  humor 
even  to  the  most  fatal  of  medical  fads. 
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CORRESPONDENCE. 
Early  Diagnosis  in  Ectopic  Gestation. 

April  2,  18Q4. 

To  the  Editors  of  the  New  York  Journal  of  Gynecology  and  Obstetrics  : 

Dear  Sirs  :  Lawson  Tait,  in  his  text-book  on  diseases  of  women, 
states  that  he  has  never  seen  a  tubal  gestation  prior  to  rupture  and 
that  no  well-authenticated  case  is  on  record.  In  the  recent  literature, 
however,  a  few  cases  are  reported  in  which  the  fecundated  tube  was 
removed  before  rupture. 

In  the  following  case  the  diagnosis  of  tubal  pregnancy  was  made 
about  the  fifth  or  sixth  week  after  fecundation  and  is  I  believe  the 
earliest  diagnosis  on  record  : 

Mrs.  T.,  aged  twenty-six  ;  married  six  years  ;  no  children  ;  one 
miscarriage  five  years  ago.  General  health  always  good.  February 
15th  normal  menstruation  occurred  ;  March  15th  menstruation  com- 
menced as  usual  but  the  flow  was  continuous  until  April  20th,  the 
date  of  operation.  During  the  thirty-six  days  of  the  flow  she  suffered 
occasional  lancinating  pain  in  the  left  inguinal  region  and  said  that 
small  shreds  of  membrane  passed.  On  April  19th,  Dr.  William  Cuth- 
bertson  of  this  city,  the  family  physician,  asked  me  to  see  the  patient 
with  him  in  consultation.  He  had  made  a  diagnosis  of  probable 
ectopic  gestation. 

On  examination  a  small  fluctuating  tumor  was  found  located  to 
the  left  of  the  uterus.  As  Dr.  Cuthbertson  had  repeatedly  examined 
the  patient,  he  was  certain  that  the  tumor  was  of  recent  formation. 
The  continued  haemorrhage,  the  lancinating  pains,  the  passage  of 
shreds  of  tissue  and  the  recently  formed  soft  swelling  confirmed  the 
diagnosis  of  probable  ectopic  pregnancy. 

I  advised  operation  and  on  the  following  day,  assisted  by  Dr. 
Cuthbertson,  made  an  abdominal  section.  A  tumor  of  the  left  Fallo- 
pian tube  two  inches  and  a  half  long  and  an  inch  and  a  half  in  diam- 
eter was  found.  The  mass  was  ligated  close  to  the  uterus  and  the 
ovary  and  tube  removed.  The  toilet  of  the  peritonaeum  and  the 
closure  of  the  abdominal  wound  were  made  in  the  usual  manner. 
The  patient  made  an  uninterrupted  recovery  and  has  since  been  well. 

The  tumor  consisted  principally  of  coagulated  blood.  In  its  cen- 
ter was  found  a  small  amniotic  sac  which  contained  a  foetus  about 
half  an  inch  long.  T.  J.  Watkins,  M.  D. 

1355  Wabash  Avenue,  Chicago,  III. 
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A  Case  of  A  crania  (Exencephalocele)  and  Spina  Bifida  with 
Hydramnion. 

March  ji,  18Q4. 

To  the  Editors  of  the  New  York  Journal  of  Gynecology  and  Obstetrics  : 
Dear  Sirs  :  In  November,  1893, 1  was  hastily  summoned  to  attend 
Mrs.  A.,  of  this  village,  whom  the  messenger  informed  me  was  suf- 


fering with  "the  colic."  On  my  arrival  at  the  bedside  of  the  patient 
I  found  a  diminutive-sized  woman  with  an  enormously  distended  ab- 
domen. 

Before  allowing  me  to  make  an  examination,  the  patient  expressed 
a  desire  to  urinate  and  while  performing  that  act  the  amniotic  sac 
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ruptured  spontaneously,  quickly  filling  the  chamber  vessel  and  a  large 
milk  pan  that  happened  to  be  standing  in  the  room.  I  subsequently 
measured  the  fluid  thus  collected  and  found  there  were  over  two  gal- 
lons and  a  half. 

The  woman  was  quickly  put  in  bed.  One  prolonged  expulsive 
pain  immediately  followed  when  a  horrible-looking  monstrosity  was 
born.  The  accompanying  photographs  give  a  clearer  conception — 
than  any  words  of  mine  could  possibly  do — of  its  hideous  appearance. 


It  was  a  female  child,  weighed  nine  pounds  and  was  dead  when 
born.  An  autopsy  disclosed  the  fact  that  the  vertebral  column  was 
cleft  from  the  first  lumbar  vertebra  to  the  occipital  articulation,  re- 
sembling a  letter  V,  and  entirely  free  from  integumentary  covering. 


56° 


Transactions  of  Societies. 


The  cerebrum  was  nearly  all  external  of  the  cranium,  hanging  in  a 
mass  between  the  scapula.  The  ears  were  abnormally  large.  The 
abdominal  and  thoracic  viscera  were  perfectly  normal. 

Emerson  B.  Lambert,  M.  D. 

Port  Jervis,  N.  Y. 


TRANSACTIONS  OF  THE  NEW  YORK  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  March  6,  1894. 

Charles  Jewett,  M.  D.,  President,  in  the  Chair. 

Dr.  W.  Gill  Wylie  presented  the  two  following  specimens  : 

Detached  Calcareous  Fibromata  causing  Subinvolution  of  the  Uterus  and 

MelancJiolia. 

Mrs.  S.,  aged  thirty-five,  came  to  consult  me  November  20,  1893. 
She  said  she  had  borne  six  children  ;  the  last  four  years  ago.  After 
the  birth  of  the  third  child,  she  had  some  unusual  nervous  symptoms, 
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but  these  passed  off  after  a  month  or  more.  Since  the  birth  of  the 
last  child  she  had  not  been  well,  had  become  very  nervous  and  had 
been  treated  for  more  than  two  years  for  nervous  prostration.  She 
imagined  her  husband  did  not  like  her  or  that  she  did  not  love  him 
and  everything  was  wrong.  At  times  she  was  so  depressed  that  she 
was  afraid  she  would  kill  herself.  She  had  recently  been  treated  by 
Dr.  S.  Baruch  with  baths,  etc.,  and  was  improved  in  her  general 
health.  She  seemed  to  be  in  good  health  and  her  color  was  good. 
There  was  no  actual  pain  anywhere,  and  she  had  not  been  examined 
locally  since  the  birth  of  her  last  child. 

On  local  examination  I  found  a  large  and  soft  uterus  held  back  in 
the  pelvis  by  a  very  hard  tumor  about  the  size  and  shape  of  a  large 
kidney.  It  seemed  to  lie  between  the  bladder  or  pubic  bone  and  the 
uterus  but  did  not  seem  firmly  attached.  There  had  been  some 
excessive  menstruation  but  no  other  direct  symptom  of  local  disease. 

I  referred  her  back  to  Dr.  Baruch,  but  he  did  not  think  much  of 
the  local  trouble  as  causing  her  melancholia,  advised  against  opera- 
tion, as  he  feared  worse  mental  symptoms,  and  he  said  he  knew 
several  members  of  her  family  who  had  serious  mental  disease.  I 
advised  further  consultation  with  Dr.  Sachs,  who  pronounced  the 
case  a  well-marked  one  of  melancholia.  He  gave  her  treatment  for 
two  weeks  to  test  the  case  and  then  agreed  to  let  me  operate  to  cure 
the  melancholia,  by  removing  the  local  disturbing  cause. 

December  1st  she  was  admitted  to  my  Sanitarium,  and  Dr.  Sachs 
treated  her  for  melancholia  for  two  weeks.  She  was  less  nervous, 
but  not  relieved  of  her  depressing  thoughts.  December  nth  I  oper- 
ated and  removed  this  most  unusual  tumor,  which  appears  to  be  a 
fibroid  detached  entirely  from  the  uterus  and  appendages  ;  there  are 
no  signs  of  fibromata  in  the  uterus  or  about  the  pelvis.  It  was  found 
rolled  up  in  the  lower  end  of  the  omentum  and  is  coated  over  with  a 
calcareous  shell.  The  tumor  has  no  blood-vessels  running  into  it 
and  seems  to  have  been  treated  by  the  surrounding  tissues  as  a  for- 
eign body.  It  is  shaped  something  like  a  kidney  abnormally  enlarged. 
It  was  removed  without  difficulty  and  the  patient  made  a  good  recov- 
ery. In  less  than  two  weeks  the  patient  was  practically  well.  The 
uterus  and  subinvoluted  pelvic  tissues  were  further  treated  by  appli- 
cations of  boro-glyceride  cotton  pledgets  put  in  the  vagina  twice  a 
week.  In  six  weeks  the  patient  was  dismissed  cured  ;  no  medicines 
except  laxatives  were  used  after  the  operation.  In  certain  nervous, 
women,  or  rather  in  some  women  who  seem  to  have  an  abnormally  sen- 
sitive nervous  system,  local  disease  which  causes  and  keeps  up  subin- 
37 
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volution  of  the  uterus  will  cause  well-defined  melancholia,  but  they 
can  be  at  least  relieved  by  curing  the  local  disease.  I  have  had  sev- 
eral typical  cases,  two  of  them  pronounced  by  eminent  specialists  as 
incurable,  which  were  completely  restored  to  normal  health  by  curing 
a  diseased  and  subinvoluted  uterus. 

Intraligamentous  Cyst  of  the  Broad  Ligament  weighing  Seventy-four 
Pounds  complicated  by  Fibromata  of  Several  Pounds. 

Mrs.  M.,  aged  fifty-three  ;  married  twenty-five  years  ;  never  preg- 
nant. Last  menstruation  was  two  years  ago ;  had  had  excessive 
menstruation. 

Five  years  ago  she  went  to  Dr.  Battey,  of  Rome,  Ga.,  who  opened 
the  abdomen  expecting  to  remove  a  tumor  ;  but  he  did  not  complete 
the  operation.  There  was  severe  haemorrhage  and  a  history  of 
phlebitis  and  prolonged  sickness. 

In  a  letter  Dr.  Battey  described  the  tumor  as  probably  malignant 
and  the  operation  as  impracticable.  Since  then  the  tumor  has  stead- 
ily grown,  and  she  now  measures  sixty-seven  inches  around  the  waist. 
Her  general  health  is  good  and  she  has  not  suffered  much  pain. 
The  tumor  is  peudulous  and  when  she  is  standing  it  reaches  within 
a  few  inches  of  the  knees.  The  large  mass  is  easily  made  out  to  be  a 
cyst  with  a  mass  as  large  as  two  fists  resting  on  the  cyst  above  the 
pubic  bone,  when  the  whole  mass  is  lifted  up.  The  fluid  has  pushed 
down  in  the  pelvis  between  the  vagina  and  rectum  and  is  felt  crowd- 
ing against  the  anus.  The  cervix  seemed  pulled  well  up  over  the 
pubic  bone  and  the  vagina  elongated. 

Feb.  1,  1894,  after  a  careful  preparation,  there  being  no  contra- 
indications except  some  albumin  in  the  urine,  and  after  consulting 
with  Dr.  T.  A.  Emmet  and  Dr.  T.  G.  Thomas,  the  abdomen  was 
opened  through  the  elongated  scar  of  Dr.  Battey's  operation. 

When  the  cyst  was  reached  it  was  found  extensively  and  firmly 
adherent  to  the  whole  anterior  abdominal  wall.  These  adhesions 
were  separated,  a  trocar  inserted  and  seventy-four  pints  of  clear 
fluid  by  exact  measure  were  drawn  off.  It  was  then  evident  that  the 
cyst  was  intraligamentous.  Starting  from  the  right  side,  it  had 
dissected  completely  the  broad  ligaments,  lifted  up  the  uterus  and  the 
whole  floor  of  the  pelvis  and  had  spread  out  over  it  the  mesentery  of 
the  large  intestine.  The  upper  half  of  the  peritoneal  sac  covering 
the  tumor  was  fed  by  the  vessels  of  the  mesentery.  The  tumor  had 
dissected  up  behind  to  the  fundus  of  the  uterus  all  of  the  peritonaeum 
and  even  opened  and  spread  out  the  left  broad  ligament  and  dipped 
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down  almost  to  the  anus.  The  uterus  was  enlarged  by  several  fibro- 
mata. The  two  ovarian  arteries  were  first  securely  tied,  the  peritoneal 
covering  opened  and  the  immense  sac  of  the  tumor  completely  enucle- 
ated without  tearing  at  any  point.  Then  the  large  mass  of  peritonaeum, 
fed  by  the  mesenteric  vessels,  was  tied  so  as  to  free  the  fundus  of  the 
uterus  and  allowed  to  drop  and  cover  tne  bed  of  the  tumor.  Then 
the  uterine  side  of  each  broad  ligament  was  tied,  the  tied  stump  of 
the  ovarian  arteries  cut,  the  uterus  drawn  up,  the  uterine  arteries 
tied  and  the  uterus  removed. 

There  was  very  little  haemorrhage  and  the  case  was  treated  in  the 
usual  way.  She  made  an  uninterrupted  recovery,  the  highest  temper- 
ature being  ioo°.  She  left  the  Sanitarium,  at  the  end  of  the  fifth 
week,  well.  I  have  removed  several  ovarian  cystoma  as  large  as  this 
tumor  but  never  before  saw  a  cyst  of  the  broad  ligament  so  large.  I 
know  of  one  other  case  where  a  woman  has  carried  a  cysc  for  twenty- 
five  years  who  when  largest  measured  sixty-seven  inches  in  circumfer- 
ence. She  always  refused  to  have  an  operation  and  is  still  li\  ing.  Others 
have  been  reported  of  as  long  standing.  I  am  inclined  to  think  that 
the  tendency  to  degenerate  and  prove  fatal  is  much  less  in  the  broad 
ligament  cyst  than  in  ovarian  tumors  and  that  those  cases  of  very 
large  size  and  of  many  years'  growth  will  be  found  like  this  one — 
broad  ligament  cysts. 

Discussion. 

Dr.  A.  F.  Currier  said  that  the  first  specimen  introduced  several 
interesting  points  which  were  by  no  means  settled  at  present,  among 
which  was  the  question  of  the  influence  of  such  operations  upon  the 
mental  condition.  This  subject  was  carefully  and  masterfully  treated 
at  the  Pan-American  Congress  last  fall  by  Dr.  Rohe,  who  had  re- 
moved the  ovaries  of  several  women  in  an  asylum  and  succeeded  in 
relieving  them  of  their  insanity.  A  few  such  cases,  however,  could 
not  settle  so  broad  a  question  in  all  its  aspects.  Within  about  a  year, 
he  had  himself  operated  in  three  cases  in  which  mental  disturbance 
resulted.  One  of  these  was  a  case  of  mania  terminating  quickly  in 
recovery  ;  another  was  the  wife  of  a  physician,  in  whom  there  was  a 
history  of  distinct  predisposition  to  mental  disorder— in  fact,  some 
years  previously  at  the  death  of  her  first  husband  she  had  passed  into 
a  condition  of  melancholia  lasting  for  several  months.  She  had  had 
a  child  last  summer  after  a  labor  lasting  nearly  four  days,  and  the  in- 
strumental delivery  had  been  attended  with  extensive  injuries,  which 
he  had  been  called  upon  to  repair  six  weeks  subsequently.    The  op- 
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erative  wounds  healed  satisfactorily  but  the  old  mental  affection  re- 
turned and  had  continued  to  a  greater  or  less  degree  ever  since.  The 
third  case  was  one  of  abdominal  operation,  not  especially  severe  in 
character,  in  which  melancholia  developed  on  the  second  day  and 
resulted  fatally  on  the  eighth.  The  question  at  issue  in  these  cases 
was  as  to  the  part  which  the  operation  played  in  the  production  of 
the  mental  disturbance.  He  did  not  at  present  believe  that  such  op- 
erations per  se  could  be  regarded  as  the  efficient  cause  of  resulting 
mental  disorder — that  is,  in  the  absence  of  predisposition  to  such  dis- 
order— nor  could  he  think  we  could  expect  to  relieve  existing  mental 
disease  by  the  performance  of  operations  upon  diseased  pelvic  organs. 

Dr.  Wylie  said  that  he  did  not  mean  to  say  that  the  melancholia 
was  induced  by  the  operation  but  that  it  was  relieved  by  curing  the 
condition  of  subinvolution  of  the  uterus.  He  did  believe,  however, 
that  in  many  cases  pronounced  to  be  melancholia  by  acknowledged 
authorities,  who  could  not  detect  any  disease  of  the  brain,  if  a  condi- 
tion of  subinvolution  existed  we  could,  by  removing  this  condition  by 
operation,  relieve  the  melancholia.  He  had  failed  in  only  one  of  sev- 
eral cases  of  this  kind.  He  did  not  believe  at  all  that  these  opera- 
tions ever  induced  insanity  and  he  thought  Dr.  Thomas's  paper  on 
this  subject  had  been  misunderstood  and  had  led  many  to  refuse  to 
operate  in  cases  where  relief  might  have  been  given. 

Dr.  Currier  remarked  that  he  thought  the  day  had  gone  by  when 
we  should  expect  to  cure  melancholia  or  mania  by  operations  of  that 
character. 

The  President  asked  if  there  were  any  possible  element  of  sepsis 
in  Dr.  Wylie's  case  or  whether  he  believed  the  disease  of  the  pelvic 
organs  acted  directly  on  the  nervous  system. 

Dr.  Wylie  replied  that  for  all  he  knew  about  many  of  the  cases 
the  condition  of  the  uterus  might  have  been  originally  due  to  sepsis, 
but  the  mental  condition  was  not  that  ordinarily  found  associated  with 
sepsis.  The  reason  that  he  had  had  such  a  considerable  experience 
in  this  class  of  cases  was  that  Drs.  E.  C.  Spitzka  and  B.  Sachs  had 
referred  a  number  of  them  to  him  for  this  operative  treatment.  Two 
of  his  successful  cases  had  been  brought  from  insane  asylums  and  had 
been  relieved  by  operation  alone,  no  medicines  whatever  having  been 
given.    In  all  these  cases  the  uterus  was  curetted. 

Molar  Pregnancy. 

Dr.  EGBERT  H.  GRANDIN  showed  a  specimen  of  cystic  degenera- 
tion of  the  chorion  obtained  from  a  patient  with  the  following  history  : 
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The  lady  was  twenty-seven  years  old,  the  mother  of  four  children. 
The  last  delivery  had  occurred  five  years  previously.  She  was  regu- 
lar in  her  menstruation  up  to  two  months  and  a  half  previously.  After 
amenorrhcea  of  seven  weeks'  duration  she  had  suddenly  passed  what 
she  stated  was  an  enormous  quantity  of  water  per  vagi  nam.  She  then 
consulted  her  family  physician,  Dr.  S.  Newton  Leo,  who  suspecting 
some  abnormity  had  referred  the  patient  to  the  speaker.  The  diag- 
nosis of  probable  molar  pregnancy  had  been  made  by  Dr.  Grandin 
and  emptying  of  the  uterus  had  been  advised.  This  afternoon  the 
operation  had  been  performed  with  the  result  of  obtaining  the  speci- 
men presented. 

The  speaker  felt  that  no  apology  was  necessary  for  presenting 
the  specimen,  for  the  reason  that  it  must  be  considered  exceedingly 
rare.  Last  spring  he  had  shown  a  similar  specimen  to  the  Society 
and  had  then  stated  that  in  his  obstetrical  experience  he  had  met 
with  but  one  ether  case  and  that  this  had  been  in  his  student  day?. 
Dr.  Leo,  a  man  of  large  experience,  had  seen  no  case  before  this  one. 
The  only  point  the  speaker  desired  to  make,  in  especial,  was  that 
molar  pregnancy,  as  soon  as  discovered,  called  for  immediate  empty- 
ing of  the  uterus,  since  the  chief  risk  the  condition  subjected  the  pa- 
tient to  was  sudden  and  profuse  haemorrhage.  The  specimen  presented 
this  evening  constituted  about  one  third  the  entire  mass  removed  and 
yet  the  patient  was  certainly  not  more  than  nine  weeks  pregnant. 

Specimen  of  a  Submucous  Fibroid. 

Dr.  Malcolm  McLean  :  This  simple  case  serves  to  illustrate  the 
importance  of  proper  physical  examinations  for  the  purpose  of  diag- 
nosis. Mrs.  R.,  widow,  aged  forty-seven,  has  been  under  general 
treatment  for  several  years  for  anaemia,  shortness  of  breath  and  palpi- 
tation of  the  heart.  Two  years  ago  she  was  informed  that  she  had 
confirmed  organic  disease  of  the  heart,  and  during  that  time  she  has 
been  growing  gradually  weaker  and  has  recently  given  up  hope  of 
any  relief.  On  entering  my  private  hospital  one  week  ago  she  was 
found  with  a  pulse  of  130  and  temperature  of  roo°  in  the  evening. 
Respirations  short  and  thirty  per  minute.  Conjunctiva  and  other 
mucous  membranes  very  pale.  She  gave  the  history  of  some  menor- 
•rhagia  and  of  considerable  vaginal  discharge  of  a  watery  nature.  On 
examination  this  tumor  measuring  three  inches  in  diameter  was  found 
protruding  from  the  os  uteri.  LTnder  ether  anaesthesia  it  was  removed 
without  difficulty  by  the  Thomas  serrated  spoon.  The  patient's  con- 
dition has  steadily  improved,  there  being  no  organic  disease  discov- 
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erable  in  the  chest.  The  temperature  on  the  seventh  day  is  normal 
and  the  pulse  90. 

A  New  Crutch  for  Operations  in  the  Lithotomy  Position. 

Dr.  Clement  Cleveland  presented  this  invention  of  Dr.  J.  D. 
Bissell,  late  house  surgeon  of  the  Woman's  Hospital,  which  differed 
from  the  ordinary  Clover  crutch  or  those  crutches  which  took  their 
support  from  the  shoulders  in  that  it  was  supported  by  a  strap  bear- 
ing on  the  small  of  the  back.  It  consisted  of  a  padded  canvas  strap 
buckled  around  the  leg  just  below  each  knee,  a  similar  strap  covered 
with  rubber  sheeting  buckling  to  these  on  the  outside  and  passing 
under  the  back,  and  of  a  strap  passing  from  one  knee  to  the  other  so 
as  to  limit  the  separation  of  the  knees.  The  back  strap  was  so  ar- 
ranged that  it  not  only  flexed  the  limbs  on  the  body  to  the  proper 
position  but  also  held  the  knees  apart.  With  this  device  pressure  on 
the  neck  was  avoided,  and  it  was  extremely  portable  and  convenient. 
The  speaker  said  that  after  a  trial  of  it  for  several  months,  he  pre- 
ferred it  to  any  other  similar  device.  It  could  be  used  equally  well 
in  the  semi-prone  position  to  support  the  limbs. 

Discussion. 

Dr.  P.  F.  Chambers  said  that  he  had  used  it  for  some  time,  and 
had  found  it  preferable  to  the  Clover  crutch. 

Dr.  Brooks  H.  Wells  said  that  while  the  device  was  quite  ingen- 
ious it  was  wholly  unnecessary,  for  by  properly  folding  up  a  sheet  and 
passing  it  around  the  back  with  the  thin  ends  around  the  knees  the 
same  object  could  be  accomplished.  This  did  away  with  a  special 
device,  and  the  sheet  was  always  at  hand  when  wanted  and  could  be 
easily  sterilized. 

Dr.  H.  N.  Vineberg  asked  if  the  patients  complained  of  pain  in 
the  back  after  the  use  of  this  support,  as  they  did  when  the  support 
was  taken  from  the  shoulders. 

Dr.  Bissell,  being  invited  to  reply,  said  that  any  of  the  devices 
taking  support  from  the  shoulders  necessarily  brought  the  shoulders 
and  knees  together  and  so  arched  the  spine  and  caused  pain,  but 
when  the  support  was  taken  from  the  back  the  tendency  was  to 
straighten  the  spine  ;  hence  his  apparatus  gave  very  much  less  dis- 
comfort than  the  others.  Another  advantage  it  possessed  was  that  it 
avoided  the  doubling  up  of  the  body  and  consequent  diminution  of 
the  capacity  of  the  ches*.  and  lung-. 
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Intraligamentous  Cyst  of  Left  Ovary.    Purulent  Infiltration  of  Left 
Broad  Ligament.    Double  Pyosalpinx.    Ileus  on  the  Twenty- 
eighth  day  after  Operation.  Recovery. 

Dr.  H.  N.  Vineberg  presented  the  patient  from  whom  these  speci- 
mens were  removed.  She  was  twenty-eight  years  of  age,  was  married 
three  and  a  half  years  and  had  given  birth  to  a  child  July  25,  1892. 
Before  she  became  pregnant  she  had  been  a  patient  of  his  for  retro- 
displacement  and  double  salpingo-oophoritis.  These  conditions,  under 
a  course  of  pelvic  massage,  improved  to  such  an  extent  that  she  was 
free  from  symptoms  and  became  pregnant  as  stated  above.  Her  re- 
covery from  the  labor  was  good,  she  getting  up  on  the  fourteenth  day 
and  remaining  well  for  fourteen  days  longer.  She  was  then  suddenly 
seized  with  an  attack  of  pelvic  inflammation,  resulting  in  consider- 
able exudation  about  the  uterus.  This  kept  her  in  bed  for  four 
weeks.  For  the  next  two  months  she  was  treated  twice  weekly  in  the 
office  with  galvanism,  pelvic  massage  and  ichthyol  tampons.  At  the 
end  of  this  period  she  was  free  from  symptoms,  but  the  uterus  lay 
drawn  backward  and  to  the  left  side,  the  left  tube  was  about  double 
the  normal  thickness  and  the  left  ovary  about  the  size  of  an  English 
walnut.  The  patient  remained  well  until  April  14,  1893,  when  she 
consulted  him  for  probable  pregnancy  saying  that  she  had  passed  her 
period  for  three  days  and  that  before  that  she  had  always  been  a  day 
or  two  before  her  time. 

This  circumstance  and  the  presence  to  the  left  of  the  uterus  of  a 
spherical  semi-elastic  tumor,  the  size  of  a  Florida  orange,  made  him 
suspect  ectopic  gestation.  A  few  days  later  she  had  a  slight  show, 
attended  with  great  pain  and  a  sinking  feeling  at  the  epigastrium  ; 
she  stated  she  passed  some  membranous  shreds.  When  seen  a  few 
days  later  the  local  condition  wras  about  the  same.  As  she  declined 
to  submit  to  an  abdominal  section  a  course  of  galvanism  was  sug- 
gested and  carried  out.  Accordingly  from  April  20th  to  May  16th 
she  had  seven  applications  of  vagino-abdominal  galvanism,  the 
strength  of  the  current  varying  from  55  to  75  milliamperes  and  the 
duration  of  each  seance  being  five  minutes.  No  appreciable  effect  was 
noticed  on  the  size  or  consistence  of  the  tumor.  The  menses  in  May 
were  normal  as  to  time  and  amount. 

The  patient  had  no  symptoms  until  October  20th  when  she  was 
suddenly  seized  with  pain  in  the  left  iliac  region  and  felt  feverish. 
When  seen  two  days  later  she  had  a  temperature  of  102 °,  pulse 
112.    The  lower  part  of  the  abdomen  was  moderately  tender.    On  bi- 
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manual  examination  the  tumor  to  the  left  of  the  uterus  was  found  not 
any  larger  than  when  examined  before  but  decidedly  more  tense  and 
giving  a  distinct  sense  of  fluctuation.  He  now  suspected  an  ovarian  cyst 
which  was  probably  undergoing  suppuration.  Having  obtained  the 
consent  of  the  patient  he  performed  coeliotomy  on  November  2d,  i.  e., 
twelve  days  after  the  onset  of  the  acute  attack.  This  revealed  an  in- 
traligamentous cyst  of  the  left  ovary,  cystic  degeneration  of  the 
right  ovary,  double  pyosalpinx  and  purulent  infiltration  of  the  left 
broad  ligament.  After  ablating  these  diseased  organs  the  uterus  was 
ventro-fixated  and  the  abdomen  closed.  The  patient  made  a  good 
recovery.  She  had  been  sitting  up,  had  a  good  appetite  and  a  daily 
movement  of  the  bowels  when  early  Thursday  morning,  twenty-eight 
days  after  the  operation,  she  was  suddenly  taken  with  severe  pain  in 
the  abdomen  and  soon  after  began  vomiting.  The  temperature  was 
normal,  the  pulse  90.  On  Friday  the  vomiting  and  pain  continued, 
the  abdomen  was  moderately  distended  and  there  had  been  no  satis- 
factory passage  of  flatus  or  faeces,  although  numerous  high  enemata 
containing  glycerine,  turpentine  and  castor  oil  had  been  administered. 
On  Saturday  afternoon,  the  symptoms  growing  more  severe  the  stomach 
was  washed  out  thoroughly.  Immediately  after  this  there  was  a  ces- 
sation of  the  vomiting  and  of  all  the  other  symptoms.  The  effect  of 
the  lavage  of  the  stcmach  was  very  striking  and  seemed  almost  magical. 
But  all  the  symptoms  returned  next  morning  at  nine  o'clock  and  in  a 
short  time  they  were  as  severe  as  ever.  At  three  o'clock  Sunday 
afternoon  I  washed  out  the  stomach  again  very  thoroughly  and  intro- 
duced through  the  stomach  tube  about  two  ounces  of  castor  oil,  re- 
questing the  patient  to  use  her  will-power  to  keep  the  oil  down.  This 
she  did  successfully  and  only  about  a  drachm  came  up  on  removing 
the  tube.  Again  there  was  complete  relief  of  the  vomiting  but  this 
time  the  relief  lasted  only  six  hours.  As  yet  there  had  been  no  pas- 
sage of  gas  or  faeces  and  the  abdomen  was  growing  very  much  dis- 
tended. Up  to  this  time  several  high  enemata  containing  glycerine, 
olive  oil,  turpentine  and  soapsuds  had  been  administered.  On  Mon- 
day morning  at  ten  o'clock  the  patient  was  in  an  alarming  condition, 
the  vomiting  was  incessant  and  decidedly  stercoraceous,  the  abdomen 
was  enormously  distended,  knuckles  of  bowel  could  be  seen  and  felt 
all  over  its  surface,  the  pulse  was  130  and  the  temperature  (in  the 
mouth)  1030.  Her  powers  were  giving  out.  I  felt  that  if  any  relief 
were  to  be  obtained  by  a  secondary  coeliotomy  it  had  to  be  done  soon, 
for  she  would,  before  many  hours  had  elapsed,  pass  into  a  moribund 
state.    I  accordingly  appointed  two  o'clock  that  afternoon  as  the  time 
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for  the  operation.  When  I  reached  the  hospital  at  the  stated  hour  I 
was  met  by  the  nurse  with  the  cheerful  news  that  the  patient's  bowels 
had  moved  satisfactorily  an  hour  before.  The  movement  had  occurred 
after  an  enema  ;  these  had  been  kept  up  according  to  instructions. 
For  the  next  few  days  I  had  to  contend  with  a  profuse  diarrhoea  and 
other  symptoms  of  gastro-enteritis.  But  the  patient  gradually  recov- 
ered ;  she  left  the  hospital  twelve  days  later  and  has  remained  quite 
well  ever  since. 

The  points  of  interest  in  the  case  are  (1)  the  late  puerperal  infec- 
tion, symptoms  of  which  did  not  present  themselves  until  four  weeks 
after  delivery.  Ihere  is  not  much  doubt  in  my  mind  but  the  infec- 
tion was  due  to  the  presence  of  gonococci,  for  on  examining  the  hus- 
band I  found  "  Tripperfaden"  in  abundance  in  his  urine,  as  a  sequel 
of  a  gonorrhceal  attack  before  marriage.  The  late  onset  is  an  especial 
feature  of  gonorrhoeal  infection  during  the  puerperium.  In  several 
of  Kronig's  cases  the  infection  did  not  take  place  until  the  fourth 
week  after  labor.  (2)  The  ease  with  which  the  clinical  picture  and 
objective  signs,  present  on  April  14th  and  thereafter  for  some  time, 
could  be  mistaken  for  ectopic  gestation.  (3)  The  attack  of  fever  and 
pelvic  pains  for  a  fortnight  preceding  the  operation.  In  my  opinion  this 
attack  was  due  to  the  extension  of  the  suppurating  process  from  the 
left  tube  to  the  left  broad  ligament.  Had  this  process  not  been  cut 
short  by  the  operation  I  think  it  is  more  than  probable  that  the  cyst 
would  have  undergone  suppuration.  (4)  The  acute  obstruction  of  the 
bowels  occurring  twenty-eight  days  after  the  operation  and  in  the 
midst  of  apparent  good  health.  I  think  it  may  be  safely  assumed  that 
a  volvulus  of  the  bowel  had  taken  place.  For  if  the  obstruction  had 
been  the  result  of  the  formation  of  a  constricting  band,  or  of  an  ad- 
hesion of  either  stump,  or  with  the  abdominal  wound  occurring  so  late 
after  the  operation,  the  lesion  would  have  been  firmly  organized  and 
would  not  have  yielded  to  the  treatment  carried  out.  Fritsch,  who 
has  written  at  some  length  on  this  subject  in  the  Bericht,  states  that 
volvulus  is  likely  to  occur  in  elderly  women  with  thin  abdominal 
walls  in  whom  usually  a  long  mesentery  exists.  Although  my  patient 
was  under  thirty  it  would  not  be  possible  to  find  a  woman  at  the  most 
advanced  age  with  thinner  abdominal  walls  and  with  less  fat  in  them. 
Furthermore  had  an  adhesion  or  constricting  band  formed,  and  had 
it  yielded  to  the  enemata  and  lavage  of  the  stomach  as  sometimes  it 
will  do,  the  relief  would  be  only  temporary  and  symptoms  of  obstruc- 
tion would  have  recurred  before  long.  It  is  now  thirteen  weeks 
since  my  patient  had  her  attack  and  she  has  had  no  recurrence  as  yet. 
38 
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A  word  about  lavage  of  the  stomach  in  acute  obstruction  of  the 
bowels  following  abdominal  section.  In  the  recent  discussion  in  this 
Society  on  the  question  of  when  to  move  the  bowels  after  cceliotomy 
there  seemed  to  be  some  misapprehension  of  Klotz's  recommendation 
of  this  form  of  treatment.  If  I  understand  him  rightly  lavage  of  the 
stomach  is  recommended  only  when  the  obstruction  is  due  to  a  me- 
chanical cause  and  not  when  it  is  a  symptom  of  septic  peritonitis. 
Fritsch  also  dwells  upon  this  point  and  upon  the  importance,  from  a 
therapeutic  standpoint,  of  differentiating  between  acute  obstruction, 
the  result  of  peritonitis,  and  that  due  to  an  adhesion  of  the  bowel  to 
the  stump  or  abdominal  wound,  or  to  the  entanglement  of  a  loop  of 
intestine  within  one  of  the  abdominal  sutures. 

Judging  from  my  own  experience  and  that  of  a  few  others  that  I 
happen  to  know,  Klotz's  method  deserves  to  be  widely  known.  For 
even  in  cases  in  which  it  is  not  sufficient  to  overcome  the  cause  of 
the  obstruction  it  affords  marked  relief  for  a  time.  This  relief, 
though  temporary,  is  very  gratifying  to  the  patient,  spares  her 
strength  and  allows  us  time  to  carry  out  whatever  treatment  we  may 
decide  upon. 

Discussion. 

Dr.  E.  H.  Grandin  said  that  the  best  method  of  obtaining  evacu- 
ation of  the  bowels  when  the  stomach  was  intolerant  was  by  the 
hypodermatic  injection  of  salines,  a  method  which  he  believed  was 
not  fully  appreciated.  Where  the  stomach  was  intolerant,  and  it  was 
desired  to  empty  the  bowels  higher  up  than  could  be  done  by  enemata, 
half  to  one  drachm  of  a  saturated  solution  of  Epsom  salts  should  be 
injected  into  the  nates  and  repeated  half-hourly  until  a  free  evacuation 
of  the  bowels  was  secured.  This  had  proved  invariably  successful  in 
his  experience. 

Suppuration  in  a  Fibroid  Tiwwr. 

Dr.  W.  M.  Polk  :  I  wish  to  present  first  a  specimen  showing  sup- 
puration occurring  in  a  fibroid  tumor.  The  rarity  of  this  change  is 
my  excuse  for  presenting  it.  The  specimen  shows  the  cavity  of  the 
uterus  laid  open  and  alongside  of  it  the  pedunculated  tumor  in  which 
the  abscess  occurred.  The  statement  concerning  the  rarity  of  this 
condition  has  reference  to  fibroid  tumors  disassociated  with  pregnan- 
cy. This  case  really  is  no  exception  to  the  rule  that  prevails  in  the 
nonpregnant  condition,  because  it  represents  a  tumor  in  connection 
with  which  there  was  pregnancy.  The  woman  had  reached  the  third 
month  of  pregnancy  and  then  aborted.    There  seems  to  be  no  reason 
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for  believing  that  the  abortion  was  the  result  of  outside  interference, 
but  the  difficulty  the  uterus  experienced  in  contracting  caused  the  re- 
tention of  the  foetus  and  decidua  ;  the  attending  physician,  feeling  a 
little  uneasy  about  this,  endeavored  to  stimulate  contraction  by  the 
use  of  the  catheter.  I  suspect  that  this  may  have  had  something  to 
do  with  aggravating  her  condition.  She  was  sent  into  the  hospital  on 
the  seventh  day  of  an  acute  puerperal  sepsis.  On  examination,  I  dis- 
covered on  the  right  side  what  seemed  to  be  a  soft  mass  and  I  con- 
cluded that  there  might  be  an  abscess  formation  here.  She  had  been 
curetted  before  I  saw  her. 

I  operated  on  her  soon  after  seeing  her  and  on  making  the  incision 
I  discovered  the  soft  mass  to  be  the  one  shown  as  a  part  of  the  speci- 
men. It  was  a  pedunculated  tumor  which  rested  in  the  right  iliac 
fossa  and  in  it  was  the  abscess  cavity.  Around  it  was  a  localized  peri- 
tonitis. The  covering  of  the  tumor  was  very  thin  at  one  point,  and 
on  attempting  to  take  it  out  it  ruptured  and  discharged  some  of  its 
contents  into  the  peritoneal  cavity.  The  whole  uterus  was  one  fibroid 
tumor. 

The  question  presented  itself  to  me,  Shall  I  curette  and  pack  this 
uterus  or  shall  I  take  it  out  ?  It  had  been  already  curetted.  If  it  had 
not  been  so  large  as  it  was,  I  confess  that  I  would  have  adopted  the 
former  method  rather  than  the  more  radical  procedure.  An  examina- 
tion of  the  appendages  at  the  beginning  of  the  operation  showed  them 
entirely  free  from  salpingitis  or  ovaritis.  The  broad  ligaments  were 
thickened,  so  that  it  was  quite  evident  that  there  was  here  a  general 
lymphangitis  of  the  entire  structure.  The  woman's  pulse  was  120  and 
of  good  volume  and  her  facial  expression  was  good,  but  her  tempera- 
ture was  1060.  At  the  time  of  the  operation  it  was  1060.  I  operated 
in  the  usual  way  and  took  out  the  uterus.  The  operation  was  com- 
paratively easy  and  the  woman  did  apparently  well  until  the  next 
morning  when  she  died,  evidently  from  the  shock  of  the  operation — 
that  is  to  say,  the  pulse  steadily  increased  in  frequency  and  diminished 
in  strength  without  any  special  rise  of  temperature. 

My  reason  for  taking  out  the  uterus  was  the  discovery  that  there 
was  really  lymphatic  absorption  of  the  poison  rather  than  a  peritonitis. 
I  have  been  unable  as  yet  to  determine  whether  or  not  the  abscess 
was  due  to  infarction,  but  I  shall  have  the  vessels  carefully  examined. 
I  infer  that  the  lymphatic  vessels  had  conducted  the  poison  to  that 
portion  of  the  growth  and,  owing  to  the  small  amount  of  blood  con- 
nection between  the  mass  and  the  uterus  proper,  its  vitality  was  rela- 
tively lower  than  that  of  the  other  parts  ;  there  was  in  consequence  a 
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breaking-down.  I  should  prefer  to  submit  the  specimen  to  Dr.  Free- 
born for  examination. 

Osteomalacia  :  Pregnancy  at  Term.     Total  Ablation  of  the  Uterus. 

The  next  specimen  I  have  to  present  was  taken  from  a  case  of  de- 
formed pelvis.  The  operation  was  done  on  April  16,  1893,  at  the 
Emergency  Hospital.  r  The  patient  was  an  Italian  woman,  thirty-four 
years  of  age,  in  her  fifth  confinement.  The  cause  of  the  difficulty  was 
osteomalacia  with  contraction  of  the  pelvis  mainly  on  the  right  and 
with  a  conjugate  diameter  of  four  inches  indirect  and  three  inches 
direct.  She  had  been  in  labor  for  seventy-two  hours.  At  the  time  of 
operation  her  condition  was  very  good,  all  things  considered.  No 
attempts  were  made  to  deliver  by  the  vagina  after  she  came  into  our 
hands.    The  child  weighed  five  pounds  and  three  quarters. 

Regarding  her  previous  history,  I  would  say  that  after  marriage 
she  had  two  children,  born  in  natural  labors.  Up  to  this  time  she 
had  had  good  health.  Soon  after  her  last  labor  she  was  taken  ill  with 
what  was  evidently  degeneration  of  bone  tissue  and  was  confined  to 
bed  for  four  years.  During  that  time  she  bore  two  children  ;  so  two 
children  were  born  before  the  development  of  the  disease  and  two 
children  during  its  development.  She  recovered  but  returned  to  her 
duties  while  the  bones  were  probably  still  soft  and  flexible.  This  ac- 
counts for  the  deformity.  One  year  and  a  half  after  the  subsidence 
of  the  acute  phases  of  the  disease  this  last  pregnancy,  her  fifth,  oc- 
curred. The  physician  at  first  in  attendance  stated  that  at  the  time 
he  made  an  examination  he  found  the  pelvis  so  small  that  the  fingers 
could  not  be  introduced  ;  the  membranes  protruded,  the  abdomen 
was  pendulous  and  there  was  evidently  extreme  pelvic  deformity  due 
to  the  comparatively  rare  condition  known  as  osteomalacia.  The  de- 
formity affected  the  right  half  of  the  pelvis  mainly,  so  that  there  was 
not  only  a  narrowing  of  the  arch  but  also  an  encroachment  of  the 
acetabular  region  upon  the  pelvic  cavity.  The  transverse  diameter 
midway  the  canal  was  about  two  inches  and  a  half,  as  determined 
during  operation. 

The  fact  that  the  woman  had  been  in  labor  for  seventy-two  hours 
induced  me  to  perform  the  Porro  operation — not  the  operation  origin- 
ally described  by  Porro  but  with  modifications  suggested  since  by 
others.  The  usual  incision  was  made  and  the  organ  itself  was  treated 
exactly  as  if  it  were  a  fibroid  uterus.  The  uterus  was  freely  exposed 
and  then,  the  assistant  grasping  the  organ  well  down  toward  the  pel- 
vis so  as  to  include  not  only  the  ovarian  vessels  but  the  uterine  as 


The  New  York  Obstetrical  Society. 


573 


well,  the  uterus  was  thrown  out  of  the  abdomen.  Care  was  taken, 
however,  not  to  make  too  great  pressure  at  first,  because  of  the  dan- 
ger of  cutting  off  the  circulation  from  the  child.  The  uterus  was  held 
well  out  of  the  abdominal  cavity  and  a  free  incision  reaching  to  the 
fundus  made  into  its  anterior  wall,  as  it  had  been  determined  to  sacri- 
fice this  organ.  Such  a  free  incision,  naturally,  contributes  greatly  to 
the  ease  with  which  the  child  can  be  delivered.  The  woman  had 
been  so  long  in  labor  that  the  child's  head  had  already  partly  de- 
scended below  the  promontory  of  the  sacrum,  so  the  assistant  was 
compelled  to  introduce  his  finger  from  below  and  force  the  child's 
head  upward.  After  some  little  difficulty,  the  child  was  delivered  and 
quickly  resuscitated  by  an  assistant  and,  so  far  as  I  know,  it  is  still 
alive.  On  rubbing  the  fundus  of  the  uterus  a  little,  and  at  the  same 
time  relaxing  the  pressure  on  the  lower  segment  of  the  uterus,  the  or- 
gan was  induced  to  contract  well  and  there  was  only  slight  haemor- 
rhage, leaving  me  free  to  proceed  leisurely  with  the  succeeding  steps. 

As  I  have  already  intimated,  the  uterus  was  treated  like  a  fibroid 
uterus,  care  being  taken  to  exclude  the  amniotic  fluid.  The  ovarian 
vessels  and  broad  ligaments  were  then  tied  and  the  uterine  arteries, 
which  under  these  circumstances  are  very  easily  reached,  were  secured. 
Owing  to  the  contraction  of  the  pelvis  in  all  these  cases,  there  is  an 
elongation  of  the  vagina  so  that  the  lower  segment  of  the  uterus  is  at 
a  higher  level  than  common  in  the  pelvic  cavity.  I  cut  off  the  uterus 
just  at  the  internal  os  and  then,  turning  the  cut  end  into  the  vagina, 
inverted  the  cervix.  A  strip  of  gauze  was  then  passed  into  the  pelvis 
from  below,  the  few  bleeding  points  secured,  and  the  abdomen  was 
closed.  I  suggested  this  procedure  about  six  years  ago  in  connection 
with  a  case  of  Cesarean  section  I  reported  at  that  time.  The  mother 
made  a  good  recovery  and  left  the  hospital  at  the  end  of  four 
weeks. 

I  wish  to  call  attention  to  this  procedure  for  treating  all  of  these 
cases,  on  account  of  the  ease  with  which  it  can  be  done  and  the 
"  smooth  "  recovery  following  the  operation.  The  latter  is  analogous 
to  that  witnessed  after  total  extirpation  of  the  uterus  for  fibroid  dis- 
ease. I  therefore  recommend  the  measure  where  it  is  decided  to 
sacrifice  the  uterus.  The  old  Porro  operation  belongs'to  the  days  of 
the  extra-peritoneal  treatment  of  the  stump.  Cases  like  the  one  just 
reported  show  the  ease  with  which  the  operation  can  be  done  and  the 
comparative  innocuousness  of  the  procedure.  The  question  of  leav- 
ing or  removing  the  cervix,  owing  to  its  wide  expansion,  is  a  subordi- 
nate one  here,  but  in  general  it  is  best  to  remove  it. 


574 


Transactions  of  Societies. 


Discussion. 

Dr.  Grandin  said  that  he  thought  the  first  case  reported  called 
for  some  comment.  Personally,  he  would  not  agree  with  the  au- 
thor that  the  shock  following  the  operation  was  chiefly  responsible 
for  the  woman's  death.  He  felt  that  the  woman  would  have  died, 
even  if  no  operation  had  been  done,  for  the  simple  reason  that 
there  was  a  general  lymphatic  septicaemia  and  that  these  cases  died 
no  matter  what  treatment  was  adopted.  He  was  very  glad  that  Dr. 
Polk  would  sanction  extirpation  of  the  septic  uterus  in  order  to  give 
the  septic  woman  a  single  chance  for  recovery,  particularly  as  he  had 
taken  the  same  position  himself  and  had  been  told  that  it  was  too 
radical.  His  own  feeling  was  that,  given  a  septic  uterus  which  could 
not  be  cleansed  by  thorough  curetting  and  packing,  rather  than  allow 
the  woman  to  die  from  extension  of  the  disease  through  the  lym- 
phatics to  the  peritoneal  cavity  and  to  the  general  system,  the  proper 
course  to  pursue  was  to  open  the  abdomen  and  to  remove  the  uterus, 
which  was  the  focus  of  the  sepsis.  While  Dr.  Polk's  case  did  not 
recover,  he  believed  it  was  the  proper  course  of  treatment  to  pursue  in 
such  cases.  It  gave  one  slender  chance  for  life,  if  for  no  other  rea- 
son than  that  the  operation  might  reveal  a  less  grave  condition  than 
had  been  supposed.  It  was  well  known  that  cases  of  supposed  gen- 
eral purulent  peritonitis  occasionally  recovered  after  abdominal  sec- 
tion, because  what  had  been  supposed  prior  to  the  operation  to  be  a 
general  septicaemia  had  proved  a  local  peritonitis  on  operation.  Had 
this  case  just  reported  turned  out  to  be  one  of  sepsis  localized  in  the 
uterus,  he  believed  the  operation  would  have  given  the  patient  the 
best  chance  for  recovery. 

Dr.  Currier  questioned  very  much  whether  in  a  case  of  puerperal 
septicaemia,  like  the  one  just  reported  by  Dr.  Polk,  or  one  in  which 
the  disease  had  progressed  more  extensively,  an  abdominal  operation 
could  ever  give  a  satisfactory  result,  whether  the  operation  consisted 
in  simply  washing  out  the  abdominal  cavity  or  in  the  removal  of  the 
uterus.  He  had  tried  both  of  these  procedures  and  with  equally 
fatal  result.  In  the  last  case,  the  patient  being  only  eighteen  years 
of  age,  he  was  induced  to  operate  on  account  of  her  youth,  though 
she  was  in  the  seventh  week  of  puerperal  fever.  In  view  of  the  al- 
most uniformly  fatal  consequences  of  such  operations  at  the  hands  of 
all  operators,  the  question  of  the  justifiability  of  operating  was  perti- 
nent. He  had  no  knowledge  of  any  case  in  which  recovery  had  fol- 
lowed operation  ;  if  there  were  any  such  he  would  be  very  glad  to 
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know  just  what  treatment  had  been  adopted.  In  his  opinion,  such 
cases  were  hopeless  when  first  seen. 

Dr.  S.  Marx  said  that  the  second  specimen  was  very  interesting 
because  osteomalacia  was  very  rare  in  this  country.  In  the  regular 
type  of  pelvic  deformity  due  to  this  disease,  the  antero-posterior 
diameter  was  much  increased  at  the  expense  of  the  great  diminution 
in  the  transverse  diameter,  but  in  Dr.  Polk's  case  he  understood  that 
the  antero-posterior  diameter  was  only  three  inches  and  that  the  de- 
formity was  on  one  side  at  the  expense  of  an  increased  curve  of  the 
other  side.  It  simulated  the  oblique  ovate  pelvis  of  Naegele.  He 
would  like  to  ask  whether  it  would  not  have  been  possible,  owing  to 
the  pliability  of  the  bones,  to  have  delivered  the  child  per  vias  natu- 
rales  with  the  aid  of  forceps.  Of  course,  nothing  would  have  been 
gained  by  this,  as  the  treatment  involved  was  the  extirpation  of  the 
ovaries  or  of  the  uterus  and  ovaries.  In  a  recent  paper,  Seeligman  of 
Hamburg  had  reported  a  case  of  permanent  cure  of  osteomalacia  by 
extirpation  of  the  ovaries  and  placing  the  patient  in  a  stretching  ap- 
paratus. 

Dr.  Polk  said  that  the  bones  in  his  case  were  so  hard  that  they 
did  not  yield  at  all  to  firm  pressure  made  by  the  hand,  and  from  this 
it  was  concluded  that  it  was  better  to  do  the  complete  operation. 
He  did  not  think  in  his  case  the  condition  was  the  oblique  ovate  pel- 
vis of  Naegele  but  rather  a  giving  in  or  bending  of  the  ilium  and  the 
bony  pa-rts  immediately  about  it.  When  the  woman  began  to  move 
about  after  the  disease,  for  some  reason  or  other  there  was  more  de- 
formity produced  on  one  side  than  on  the  other,  possibly  from  stand- 
ing on  one  leg  more  than  on  the  other. 

Dr.  Marx  asked  how  he  would  account  for  the  marked  narrow- 
ing of  the  antero-posterior  diameter. 

Dr.  Polk  replied  that  gravity  would  act  here.  Probably  the 
woman  was  so  long  on  her  back  that  there  was  a  gradual  settling 
back  of  the  anterior  portion  of  the  pelvis  ;  this  deformity  was  rather 
due  to  a  flattening  of  the  pelvis  from  before  backward  than  to  any 
projection  of  the  promontory.  ' 

The  President  said  that  he  had  advocated  this  very  same  tech- 
nique for  a  year  or  two  past,  simply  as  an  outgrowth  of  a  general  im- 
provement in  the  technique  of  this  class  of  operations.  * 

A  Portable  Gynaecological  Operating  Table. 

Dr.  G.  M.  Edebohls  demonstrated  the  use  of  his  new  table  de- 
signed for  the  performance  of  cceliotomies  as  well  as  of  gynaecologi- 
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cal  operations.  It  differed  in  construction  from  the  combined  celi- 
otomy and  gynaecological  operating  table  which  bore  his  name,  whic  i 
he  had  described  in  the  Medical  Record,  November  14,  1891,  and 
which  was  intended  as  a  stationary  fixture  of  the  operating  room. 
Although  differing  in  structure  the  new  table  possessed  exactly  the 
same  capabilities  and  the  same  range  of  usefulness  as  his  older  table. 
In  other  words,  it  afforded  facilities  for  the  Trendelenburg  posture, 
for  the  performance  of  all  gynaecological  operations  under  irrigation 
and  for  washing  the  patient  without  wetting  her  clothing  or  the  floor. 

The  new  table  was  designed  to  meet  the  necessities  of  the  gynae- 
cologist in  the  performance  of  operations  at  the  homes  of  patients. 
Simplicity  of  construction  and  management,  lightness  and  ease  of 


transportation  were  the  essential  features  aimed  at  in  addition  to 
suitability  for  the  work  required  of  it. 

A  glance  at  the  illustrations  (Figs.  1,  2,  and  3)  will  enable  each 
one  to  form  his  own  judgment  as  to  how  far  simplicity  has  been  at- 
tained.   The  table,  with  all  accessories— leg-holders,  extension  thigh- 
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rests  for  the  Trendelenburg  posture  and  carrying  case — weighs  com- 
plete thirty-five  pounds.  It  packs  into  a  case  40  x  20  x  3  inches 
(100  x  50  x  8  centimetres)  or  may  be  strapped  in  canvas  with  a 


Fig.  2. 


slight  further  economy  of  space.  The  table  is  constructed  entirely 
of  iron  and  steel  and  will  sustain  a  weight  of  six  hundred  pounds. 

With  the  Edebohls  leg-holders  inserted  in  the  two  sockets  at  the 
lower  corners  of  the  table  and  any  ordinary  household-pail  suspend- 
ed from  the  hook  beneath  the  middle  of  the  lower  end,  the  table 
is  ready  for  the  performance  of  all  operations  upon  the  female  geni- 
tals from  below.  The  table  top  is  slightly  concave  from  side  to  side ; 
all  fluids  thus  gravitate  to  the  center  and  are  conducted  to  the  pail. 

In  washing  the  abdomen  previous  to  cceliotomy,  shortening  the 
round  ligaments  etc.,  the  lower  end  of  the  table  is  slightly  depressed 
.and  the  upper  correspondingly  elevated.  All  fluids  used  thus  again 
find  their  way  to  the  pail  and  the  clothing  of  the  patient  can  be  kept 
perfectly  dry.  When  the  washing  is  completed,  the  pail  is  removed 
and  the  thigh  extension-pieces  inserted  in  their  sockets.  The  thigh 
extension-pieces  are  adjusted  to  the  length  of  the  particular  patient 
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and  are  then  secured  by  a  screw  operating  in  the  sockets.  An  ordi- 
nary strap  or  stout  bandage  passed  around  the  patient's  legs  a  little 
below  the  knee  and  around  the  hook  for  the  pail  secures  the  patient 
from  slipping  headward  when  the  Trendelenburg  posture  is  called 
into  play.  Any  degree  of  Trendelenburg,  up  to  an  angle  of  forty-five 
degrees,  may  be  promptly  and  easily  obtained  by  disengaging  the 
slots  of  the  supporting  bars  with  one  hand,  depressing  the  head  of 
the  table  to  the  desired  level  and  again  engaging  the  slots. 


Fig.  3. 


Dr.  Edebohls  had  had  the  table  in  use  for  the  past  three  months 
and  could  speak  from  experience  of  its  adaptability  to  it?  purposes. 

John  Reynders  &  Co.,  303  Fourth  Avenue,  New  York,  are  the 
makers  of  the  table. 

Abortion  as  a  Cause  of  Disease  of  the  Pelvic  Organs. 
Dr.  P.  F.  Chambers  read  a  paper  with  the  above  title.    (See  page 
525-) 

Discussion. 

Dr.  Polk  said  it  had  given  him  great  pleasure  to  hear  this 
paper,  because  of  the  weight  of  the  author's  statement  and  also 
because  his  position  gave  him  ample  opportunity  to  study  the  evil 
consequences  of  this  condition  as  well  as  the  benefits  to  be  derived 
from  the  curative  measures  he  advocated.  It  seemed  to  him  that 
abortions  were  the  most  common  cause  of  disease  of  the  appendages. 
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Of  course,  an  abortion  properly  done  with  antiseptic  precautions  was 
no  longer  the  terror  it  formerly  was,  so  that  probably  there  were 
practitioners  who,  under  the  guise  of  some  disease  of  the  uterus,  made 
it  a  practice  to  perform  abortions  on  strictly  modern  lines.  By  this 
he  meant  that  the  physician  stated  that  an  operation  was  necessary 
and,  after  giving  ether,  dilated  the  cervix,  emptied  the  contents  of  the 
uterus  and  provided  for  free  drainage,  all  under  the  strictest  antisep- 
tic precautions.  The  results  of  such  practice  were  so  good  that  if 
generally  understood  by  women  he  thought  it  would  lead  to  a  decided 
diminution  in  the  rate  of  increase  of  the  population.  Such  practi- 
tioners put  themselves  beyond  the  pale  of  condemnation — of  profes- 
sional condemnation,  because  they  pretended  to  be  in  ignorance  as  to 
the  precise  condition  present ;  and  of  legal  condemnation,  for  the 
simple  reason  that  they  brought  to  their  nefarious  traffic  the  best  in- 
formation and  sometimes  as  shrewd  brains  as  could  be  found  any- 
where in  the  medical  profession.  Therefore,  it  was  to  the  old  style 
and  not  to  the  modern  antiseptic  abortions  that  the  statements  of  the 
paper  particularly  applied.  But  the  poor  people  could  not  pay  the 
high  fees  necessary  to  get  rid  of  these  sometimes  disagreeable  neces- 
sities of  married  life  in  such  a  safe  manner  ;  hence,  they  were  treated 
on  the  older  plan  and  were  accordingly  frequent  victims  of  pelvic 
disease.  The  strong  point  in  the  paper,  and  the  one  which  gratified 
him  the  most,  was  the  effort  to  impress  the  importance  of  attempting 
to  relieve  these  people  without  castrating  them.  To-day,  it  was  the 
rarest  thing  for  him  to  remove  an  ovary,  notwithstanding  that  he  per- 
formed laparotomy,  on  an  average,  about  three  times  a  week.  The 
reason  for  this  was  that  he  was  able  now  by  appropriate  treatment  of 
the  inflamed  uterus  to  modify  pyosalpinx  and  associated  conditions. 
The  treatment  by  curetting  and  packing,  as  suggested  in  the  paper, 
would  insure  many  of  these  women  against  castration.  The  intra- 
uterine treatment  of  all  tubal  disease  was  a  matter  which  he  believed 
this  society  had  given  much  attention  to  and  had  repeatedly  placed 
itself  on  record  in  its  favor  ;  yet  it  was  a  subject  which  could  not  be 
too  often  dwelt  upon.  He  thought  the  society  deserved  much  credit 
for  the  way  in  which  this  matter  had  been  advocated  and  the  ability 
it  had  shown  in  maintaining  its  position. 

Dr.  Grandin  said  he  thought  the  paper  was  a  most  timely  one, 
for  he  was  satisfied  that  fully  fifty  per  cent,  of  the  pelvic  troubles  of 
women  could  be  traced  to  improperly  treated  abortions.  He  did  not 
think  that  the  abortionists,  both  male  and  female,  were  alone  respon- 
sible for  these  ill  effects  ;  a  large  share  of  the  responsibility  certainlv 
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rested  on  the  general  medical  profession.  He  had  seen  within  a  few 
months  many  cases  of  tubal  disease  which  could  be  distinctly  traced 
to  abortions  improperly  treated  by  reputable  medical  practitioners. 
Either  students  were  improperly  taught  or  the  cobwebs  of  the  past 
had  not  been  sufficiently  brushed  away  from  in  front  of  their  eyes. 
The  old-fashioned  practice  of  putting  tampons  in  the  vagina  and 
waiting  for  Nature  was  still  in  force  in  New  York  city,  and  the  old- 
fashioned  fear  of  certifying  to  the  fact  that  the  uterus  was  empty  still 
existed.  It  was  time  that  tampons  were  relegated  to  the  past  and 
that  the  fear  of  the  curette  or  finger  being  carried  to  the  fundus  and 
doing  harm  was  relegated  to  the  past.  In  his  opinion,  there  was  only 
one  way  of  treating  abortions.  When  abortion  was  found  to  be 
inevitable,  the  patient  should  be  anaesthetized,  the  field  of  operation 
made  aseptic,  the  uterus  dilated  and  everything  removed  from  it. 
After  inserting  the  finger  to  be  sure  that  everything  had  been  ex- 
pelled, the  uterus  should  be  drained  by  gauze  and  the  patient  put  to 
bed.  What  was  true  of  New  York  city  was  true  of  this  whole  broad 
country,  and  the  treatment  so  commonly  followed  was  certainly  not 
the  proper  treatment  of  abortion.  If  abortions  were  generally  treated 
properly,  tubal  disease  and  pelvic  peritonitis  would  largely  disappear. 
He  did  not  think  gonorrhoea  was  such  a  frequent  cause  of  tubal  and 
ovarian  disease  as  many  persons  claimed  ;  he  would  rather  attribute 
the  majority  of  ovarian  and  tubal  troubles  to  improper  treatment  of 
abortions.  He  wished,  therefore,  to  enter  a  plea  for  the  elective  sur- 
gical treatment  of  abortion,  instead  of  the  old-fashioned  method  of 
waiting  on  Nature  when  she  was  often  unable  to  satisfy  the  demands 
of  modern  obstetrics,  to  say  nothing  of  modern  surgery. 

Dr.  Wells  said  he  was  very  much  interested  in  this  subject  and 
he  wished  to  corroborate  what  had  been  said  by  the  author  and  also 
by  the  last  speaker.  Out  of  5,000  consecutive  gynaecological  cases 
he  had  seen  at  the  New  York  Polyclinic,  1,492  or  29.8  per  cent,  had 
aborted  one  or  more  times,  and  out  of  this  number  535  or  35.8  per 
cent,  had  suffered  from  disease  of  the  appendages  which  could  be 
distinctly  traced  to  the  abortion.  The  percentage  in  each  thousand 
was  approximately  the  same. 

Dr.  G.  T.  Harrison  said  that  he  had  only  words  of  commenda- 
tion to  bestow  on  the  paper  of  the  evening.  He  differed  with  the 
author,  however,  on  one  or  two  points.  He  certainly  disagreed  with 
him  in  regard  to  the  effects  of  gonorrhoea  on  the  female.  He  was 
more  inclined  to  believe  that  Noeggerath  was  correct  in  his  main  con- 
tention.   An  excellent  illustration  of  the  ravages  of  gonorrhoea  in  the 
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female  was  to  be  found  in  a  case  which  he  had  recently  reported  to 
the  New  York  County  Medical  Association.  A  young  woman  mar- 
ried and  a  few  months  later  had  an  attack  of  pelvic  inflammation. 
He  was  convinced  at  the  time  that  it  was  due  to  gonorrhoea]  infection 
and  became  still  more  positive  of  this  when  she  subsequently  devel- 
oped a  severe  inflammation  of  one  eye.  An  ophthalmologist  was 
called  in  consultation  and  confirmed  the  diagnosis  of  gonorrhceal 
ophthalmia. 

In  the  treatment  of  these  cases  of  abortion  he  believed  it  was  not 
necessary  to  divulse ;  he  had  never  had  occasion  to  do  this.  Where 
curetting  was  demanded,  it  was  not  necessary  to  use  the  largest-sized 
curette,  but  the  operator  should  select  one  adapted  to  the  size  of  the 
cervical  canal.  He  thought  it  was  a  great  mistake  for  people  to  rele- 
gate so  freely  different  methods  of  treatment  to  the  rear.  It  was  as 
much  an  error  to  qurette  in  all  cases  of  abortion  as  it  was  to  say  there 
was  no  further  use  for  the  tampon.  The  speaker  then  referred  to  a 
case  of  placenta  praevia  occurring  early  in  pregnancy,  where  there  was 
haemorrhage.  He  tamponed  and  a  few  hours  later  re-applied  the 
tampon.  The  uterus  contracted  well  under  this  treatment  and  this 
finally  resulted  in  the  delivery  of  the  ovum  perfectly  intact.  Here, 
the  tampon  was  the  proper  treatment  and  the  curette  improper.  Of 
course,  the  curette  was  often  needed,  as  in  cases  where  the  membranes 
had  ruptured,  but  it  was  not  indicated  where  the  ovum  was  still  intact. 

Dr.  Marx  said  he  did  not  think  the  last  speaker's  statement 
should  be  passed  by  without  comment.  To  the  statement  that  he 
would  not  divulse  a  uterus,  the  seat  of  an  early  pregnancy,  but  would 
pass  in  a  small-sized  curette,  he  would  reply  that  the  object  of  doing 
a  divulsion  was  not  so  much  to  dilate  the  os  as  to  give  sufficient  room 
for  drainage  after  the  curetting;  hence  he  thought  the  principle 
advocated  lately  of  divulsion  was  the  correct  one.  Since  the  use  of 
the  tampon  in  the  presence  of  haemorrhage  accompanying  abortion 
was  not  indicated,  as  it  might  prove  dangerous  either  immediately 
through  not  controlling  the  haemorrhage  or  later  through  sepsis,  the 
treatment  proper  was  curetting.  The  elective  treatment  held  good 
as  well  in  abortion  as  in  obstetric  cases  at  or  before  full  term.  He 
was  very  much  surprised  that  in  a  case  of  placenta  praeyia  where  there 
•was  so  much  haemorrhage  that  Dr.  Harrison  was  so  fortunate  as  to 
save  the  patient,  and  it  would  be  unpleasant  to  contemplate  what 
might  happen  if  the  same  treatment  had  been  adopted  in  a  similar 
case  near  term.  In  placenta  praevia,  procrastination  was  out  of  the 
question.    The  patient  by  this  means  might  have  been  lost. 
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Dr.  Arthur  M.  Jacobus  said  he  agreed  with  Dr.  Grandin  as 
regards  the  immediate  and  thorough  emptying  of  an  aborting  uterus 
by  the  fingers,  curette  and  irrigation  but  he  could  not  see  the  neces- 
sity for  "  packing  "  a  uterus  which  had  been  thoroughly  dilated,  emptied 
and  cleansed.  Why  then  insert  any  gauze  ?  Such  a  packing  would 
rather  tend  to  prevent  drainage  and  lock  up  possible  purulent  dis- 
charges or  shreds  of  placenta  liable  to  be  left  in  the  uterus  even  after 
careful  curettage.  A  free  exit  resulted  necessarily  from  the  miscar- 
riage, forcible  dilatation,  and  curettage  and  consequently  no  gauze 
would  be  needed  to  keep  the  canal  open.  The  serous  oozing  or 
slight  bleeding  which  ordinarily  followed  was  not  dangerous,  but 
desirable  and  would  escape  more  readily  through  a  canal  unobstructed 
by  gauze  packing. 

Dr.  Grandin  explained  that  his  object  was  not  to  pack  the  uterus  ; 
he  should  have  said  drain,  not  pack,  the  uterus.  He  only  resorted  to 
packing  the  uterus  when  there  was  danger  from  haemorrhage.  His  ob- 
ject in  adopting  this  treatment  was  to  avoid  the  extension  of  germs 
into  the  tubes  should  septic  endometritis  occur.  No  matter  how 
careful  the  operator  was  about  the  technique,  such  an  accident  was 
possible  and  hence  should  be  guarded  against.  He  only  used  a  small 
strip  of  gauze — one  inch  wide  and  two  or  three  inches  long.  If  such 
a  drain  were  present,  and  this  accident  should  occur,  the  germs 
would  pass  into  the  vagina  and  the  drain  would  furnish  a  valuable 
index  of  the  condition  within  the  uterus.  Moreover,  after  abortions 
marked  anteflexion  often  occurred  and  the  congested  endometrium, 
swollen  at  the  internal  os,  prevented  drainage  of  the  natural  secre- 
tions into  the  vagina.  In  the  event  of  these  secretions  becoming  sep- 
tic, and  drainage  into  the  vagina  being  prevented,  the  secretions 
would  pass  into  the  tubes  unless  drainage  into  the  vagina  were 
provided  for. 

As  for  Dr.  Harrison's  method  of  treating  placenta  praevia  by  the 
tampon,  he  would  say  that  in  this  condition  alone,  if  in  no  other,  the 
tampon  should  be  relegated  to  the  past.  Given  a  diagnosis  of  pla- 
centa praevia  to-day,  there  was  only  one  thing  to  do — empty  the 
uterus  as  quickly  as  possible  to  save  the  patient  the  loss  of  every 
ounce  of  blood  possible.  He  would  rather  break  up  the  ovum  and 
take  it  out  piecemeal  than  subject  the  patient  to  the  dangers  attend- 
ant upon  the  use  of  the  tampon. 

Dr.  Harrison  said  that  he  had  not  made  any  diagnosis  of  pla- 
centa praevia  until  after  the  ovum  had  been  expelled.  When  the  ovum 
was  intact  he  maintained  that  the  proper  treatment  was  the  tampon. 
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Dr.  Jacobus  said  that  Dr.  Grandin  now  stated  that  he  "packed  " 
the  uterus  only  when  there  was  danger  of  uterine  haemorrhage.  He 
therefore  asked — Would  the  small  strip  of  gauze  "  drain  "  prevent 
uterine  haemorrhage  ?  If  the  uterus  were  thoroughly  emptied,  unless 
there  was  some  unusual  cause  of  haemorrhage,  such  as  fibroids  etc.,  it 
would  contract  and  there  would  be  no  haemorrhage  and  no  need  of  a 
gauze  drain  or  packing.  Usually  in  cases  of  advanced  miscarriage 
the  os  was  sufficiently  open  for  curettage  and  drainage  without  even 
previous  forcible  dilatation.  The  vagina,  he  believed,  could  not  be 
kept  clean  for  any  length  of  time  owing  to  contamination  from  with- 
out, such  as  from  urine,  dirt  etc.,  and  therefore  if  one  end  of  a  strip  of 
gauze  were  placed  in  the  uterus  and  the  other  end  left  in  the  vagina, 
there  was  likely  to  be  infection  of  the  uterus  rather  than  the  preven- 
tion of  infection  by  the  reverse  capillary  action  of  the  gauze  according 
to  the  position  of  the  patient  as  the  hips  were  elevated  or  not.  Gauze 
was  entirely  unnecessary,  whether  called  a  drain  or  packing,  except- 
ing of  course  after  divulsion  and  curettage  for  endometritis  and 
subinvolution,  unaccompanied  by  abortion  where  the  effect  of  the 
gauze  was  desirable  to  stimulate  uterine  contractions  and  to  cause 
absorption  of  the  products  of  previous  inflammation,  granulations 
etc.  by  pressure  from  within. 

Dr.  Chambers,  in  closing  the  discussion,  said  that  he  did  not  wish 
to  belittle  the  position  of  gonorrhoea  as  an  etiological  factor  in  the 
production  of  tubal  disease  ;  it  was  even  worse  than  syphilis  ;  but  he 
did  think  more  cases  of  tubal  trouble  were  caused  by  abortion  than 
by  gonorrhoea. 

Regarding  divulsion,  he  thought  that  not  only  in  abortions,  but  in 
all  other  cases  where  the  curette  was  used,  divulsion  should  precede 
the  curetting  in  every  instance,  as  the  curetting  could  be  done  much 
more  easily  and  effectively  and  better  drainage  was  thereby  secured. 


Stated  Meeting,  March  20,  1894. 
Egbert  H.  Grandin,  M.  D.,  Vice-President,  in  the  Chair. 

Abdominal  Hysterectomy  for  Pelvic  Suppuration  ;  Recovery. 

Dr.  H.  C.  Coe  presented  a  uterus  and  annexa  with  the  following 
comments  :  This  specimen  was  removed  five  weeks  ago  from  a  patient 
who  had  been  a  constant  sufferer  for  twelve  or  fifteen  years,  having 
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had  several  attacks  of  peritonitis,  each  leaving  her  more  miserable  than 
before.  On  examining  her  for  the  first  time  two  months  ago  I  found 
the  pelvis  absolutely  solid  with  exudate  and  could  make  out  only  the 
firmly  adherent  uterus. 

On  opening  the  abdomen  and  separating  adherent  intestine  a  thick- 
walled  pus  sac  was  found  on  the  right  side,  fused  with  the  uterus,  so 
that  there  was  no  alternative  except  extirpation  of  the  entire  organ. 
The  sac  ruptured  but  no  pus  came  in  contact  with  the  intestines. 
The  pelvic  cavity  was  sponged  out  with  peroxide  of  hydrogen  (full 
strength)  and  the  usual  gauze  drainage  per  vaginam  was  used. 

Although  the  operation  was  completed  in  forty  minutes  without 
much  loss  of  blood  the  shock  was  profound,  so  that  for  several  days 
the  pulse  ranged  from  120  to  140.  She  then  made  a  rapid  recovery 
and  was  up  during  the  fourth  week,  the  vaginal  wound  having  entirely 
closed  without  leaving  any  painful  indurations. 

The  points  of  interest  noted  in  the  case  were  :  1.  The  clear  indi- 
cation for  abdominal  hysterectomy  rather  than  for  morccllement  per 
vaginam,  and  the  superiority  of  the  former  method  as  a  scientific,  sur- 
gical procedure  ;  2.  The  amount  of  shock  attending  the  operation, 
which  has  certainly  been  underestimated  by  those  who  advocate  the 
general  application  of  this  radical  measure  in  cases  of  bilateral  sup- 
purative disease  of  the  annexa  ;  3.  Abdominal  hysterectomy  is  an 
operation  to  be  performed  only  by  one  thoroughly  familiar  with  this 
department  of  abdominal  surgery,  since  the  occasional  operator  will 
be  apt  to  encounter  unexpected  difficulties  ;  4.  The  ideal  operation 
is  one  that  removes  all  the  diseased  organs  and  tissues  with  the  aid  of 
the  eye,  as  well  as  of  the  fingers,  and  does  not  leave  foci  behind,  as  in 
the  blind  enucleation  per  vaginam. 

The  Secretary,  on  behalf  of  Dr.  A.  H.  Goelet,  presented 

An  Improved  Intra-uterine  Double-Current  Irrigator — Modification  of 
the  Fritsch-Bozeman  Double-Current  Catheter. 

The  main  features  of  the  modification  are  that  the  instrument  is 
two  inches  longer  than  the  original,  so  that  it  can  be  used  to  better 
advantage  in  deeper  cavities,  and  the  inside  tube  which  conducts  the 
inflow  is  extended  to  the  extremity  of  the  outer  tube  conducting  the 
outflow.  The  advantage  of  this  improvement  is  that  the  injected  fluid 
escapes  from  the  point  of  the  instrument  instead  of  the  sides  and  in 
t  his  manner  comes  more  satisfactorily  in  contact  with  the  whole  cavity. 
This  is  a  greater  advantage  when  the  canal  is  narrow  or  obstructed  at 
any  portion  by  a  tumor  projecting  from  the  uterine  wall,  making  the 
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point  of  the  instrument  fit  snugly,  so  that  no  fluid  will  pass  it  without 
some  force. 

In  a  case  of  this  kind,  with  the  original  instrument,  it  would  only 
be  possible  to  wash  that  portion  of  the  canal  included  by  the  fenestra 
of  the  cannula,  as  the  point  of  the  instrument  would  block  the  canal 
and  prevent  the  entrance  of  the  solution  to  that  portion  of  the  cavity 
beyond.  With  the  modified  instrument,  that  portion  of  the  cavity  be- 
yond the  point  of  the  instrument  can  be  satisfactorily  flushed.  The 
fenestra  in  the  cannula,  as  you  see,  have  been  extended  up  nearer  the 
point,  so  that  a  return  flow  will  be  certain.  In  place  of  the  usual 
fenestra  at  the  outer  end  of  the  cannula  an  attachment  is  added  for 
affixing  a  rubber  tube  to  carry  off  the  outflow  to  a  basin  or  bucket 
below,  which  I  think  is  an  additional  advantage. 

The  advantages  of  this  instrument  are  more  particularly  manifest 
in  the  fibroid  uterus  where  the  caliber  of  the  canal  is  so  often  con- 
tracted at  a  certain  point  and  the  cavity  beyond  is  dilated. 

It  would  be  better  still  if  the  cannula  was  made  a  little  longer, 
and  I  have  directed  the  makers,  Messrs.  G.  Tiemann  &  Co.,  to  make 
another  size  having  a  cannula  ten  inches  long. 

Discussion. 

Dr.  H.  C.  Coe  said  he  wished  to  record  his  protest  against  double 
catheters  in  general,  which  he  considered  unclean  and  unsurgical. 
For  some  years  past  he  had  used  nothing  but  a  glass  tube  which  could 
be  readily  kept  clean.  The  uterus  should  be  sufficiently  dilated  to 
admit  of  free  drainage  alongside  of  the  tube  instead  of  through  the 
tube. 

Dr.  E.  H.  Grandin  thought  this  objection  was  well  taken,  and  he 
did  not  think  this  modification  of  the  double-current  catheter  was  a 
good  one.  There  was  a  possible  risk  of  the  fluid  impinging  upon  the 
fundus  and  being  directed  into  the  Fallopian  tubes.  The  object  in 
not  having  a  central  opening  was  to  avoid  this  risk,  which  although 
very  slight  had  been  noted  as  possible. 

Case  of  Abscess  of  the  Ovary,  with  Intraligamentous  Cyst,  and  Double 

Pxosalpinx. 

Dr.  H.  M.  Sims  :  This  curious  case  was  sent  to  me  two  weeks  ago 
and  gave  the  following  history : 

Mrs.  T.,  aged  thirty-two  ;  married  first  time  at  sixteen  years  of 
age ;  had  one  child  ten  years  ago  ;  was  married  for  the  second  time 
three  years  ago.  She  was  always  a  perfectly  healthy  woman  in  every  re- 
39 
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spect  up  to  six  weeks  ago,  when  she  complained  of  constant  backache. 
She  went  to  one  of  the  numerous  city  dispensaries,  where  an  examina- 
tion was  made,  the  doctor  pronouncing  it  a  case  of  retroversion  of  the 
uterus  after  having  passed  a  sound  to  assure  himself  of  the  fact.  The 
patient  went  home  with  more  pain  than  ever  and  took  to  her  bed. 
Two  days  after  she  had  increased  pain  about  the  whole  lower  part  of 
the  abdomen,  followed  in  a  few  hours  by  a  violent  chill.  A  local 
physician  was  called  in,  and  he  pronounced  the  case  one  of  peritonitis 
and  treated  her  accordingly.  She  was  in  bed  for  the  fourth  week 
when  I  saw  her,  suffering  very  great  pain,  with  a  pulse  of  140  and  a 
temperature  of  1030.  I  found  a  large,  fluctuating  tumor  in  the  pos- 
terior cul-de-sac,  which  was  diagnosed  as  abscess  of  the  ovary.  I 
operated  on  the  day  following  and  removed  the  specimen  now  pre- 
sented. The  localized  peritonitis  was  very  marked — adhesions  be- 
ing numerous  and  firm,  especially  so  with  the  omentum,  a  large 
section  of  which  had  to  be  tied  off. 

Large  Gallstone. 

This  specimen  was  passed  by  the  same  patient  that  passed  the 
large  stone  which  I  presented  at  the  meeting  before  the  last.  Its 
weight  is  eighty  grains — the  first  one  having  weighed  one  hundred 
and  thirty-three  grains.    Gallstone  discharged  spontaneously. 

Discussion. 

Dr.  Joseph  Brettauer  suggested  that  the  supposed  intraliga- 
mentous cyst  was  probably  an  inflammatory  cyst. 

Pyosalpinx,  Chronic  Ovaritis  and  Appendicitis. 

Dr.  Clement  Cleveland  presented  this  specimen  with  the  fol- 
lowing history  : 

Mrs.  T.  was  admitted  to  my  service  in  the  Woman's  Hospital, 
December  2,  1893  ;  aged  twenty-five  ;  married  three  years  ;  never 
pregnant.  Menstruation  began  at  twenty  years,  was  scanty  in  amount 
and  lasted  but  one  day,  with  an  interval  of  twenty-eight  days.  She 
has  always  suffered  with  severe  pain  just  before  menstruation  began, 
which  greatly  decreased  during  the  period.  She  dates  her  present 
condition  from  a  severe  fall,  which  occurred  six  years  ago  anci  after 
which  she  was  confined  to  her  bed  for  seven  weeks,  being  totally  un- 
able to  walk.  Her  symptoms  at  the  time  of  the  fall  which  have  con- 
tinued, though  not  so  severe  as  at  first,  were  pain  in  the  left  groin  and 
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lumbosacral  regions,  aching  and  bearing-down  in  character.  She 
has,  besides,  almost  constant  headache. 

Diagnosis. — December  4th,  the  patient  was  examined  and  the  uterus 
was  found  retroverted  and  bound  down  by  firm  adhesions.  Vaginal 
packing  with  wool  tampons,  saturated  with  ten  per  cent,  of  ichthyol 
and  glycerin,  was  directed.  This  treatment  was  kept  up  for  two 
months.  Finding,  at  the  end  of  that  time  that  no  progress  was  being 
made,  I  advised  laparotomy,  for  breaking  up  adhesions,  and  ventro- 
fixation of  the  uterus. 

On  December  15th  I  opened  the  abdomen  with  the  following 
result  : 

The  uterus  was  found  somewhat  enlarged,  retro-displaced,  with 
the  ovary  and  tube  of  the  right  side  and  appendix  vermiformis  matted 
together,  carried  over  and  attached  to  the  ovary  of  the  left  side  and 
firmly  adherent  to  the  anterior  face  of  the  body  of  the  uterus  besides. 
They  were  all  in  a  conglomerate  mass  and  at  first  it  was  impossible  to 
make  out  what  I  had  to  deal  with.  My  first  impression  was  that  it 
was  tuberculous,  from  many  shotlike  projections  that  were  recognized 
by  the  touch  and  because  the  appearance  was  much  like  tuberculous 
masses  I  had  before  met  with.  The  ovary  and  tube  of  the  left  side 
were  first  tied  and  cut  away  ;  then  the  appendix  and  lastly  the  ovary 
and  tube  of  the  right  side. 

The  morbid  conditions  are  admirably  described  and  beautifully 
illustrated  by  the  pathologist,  Dr.  Freeborn,  in  his  report  and  the  ac- 
companying plates  : 

Dr.  George  C.  Freeborn  said  he  wished  to  supplement  the  re- 
port by  giving  the  results  of  the  microscopic  examination.  Down  to 
the  constriction  the  appendix  was  found  to  be  perfectly  normal.  The 
right  tube  showed  a  pyosalpinx,  the  mucous  membrane  being  almost 
entirely  destroyed.  The  side  of  the  wall  of  the  pus  cyst  was  impreg- 
nated with  lime  salts.  The  ovary  showed  the  usual  condition  of 
chronic  ovaritis. 

Pathological  Report  on  the  Ovaries,  Tubes,  and  Appendix  Vermiformis 
remwed  by  Dr.  C.  Cleveland,  January  16,  1894. 

Dr.  George  C.  Freeborn  :  The  specimen  consists  of  the  appen- 
dix vermiformis,  measuring  six  centimetres  and  a  half  in  length,  and 
the  ovaries  and  tubes.  The  right  ovary  is  about  normal  in  size,  of  an 
oval  shape  and  is  partially  imbedded  in  a  much  thickened  mesosal- 
pinx. The  Fallopian  tube  is  of  normal  size  and  is  firmly  adherent  to 
the  surface  of  the  ovary. 


590  Transactions  of  Societies. 


The  left  ovary  is  slightly  enlarged  and  is  imbedded  in  a  mass  of 
adhesions.  Longitudinal  section  shows  a  large  corpus  luteum  in  the 
outer  end  of  the  ovary.  The  Fallopian  tube  is  of  normal  size  at  the 
uterine  end  ;  it  is  much  twisted  and  the  surface  is  covered  with  adhe- 
sions. At  the  junction  of  the  inner  with  the  middle  third,  the  tube  is 
bent  nearly  at  a  right  angle  and  immediately  dilates  into  a  pear-shaped 
cyst  which  is  imbedded  in  a  mass  of  adhesions.  Section  through  the 
cyst  shows  a  thick  wall  impregnated  with  calcareous  matter  and  the 
lumen  filled  with  a  mass  of  pus  and  calcareous  matter. 

The  appendix,  three  centimetres  from  its  apex,  shows  a  marked 
constriction.  It  is  also  adherent  at  this  point  to  the  thickened  broad 
ligament.  Beyond  the  point  of  constriction  it  dilates  into  a  thin- 
walled,  oval-shaped  cyst  measuring  twenty-four  millimetres  in  length 
and  fourteen  millimetres  in  width.  The  cavity  of  this  cyst  is  filled 
with  a  mixture  of  lime  and  pus.  The  left  end  of  this  cyst,  corre- 
sponding to  the  apex  of  the  appendix,  is  adherent  to  the  dilated  por- 
tion of  the  left  tube  and  its  right  end  is  adherent  to  a  mass  composed 
of  thickened  broad  ligament  and  the  end  of  the  ovary. 

Discussion. 

Dr.  Malcolm  McLean  said  that  about  one  month  ago  he  re- 
moved the  ovaries  and  tubes  in  a  case  of  prolonged  pelvic  inflamma- 
tion having  a  somewhat  similar  history,  and  in  this  case  he  was  also 
obliged  to  remove  the  appendix  vermiformis,  which  was  however  on 
the  right  side. 

Dr.  Grandin  said  that  about  one  month  ago  he  had  been  asked 
to  see  a  patient  with  rapid  pulse  and  tympanitic  abdomen.  Examina- 
tion showed  only  considerable  induration  in  the  right  iliac  region  and 
great  tenderness  at  the  so-called  "  McBurney's  point."  Notwithstand- 
ing her  serious  condition  abdominal  section  was  performed,  and  he 
found  an  ovarian  abscess  and  pyosalpinx  on  the  right  side,  and  ad- 
herent to  the  ovary  and  tube  was  the  vermiform  appendix  which  had 
ruptured  posteriorly,  forming  an  abscess  communicating  with  the  gen- 
eral peritoneal  cavity  and  giving  rise  to  a  general  purulent  peritonitis. 
It  was  needless  to  say  that  the  patient  died.  These  cases  emphasized 
the  fact  that  the  appendix  was  very  erratic  in  its  position,  and  that 
"  McBurney's  point"  as  a  diagnostic  sign  of  appendicitis  was  not  en- 
tirely reliable,  any  more  than  was  palpation  of  the  vermiform  appen- 
dix. In  many  of  the  cases  he  had  seen  he  knew  that  previous  deep 
palpation  might  have  resulted  in  rupture  of  the  appendix  and  the 
setting  up  of  a  virulent  form  of  peritonitis. 
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Accident  with  Axis-Tractio?t  Forceps  j  Spontaneous  Cure  of  a  Recto- 
Vaginal  Fistula  with  Hot  Water  Irrigation  after  Labor. 

Dr.  Malcolm  McLean  reported  the  following  case  :  A  few 
months  ago  he  was  called  upon  to  deliver  a  primipara  at  the  superior 
strait  with  Tarnier  forceps.  Notwithstanding  his  familiarity  with 
this  instrument  an  accident  occurred  which  he  thought  deserved  to 
be  reported.  While  making  traction  the  assistant  who  was  giving  the 
chloroform  called  his  attention  to  the  condition  of  the  patient  who 
had  suddenly  collapsed.  This  was  the  first  and  only  instance  in  which 
he  had  known  it  to  occur  in  an  obstetric  patient  under  chloroform. 
There  was  a  suspension  of  both  respiration  and  pulse.  While  his 
attention  was  thus  distracted  for  a  moment  he  made  traction  and 
drew  the  instrument  into  the  inferior  strait  and,  as  a  result,  the  blades 
were  thrust  down  toward  the  coccyx  producing  an  extensive  rupture. 
The  rupture  extended  over  the  whole  perineum  and  anus  and  up  the 
rectum  for  a  distance  of  three  inches.  The  woman  was  delivered  of 
a  living  child.  Having  made  as  thorough  repair  as  possible  under  the 
circumstances,  the  nurse  was  directed  to  give  hot  douches  of  Thiersch's 
solution  every  three  hours  during  the  period  of  convalescence.  This 
was  kept  up  most  faithfully,  and  at  the  end  of  nine  days  the  few  su- 
tures which  had  not  already  sloughed  out  were  removed.  There  was 
then  a  recto-vaginal  fistula  two  inches  in  length,  having  a  rough  and 
jagged  margin.  The  vaginal  douches  were  kept  up  and  the  bowel 
was  washed  out  several  times  daily. 

The  reasons  for  reporting  this  case  were  to  show  the  caution 
necessary  in  using  the  forceps,  and  also  to  draw  attention  to  the  great 
service  rendered  by  the  hot  water  in  such  obstetric  cases.  He  thought 
attention  had  been  first  prominently  directed  to  this  point  by  Dr. 
Thomas  Addis  Emmet.  This  recto-vaginal  fistula  healed  completely 
without  any  operation  whatever.  The  result  was  certainly  as  good  as 
could  have  been  obtained  by  any  operation  or  series  of  operations. 
When  the  head  had  been  brought  low  down  to  the  inferior  strait,  he 
felt  that  the  Tarnier  forceps  was  a  very  dangerous  instrument. 

A  Supplementary  Repoi't  on  the  Case  of  Tumor  of  the'  Vulva. 

Dr.  A.  F.  Currier  referred  to  the  case  of  tumor  of  the  vulva  re- 
cently presented  to  this  Society.  He  wished  to  supplement  that  re- 
port by  saying  that  the  tumor  was  removed  by  the  cautery  knife  and 
that  a  few  days  later  a  papillomatous  tumor  developed  in  the  vagina 
and  had  nearly  filled  the  entire  lumen  of  the  vagina  for  a  short  dis- 
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tance  from  the  introitus.  This  raised  a  very  interesting  question  as 
to  whether  there  might  be  some  element  of  malignancy  about  it.  As 
had  been  stated  before,  one  well-known  dermatologist  had  expressed 
the  opinion  that  the  tumor  was  undoubtedly  syphilitic,  while  two 
other  specialists  in  this  department  looked  upon  it  as  purely  inflam- 
matory. 

Fourteeji  Hysterectomies  with  Remarks. 
Dr.  R.  H.  Wylie  read  a  paper  with  this  title.    (See  page  536.) 

Discussion. 

Dr.  YV.  M.  Polk  said  the  fact  that  the  author  was  able  to  present 
this  combination  of  cases  of  hysterectomy  with  such  a  small  mortality 
was  certainly  very  reassuring.  The  great  question  in  this  connection 
was  suprapubic  versus  vaginal  hysterectomy.  Vaginal  hysterectomy 
for  ordinary  suppurative  disease  of  the  appendages  was  comparatively 
innocuous.  Comparatively  recent  work  in  Brussels  had  shown  the 
extraordinary  mortality  of  two  in  one  hundred  and  twenty-five  cases, 
so  that  practically  the  operation  might  be  looked  upon  as  safe  as  an 
ordinary  operation  for  the  removal  of  the  appendages. 

An  interesting  question  alluded  to  in  the  paper  was  the  suturing 
in  of  the  round  ligaments.  This  he  thought  was  an  expedient  of 
doubtful  propriety  where  there  was  any  cancerous  infection,  as  the 
disease  was  prone  to  lurk  in  the  glands  surrounding  the  vagina  and 
it  was  almost  impossible  to  get  rid  of  them  entirely.  An  examination 
from  above  would  often  satisfy  one  that  all  the  disease  had  not  been 
removed  even  though  careful  examination  from  below  had  convinced 
the  operator  that  all  diseased  tissue  had  been  eradicated.  The  bringing 
down  of  the  round  ligament  in  these  cases  would  be  good  if  we  could 
be  sure  of  complete  eradication  of  the  infecting  agent  ;  hence,  if  we 
combined  the  use  of  the  cautery  with  vaginal  hysterectomy  in  all  cases 
of  carcinoma,  this  objection  would  probably  not  apply,  and  it  seemed 
to  him  that  it  would  be  a  decided  improvement  in  the  technique. 

Regarding  the  advisability  of  doing  a  suprapubic  hysterectomy 
for  suppurative  disease  of  the  appendages,  he  would  only  say  he  was 
glad  to  see  that  the  author  was  also  working  in  this  direction,  and 
with  such  satisfactory  results. 

Dr.  A.  Palmer  Dudley  said  regarding  the  first  case  that  he  had 
had  the  misfortune  to  have  pneumonia  follow  rapidly  upon  abdominal 
section  in  three  of  his  cases,  and  in  all  three  he  thought  it  was  the  result 
of  the  patients  being  etherized  with  difficulty,  making  the  etheriza- 
tion tedious  and  permitting  the  bronchial  tubes  to  become  filled  with 
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mucus.  All  of  the  cases  however  recovered.  Since  this  experience 
he  had  been  particularly  anxious  to  avoid  ether  in  such  cases,  and  he 
preferred  to  employ  chloroform. 

He  was  glad  to  note  that  such  good  results  had  been  obtained  by 
the  author  in  cases  in  which  he  had  left  the  stump. 

Dr.  Clement  Cleveland  said  that  he  had  been  greatly  interested 
in  the  cases  reported  in  the  paper  and  in  noting  that  the  results  were  so 
excellent.  He  was  reminded  of  one  of  his  own  cases  in  which  there 
was  a  large  cauliflower  excrescence  filling  and  distending  the  vagina. 
There  was  an  immense  amount  of  this  cauliflower  material,  and  the  case 
was  looked  upon  as  almost  hopeless.  After  removing  this  cauliflower 
mass  it  was  evident  that  the  disease  sprang  from  the  posterior  lip  alone. 
She  was  sixty-three  years  of  age  and  had  long  passed  the  menopause, 
when  the  haemorrhages  and  other  symptoms  developed.  Having  ob- 
tained the  consent  of  the  family,  he  removed  the  uterus,  and  no  recur- 
rence has  taken  place  in  the  two  years  which  have  elapsed  since  the  oper- 
ation. As  one  could  not  tell  how  extensive  the  disease  was  until  after 
the  removal  of  such  cauliflower  growth,  this  should  be  done  in  all  cases 
before  stating  just  what  further  operative  measures  were  demanded. 

Dr.  A.  F.  Currier  remarked  that  as  we  compared  the  practice  of 
the  present  day  with  that  of  a  few  years  ago  it  was  evident  that  an 
advance  had  been  made  in  the  treatment  of  cancer  of  the  uterus. 
Difficulties  in  operating  might  be  expected  whether  the  uterus  were 
removed  by  the  vagina  or  by  abdominal  incision  but  in  some  of  the 
cases  which  seemed  inoperable  it  would  sometimes  be.  found  that  a 
removal  could  be  effected  by  combining  the  two  methods — that  is,  by 
loosening  the  uterus  from  its  lowermost  attachments  by  vaginal  in- 
cision, and  then  removing  the  organ  through  an  incision  in  the  abdo- 
men. The  treatment  of  cancer  cases  should  not  end  when  the  uterus 
was  removed.  They  should  receive  tonic  drugs  in  the  largest  possi- 
ble doses  and  should  be  examined  every  three  weeks  in  order  to  de- 
tect the  first  indications  of  recurrence  of  the  disease.  If  recurrence 
were  in  the  scar,  as  it  frequently  was,  the  actual  cautery  should  be 
freely  and  extensively  applied  and  this  should  be  repeated  as  often 
as  occasion  required.  The  use  of  the  cautery  at  the  time  of  the 
primary  operation  or  shortly  afterward  was  also  a  measure  of  impor- 
tance as  it  would  certainly  reach  and  destroy  tissues  wruch  it  might 
not  be  desirable  to  invade  with  knife  or  scissors.  An  illustrative 
case  was  narrated  in  which  the  uterus  was  removed  for  cancer  in 
August,  1893.  The  broad  ligaments  were  infiltrated  and  it  was 
known  that  all  the  diseased  tissue  was  not  removed.  A  week  or  two 
40 
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subsequently  the  tissues  were  freely  burned  with  the  Paquelin  cau- 
tery, and  the  bromide  of  arsenic  and  Gude's  preparation  of  iron  were 
prescribed  for  internal  treatment.  The  patient  had  been  quite  well 
most  of  the  time  since  then,  having  been  seen  about  every  three 
weeks.  In  February  a  hard  nodule  appeared  in  the  scar  and  the 
Paquelin  cautery  was  again  used.  If  the  disease  did  not  extend  to 
other  parts  which  were  out  of  reach  the  patient's  chances  of  living  in 
comfort  some  time  longer  would  seem  to  be  very  good. 

Dr.  W.  Evelyn  Porter  understood  the  author  to  say  that  he 
favored  the  suprapubic  operation  as  giving  a  better  command  of  the 
parts  about  the  uterus  and  vagina  as  well  as  the  appendages.  If  the 
author  referred  to  malignant  disease,  especially  of  the  cervix,  he  would 
differ  with  him  on  this  point,  for  he  thought  the  vaginal  operation 
gave  a  very  much  better  command  of  the  parts  likely  to  be  involved 
adjacent  to  the  uterus  than  did  any  operation  from  above  alone.  In 
cases  of  malignant  disease  where  there  was  any  involvement  of  the 
parts  other  than  the  uterus,  the  combined  operation  of  laparo-vaginal 
hysterectomy  was  the  proper  one.  In  his  opinion,  its  advantages  had 
not  been  sufficiently  advocated. 

Dr.  Joseph  Brettauer  said  he  was  inclined  to  agree  with  the 
reader  of  the  paper  and  to  differ  with  the  last  speaker.  A  year  or 
more  ago  he  had  removed  a  uterus  for  cancer  of  the  anterior  Hp. .  The 
operation  was  exceptionally  simple  and  easy  for  the  disease,  as  was 
proved  by  microscopical  examination,  did  not  extend  more  than  a 
short  distance  above  the  external  os.  In  every  way  the  prognosis 
seemed  good.  The  patient  was  seen  at  intervals  of  two  or  three 
months  up  to  about  one  month  ago  when  she  complained  of  pain,  and 
a  tumor  larger  than  a  walnut  was  found  in  the  pelvis  on  the  left  side. 
There  was  no  recurrtnce  whatever  in  the  scar.  He  had  intended  to 
remove  it  by  the  combined  operation.  On  opening  from  below  he  found 
on  palpation  a  chain  of  glands  passing  along  the  pelvis  beyond  his  reach, 
so  that  there  was  no  advantage  in  opening  the  abdomen.  He  thought 
if  he  had  removed  the  uterus  from  above  in  the  first  operation  he 
would  probably  have  noticed  some  small  diseased  glands  and  would 
have  been  able  to  more  completely  remove  the  diseased  tissue. 

Dr.  H.  N.  Vineberg  said  he  had  had  recently  an  illustration  of 
the  benefit  to  be  derived  from  the  administration  of  large  doses  of 
arsenic  in  inoperable  cases  of  cancer.  In  a  recent  case  which  had 
been  operated  upon  several  times  this  treatment  was  adopted,  using 
the  arsenite  of  sodium  combined  with  iron.  The  improvement  in 
the  patient's  general  condition  was  quite  remarkable. 
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Dr.  Polk  said  that  apropos  of  the  suggestion  regarding  laparo- 
vaginal  hysterectomy,  he  would  like  to  ask  Dr.  Cleveland  what  his  ex- 
perience had  been  with  it,  as  he  believed  that  Dr.  Cleveland  had  first 
proposed  it  some  years  ago. 

Dr.  Clement  Cleveland  replied  that  he  did  not  think  that  he 
was  the  first  to  advocate  it.  He  was  in  favor  of  the  method  and  con- 
tinued to  employ  it  in  suitable  cases  with  satisfactory  results. 

Dr.  Polk  said  that  lately  he  had  been  doing  a  good  deal  of  this 
kind  of  work.  Only  last  week  he  had  done  a  suprapubic  hysterec- 
tomy for  the  same  reason  that  had  been  given  by  Dr.  Brettauer — the 
impossibility  of  determining  whether  or  not  the  disease  had  been  re- 
moved. He  had  been  surprised  in  how  many  cases  diseased  glands 
had  been  overlooked.  He  had  found  the  involvement  in  the  hypo- 
gastric plexus.  Where  this  condition  was  present  on  exploratory 
operation  he  had  declined  to  operate  in  most  cases,  because  further 
surgical  interference  would  have  only  aggravated  the  condition.  The 
last  case  of  the  kind  upon  which  he  had  operated  was  interesting  be- 
cause it  showed  that  with  a  simple  cutting  operation  working  from 
above  the  patient  was  subjected  to  considerable  strain.  He  operated 
as  rapidly  as  possible,  and  yet  the  operation  took  a  considerable  time. 
There  was  some  suspicious  tissue  in  the  immediate  neighborhood  of 
the  vagina,  and  he  endeavored  to  ligate  the  vessels  outside  of  the 
crossing  of  the  ureters.  This  he  succeeded  in  doing  on  one  side 
without  much  difficulty,  but  on  account  of  the  extensive  dissection 
required  for  the  purpose  he  ligated  on  the  other  side  in  the  usual 
place.  On  the  side  first  ligated  it  was  easy  to  remove  all  suspicious 
tissue,  but  on  the  other  side  the  ligature  was  so  close  that  but  little 
tissue  could  be  taken  away.  Cancer  and  sepsis  were  the  two  con- 
ditions in  which  it  was  inadmissible  to  expose  the  patient  to  any  great 
operative  shock.  It  seemed  to  him  that  if  the  cautery  were  employed 
below,  so  as  to  get  rid  of  all  diseased  tissue  first,  and  then  cut  through 
the  vaginal  roof  and  tie  the  lower  vessels  thus  leaving  the  upper  ves- 
sels only  to  be  dealt  with  from  above,  there  was  a  likelihood  of  ob- 
taining abetter  result,  as  the  operation  was  thus  shortened  and  ren- 
dered less  dangerous.  He  thought  the  ideal  operative  procedure  had 
not  yet  been  developed.  The  cautery  removed  the  contaminated  tis- 
sue better  than  any  other  method  at  our  command. 

Dr.  Clement  Cleveland  said  he  remembered  very  well  the  case 
referred  to  by  Dr.  Brettauer.  He  did  not  think  there  could  have 
been  in  this  case  any  extension  of  the  disease  from  the  cervix  at  that 
time,  which  could  have  been  discovered  ;  hence,  there  must  have 
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been  infection  at  the  time  of  the  operation.  Any  method  which  would 
get  rid  of  the  diseased  cervix,  by  the  cautery  or  otherwise,  before  the 
pelvic  cavity  was  entered  by  the  finger,  would  lessen  the  danger  of 
auto-infection.  He  had  endeavored  to  diminish  this  danger  in  the 
following  manner  :  After  separating  the  cervix  from  the  bladder,  and 
also  separating  the  posterior  portion  of  the  peritonaeum  from  the  pos- 
terior wall  of  the  cervix  and  uterus,  he  ligated  the  uterine  arteries 
and  then  amputated  the  cervix  by  carrying  the  incision  up  nearly  to 
the  fundus  and  taking  out  the  cervix  with  a  large  wedge-shaped  piece 
of  the  fundus.  There  was  very  little  bleeding  from  the  ovarian 
arteries  and,  as  the  fundus  was  drawn  down  with  a  hook,  the  sides  of 
the  uterus  would  collapse  and  in  this  way  even  very  large  uteri  could 
be  removed.  By  taking  out  the  cervix  and  any  diseased  portion  of 
the  canal,  one  was  less  likely  to  infect  the  peritoneal  cavity  or  the 
sides  of  the  pelvic  wall. 

Dr.  R.  H.  Wylie,  in  closing  the  discussion,  said  that  in  undertak- 
ing an  operation  for  cancer  he  thought  the  patient  should  be  pre- 
pared as  far  as  possible  for  vaginal  hysterectomy  or  for  the  combined 
operation.  Undoubtedly  the  exact  condition  could  be  best  deter- 
mined by  abdominal  section.  By  opening  the  abdomen  and  cutting 
away  the  vagina,  it  was  comparatively  easy  to  ligate  the  vaginal  arteries 
and  cut  away  the  vagina  from  that  position.  Of  course  vaginal  hys- 
terectomy had  been  for  a  long  time  an  exceedingly  safe  operation. 
In  preparing  his  cases  it  was  his  custom  to  curette  the  uterus  a  week 
beforehand,  unless  there  was  some  special  contra-indication.  If  not 
done  at  this  time  he  always  did  it  just  prior  to  the  operation  and  then 
placed  iodoform  gauze  in  the  uterus.  The  cautery  was  undoubtedly 
useful,  but  he  did  not  believe  in  postponing  the  use  of  it  until  a  week 
after  the  operation  because  it  was  well  known  that  a  certain  number 
of  these  cases  grew  much  more  rapidly  after  the  operation  than  before. 
The  immediate  application  of  the  cautery  would  be  much  more  likely 
to  prevent  inoculation  of  the  raw  surfaces  with  cancer.  However  the 
tissues  most  likely  to  be  involved  were  the  blood-vessels  and  the  lym- 
phatics in  positions  where  there  was  danger  of  causing  a  slough  and 
troublesome  bleeding  by  the  use  of  the  cautery.  As  to  the  advisa- 
bility of  suturing  in  the  round  ligaments,  he  would  call  attention  to 
the  fact  that  if  cancerous  disease  were  going  to  return  it  would  be  on 
the  side  and  not  in  the  line  of  the  round  ligaments.  He  had  long 
been  in  the  habit  of  giving  arsenic  internally  to  the  patients  suffering 
from  epithelioma  or  myxomata,  and  it  seemed  to  him  to  postpone 
the  return  of  the  recurrence  of  the  disease. 
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TRANSACTIONS   OF   THE    CINCINNATI  OBSTETRICAL 

SOCIETY. 

Meeting  of  January  25,  1894. 

Total  Abdominal  Extirpation  of  the  Uterus  for  Multilocular  Fibroid 

Tumor. 

Dr.  Zinke  :  Gentlemen,  to-night  I  desire  to  present  the  specimens 
of  a  case,  in  which  I  pursued  a  different  plan  from  the  usual  methods 
of  operating,  although  the  principles  were  the  same.  The  specimens 
came  from  a  patient,  aged  thirty-four,  single,  and  a  virgo  intacto. 
It  developed  in  the  period,  as  far  as  known,  of  about  nine  months,  and 
the  symptoms  were  those  pertaining  to  multiple  myomata  of  the 
uterus.  The  specimen  placed  before  you  is  intact  ;  that  is,  the  whole 
uterus  is  contained  in  it.  I  did  not  mutilate  it  or  take  off  the  mass 
below  the  cervix,  but  removed  it  entire.  I  pursued  from  the  begin- 
ning the  Martin  plan.  I  made  the  incision  in  the  median  line,  carry- 
ing it  from  the  symphysis  pubis  up  to  the  umbilicus,  and  even  above 
the  umbilicus,  avoiding  the  umbilicus  proper  and  going  alongside  of 
it,  so  as  to  get  a  full  view  of  the  tumor  inside  the  cavity,  the  patient 
being  at  the  time  in  the  Trendelenburg  position.  Dr.  Stark  assisted 
in  the  operation.  After  the  wound  had  been  made  and  the  haemor- 
rhage stopped,  it  was  a  comparatively  easy  matter  to  eventrate  the 
organ,  and  the  broad  ligament  presented  beautifully,  better  than  I 
have  ever  seen  it  at  a  previous  operation.  I  then  threw  a  ligature 
around  on  either  side  and  separated  the  broad  ligament.  After  this 
had  been  done  I  made  an  incision  around  the  uterus,  just  sufficiently 
deep  to  separate  the  peritonaeum  anteriorly  and  posteriorly,  which 
was  easily  done  with  my  thumb,  and  after  this  was  accomplished  the 
hysterectomy  staff  was  introduced.  Dr.  Stark's  instrument  was  used, 
which  is  the  same  pattern  as  the  one  of  Dr.  Eastman,  of  Indianapolis. 
In  external  appearance  they  are  the  same,  but  Dr.  Eastman's  staff 
does  not  have  a  concealed  knife,  as  this  has.  The  instrument  is  in- 
troduced into  the  vagina  and  the  anterior  or  posterior  cul-de-sac,  as 
the  case  may  be,  and  the  knife  is  forced  through,  into  the  abdominal 
cavity.  After  the  knife  has  made  its  appearance  in  the  abdominal 
cavity,  a  pair  of  ordinary  haemostatic  forceps  grasp  the  knife,  and 
then  the  whole  is  drawn  back,  so  the  forceps  remain  in  the  opening 
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made  by  the  staff.  The  long  haemostatics  answer  the  purpose  best. 
Then  by  forcible  separation  of  the  handles  of  the  forceps  the  tissues 
at  the  so-called  utero-vaginal  junction,  where  the  vagina  joins  the 
cervix,  easily  separate  almost  up  to  the  point  where  the  artery 
enters  the  organ,  so  that  it  is  a  comparatively  easy  matter,  after 
the  hysterectomy  staff  is  introduced,  to  put  the  finger  around  it 
and  feel  the  artery  pulsating  at  the  junction.  Then  by  means  of 
a  short  trachelorrhaphy  needle,  a  strong  thread  is  thrown  around 
the  artery  and  tied.  Now,  in  all  my  former  total  extirpations  of 
the  uterus  I  permitted  the  ligatures  to  remain  long  and  brought 
them  out  of  the  vagina,  introducing  a  tampon,  but,  while  I  never 
had  a  fatal  result,  I  was  very  much  annoyed  by  the  subsequent 
sloughing  of  the  tissues  holding  this  side  of  the  ligature,  and  when 
that  had  disappeared  many  times  the  ligatures  remained  fixed  in  the 
wound  for  many  months.  I  have  one  patient  now,  upon  whom  I 
ODerated  a  few  months  ago,  who  has  two  ligatures  hanging  from  the 
vagina.  They  do  not  annoy  her,  but  the  fact  that  they  are  there  is  a 
discomfort  to  me.  So  I  grasped  the  broad  ligaments  and  cut  them 
short,  and  after  I  had  ligated  the  uterine  artery  on  either  side  I  also 
cut  the  ligatures  short.  I  brought  the  sutures  together  and  made  a 
perfect  Lembert  suture,  and  cut  the  ligatures  short.  Before  I  did  this 
I  filled  the  vagina  with  iodoform  gauze  and  stitched  the  peritonaeum 
over  it.  I  left  the  gauze  in  five  days.  Her  temperature  never  went 
over  99%°,  and  when  I  removed  the  iodoform  gauze  there  was  per- 
fect union  throughout.  There  were  some  granulations  in  the  vaginal 
roof  which  had  healed  over  and  become  perfectly  cicatrized  in  the 
first  week.  The  operation  was  done  five  weeks  ago,  and  the  patient 
is  now  up  and  about.  When  I  closed  the  cavity  completely  I  was 
afraid  perhaps  I  had  done  something  which  would  cause  me  trouble. 
But  the  principal  point  in  this  case  is  the  cutting  short  of  all  the  liga- 
tures and  sutures  made,  not  a  single  one  of  them  having  given  rise  to 
any  difficulty,  and  the  absence  of  any  anxiety  or  trouble,  which  is 
usually  consequent  upon  these  cases  when  the  ligatures  are  permitted 
to  hang  down  in  die  vagina,  or  where  the  clamps  have  remained  in 
situ,  necessitating  the  frequent  irrigation  of  the  parts.  All  of  this  was 
absent  in  this  case.  This  patient  recovered  with  even  less  trouble  or 
difficulty  than  a  woman  who  had  passed  through  an  ordinary  case  of 
confinement. 

Case  Report. 

Dr.  Wenning,  Mr.  President,  I  have  two  cases  I  would  like  to 
report,  both  of  which  are  interesting  from  complications. 
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Case  I. — The  first  is  a  case  of  dermoid  cyst  of  the  ovary  upon 
the  right  side.  The  patient  claimed  that  she  had  first  observed  the 
tumor  two  or  three  months  before,  and  her  physician  told  me  she  had 
consulted  him  as  to  the  probability  of  pregnancy,  although  she  is  now 
fifty-four  years  of  age.  When  she  came  under  my  observation,  at  St. 
Mary's  Hospital,  she  was  emaciated  and  presented  evidence  of  an 
abdominal  tumor.  I  could  not  tell  whether  it  was  ovarian,  but  was 
satisfied  it  wras  not  uterine.  When  I  tapped  it  a  light  brown  liquid 
came  out  with  floculi  which  resembled  faeces.  The  cyst  was  adherent 
to  the  broad  ligament,  especially  on  the  right  side.  I  was  able,  with 
my  fingers  and  the  handle  of  a  scalpel,  to  dissect  out  the  tumor.  The 
intestines  nowhere  were  adherent  to  the  tumor,  although  they  lay  along- 
side of  it,  and  no  cutting  instrument  was  used  in  the  neighborhood  of 
the  intestine.  After  it  was  removed  a  drainage  tube  was  inserted  and 
the  wound  sewed  up.  The  patient  was  then  put  to  bed,  and  remained 
pretty  well  for  two  or  three  days.  I  thought  then  it  would  be  well  to 
give  the  patient  an  injection,  and  gave  instructions  to  the  nurse. 
Later  I  received  word  that  the  injection  apparently  came  out  of  the 
drainage  tube,  and  the  next  visit  I  thought  I  would  examine  her  for 
myself.  I  found  indeed  that  the  water,  apparently  as  I  injected  it 
into  the  rectum,  came  out  through  the  drainage  tube.  I  knew  I  had 
nowhere  severed  the  intestine  or  used  undue  force.  This  was  the 
third  day  after  the  operation.  The  matter  drained  out  from  the 
drainage  tube  presented  a  slightly  faecal  odor,  and  I  thought  it  would 
be  unwise  to  leave  this  without  attempting  to  find  the  intestinal  open- 
ing. The  fourth  day  after  the  first  operation,  I  opened  the  abdomen 
the  second  time.  Dr.  Jones,  Dr.  White  and  Dr.  McMillan  were  pres- 
ent. I  scanned  the  entire  intestine,  but  nowhere  could  I  find  the 
opening.  Before  I  replaced  it  the  second  time,  I  introduced  my  fin- 
ger into  the  rectum  with  the  hope  of  finding  the  intestinal  opening, 
but  even  after  I  made  the  abdominal  section  nowhere  could  I  find 
the  opening.  Finally  I  asked  one  of  the  gentlemen  to  put  his  finger 
in  the  anus  and  meet  mine  from  the  abdomen,  and  thus  we  found  a 
very  thin  place  in  the  intestinal  wall  a  few  inches  from  the  rectum. 
I  pierced  it,  so  as  to  have  free  drainage  from  above  downward. 

She  died  and  Dr.  Cameron  made  a  post-mortem  the  next  day,  and 
took  out  the  intestines  and  examined  them,  and  was  just  about  to 
give  up  in  despair  when  he  found  an  opening  posterior  to  where  mine 
was,  just  about  an  inch  above  where  I  examined  with  my  finger.  The 
tissue  was  very  rotten.  It  is  likely  the  injection  passed  posteriorly, 
around  the  rectum,  and  then  entered  the  abdominal  cavity.  I 
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thought  there  was  a  free  opening  from  the  rectum  into  the  pelvic 
cavity,  and  I  was  especially  inclined  to  believe  this  because  of  the 
suspicious  character  of  the  matter  in  the  tumor.  Afterward  I  modi- 
fied my  view  in  this  way,  that  in  dissecting  the  tumor  from  the  pelvic 
cavity  I  unwittingly  caused  the  trouble  posteriorly.  The  only  thing 
to  account  for  yet  is  how  the  fluid  managed  to  get  around  the  rectum, 
when  the  opening  was  on  the  posterior  wall. 

Case  II. — The  second  specimen  was  taken  from  a  patient,  aged 
thirty-nine  years,  who  had  been  conscious  of  the  presence  of  a  tumor 
for  six  years,  and  two  years  ago  was  advised  to  have  it  operated  upon. 
Finally,  when  she  was  not  able  to  walk  or  stand,  she  concluded  to 
have  it  removed.  When  I  saw  her  she  was  very  anaemic  and  emaci- 
ated, and  the  uterus  and  vagina  were  entirely  prolapsed.  She  stated 
to  me  that  the  tumor  began  on  the  left  side,  and  gradually  filled  the 
entire  abdominal  cavity.  I  found  fluctuation  very  marked  where  you 
see  the  cyst,  and  at  the  same  time  there  was  fluctuation  over  the 
whole  of  the  abdomen.  The  cervix,  uterus  and  vagina  were  normal, 
except  they  were  elongated  because  of  the  procidentia  of  the  uterus. 
From  her  history  and  condition  I  took  this  to  be  an  ovarian  tumor  ; 
but  the  vessels  were  enormously  enlarged,  the  tumor  was  very  hard 
throughout,  and  of  course  I  came  to  the  conclusion  it  could  not  be 
ovarian.  The  vessels  of  the  omentum  were  tied,  where  they  could  be 
found,  so  as  to  be  sure  of  having  no  haemorrhage,  before  the  omen- 
tum was  cut  from  the  tumor.  After  the  ligatures  had  been  placed  on 
all  the  vessels,  it  was  cut  from  the  tumor,  and  the  tumor  was  even- 
trated.  It  then  appeared  what  it  really  is — a  pedunculated  fibroid 
tumor,  attached  to  the  fundus  of  the  uterus.  I  then  had  a  gentleman 
put  his  finger  in  the  vagina,  and  the  prolapsus  was  entirely  restored. 
I  first  clamped  the  pedicle,  with  the  intention  of  dealing  with  it  extra- 
peritoneal^, but  when  I  found  it  was  attached  to  the  uterus  I  brought 
the  two  surfaces  closely  together  and  adjusted  them  nicely  with  eight 
or  ten  sutures.  The  ordinary  outlet  was  then  made,  the  wound 
stitched  up,  and  the  patient  removed  to  her  room.  The  evening  of 
the  same  day  I  was  notified  there  was  considerable  blood  issuing 
from  the  drainage  tube.  Upon  my  arrival,  I  found  the  patient  was 
much  exsanguinated,  and  even  in  a  worse  condition  than  the  day 
before.  I  telephoned  for  my  friend,  Dr.  Jones.  We  opened  the 
abdominal  cavity  and  found  the  stump  intact;  there  was  apparently 
nothing  the  trouble,  and  yet  there  were  several  large  clots  in  the 
abdomen.  We  sought  the  origin  of  these  in  vain,  until  we  finally 
opened  up  the  wound  and  found  the  omentum  had  retracted  above, 
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and  several  places  the  vessels  had  either  been  missed  by  the  ligatures, 
or  they  had  given  way.  The  vessels  were  ligated  and  the  wound 
sewed  up,  but  unfortunately  the  patient  died.  The  tumor  weighs 
thirty-five  pounds.  There  is  no  uterine  tissue  in  it,  and  the  pedicle 
is  perhaps  the  size  of  three  fingers.  The  cyst  on  the  side  of  the 
tumor  was  the  most  prominent  part  and  caused  me  at  first  to  think 
it  was  ovarian.  It  is  fibroid  all  the  way  through.  The  abdominal 
incision  was  perhaps  sixteen  or  eighteen  inches  long,  and  went  about 
an  inch  above  the  navel.  The  distance  from  the  umbilicus  to  the 
symphysis  was  enormously  stretched.  Of  course  her  death  was  has- 
tened by  opening  up  to  find  the  omentum.  Whether  the  two  bleed- 
ing vessels  I  found  in  the  omentum  were  grasped  or  whether  they 
slipped,  I  do  not  know.  Everything  was  cystically  degenerated,  and 
I  have  no  doubt  if  she  had  been  operated  upon  two  years  ago  it 
would  have  been  a  very  favorable  case,  from  the  character  of  the 
pedicle.  The  degenerated  condition  of  the  omentum  and  subsequent 
haemorrhage  of  course  caused  her  death. 

Discussion. 

Dr.  White  :  Mr.  President,  I  was  at  the  operation  performed  by 
Dr.  Wenning,  and  1  must  say  it  would  have  been  much  better  for  the 
patient  had  they  been  removed  two  years  before.  In  the  first  case  I 
was  satisfied  the  patient  would  recover,  and  was  much  surprised  when 
the  nurse  claimed  there  was  a  communication  between  the  rectum  and 
the  tube.  It  was  clearly  visible  that  there  was  a  very  decided  open- 
ing, for  at  first  a  quantity  of  fluid  would  appear  and  then  the  water 
would  simply  roll  out  through  the  tube.  I  was  a  party  in  the  consul- 
tation to  advise  the  reopening,  and  the  fact  of  there  having  been  for- 
merly a  fistula  did  not  occur  to  any  of  us,  or  at  least  to  me.  We  were 
all  pretty  much  of  the  same  opinion.  The  termination  was  very  un- 
fortunate. But  with  regard  to  the  second  case,  the  omentum  had 
simply  become  adherent,  and  when  the  patient  left  the  table  she  was 
almost  exsanguinated,  and  under  the  circumstances  I  hardly  thought 
she  would  live  and  get  well. 

Dr.  Ricketts  :  Mr.  President,  in  regard  to  the  larger  specimen 
presented  by  Dr.  Wenning  this  evening,  I  agree  with  the  doctor  that 
the  patient  died  with  haemorrhage  from  the  omentum,  and  it  is  deal- 
ing with  the  omentum  of  which  I  wish  to  speak.  I  think  the  best  way 
to  deal  with  it  is  to  tie  it  in  sections  from  one  side  to  the  other. 

Dr.  Wenning  :  I  made  eight  of  them  clear  across. 
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Dr.  Johnstone  :  Did  you  hold  the  clamp  on  while  tying  the  liga- 
ture ? 

Dr.  Wenning  :  Only  while  tying  it. 

Dr.  Ricketts  :  In  tying  the  omentum  in  segments,  under  such 
circumstances,  the  application  of  perchloride  of  iron  to  the  edge  is 
valuable,  and  I  have  seen  cases  and  have  used  it,  even  after  the  liga- 
ture, with  pretty  good  results.  With  regard  to  the  operation  resorted 
to  by  Dr.  Wenning,  of  dropping  the  pedicle,  I  believe  it  was  a  risky 
procedure  to  drop  the  pedicie. 

Dr.  Wenning  :  I  left  no  pedicle  at  all  ;  it  was  sutured. 

Dr.  Ricketts  :  Even  that  procedure,  Mr.  President,  I  think  was 
risky.  The  patient,  I  understand,  was  very  much  emaciated,  and  I 
am  rather  of  the  opinion  that,  leaving  out  the  bad  results  coming  from 
the  omentum,  the  total  extirpation  in  this  case  would  have  been  bet- 
ter. I  had  one  fibroid  in  which  I  left  the  pedicle.  The  fibroid  was 
as  large  as  my  double  fist,  and  afterward  the  ligature  was  taken  out 
by  the  cervix,  and,  while  the  result  was  satisfactory,  yet  I  must  con- 
fess I  was  uneasy  for  a  number  of  days. 

In  regard  to  the  specimens  of  total  extirpation  presented  by  Dr. 
Zinke,  I  will  say  I. think  he  did  the  correct  operation,  notwithstand- 
ing the  remarks  of  my  friend  on  the  right.  The  extirpation  of  these 
appendages  in  multiple  tumors  is  not  always  as  satisfactory  as  one 
might  think.  And  I  agree,  in  regard  to  the  cedematous  condition, 
that  total  extirpation  offers  the  best  results.  As  to  the  specimens  pre- 
sented by  Dr.  Stark,  I  can  only  say  he  is  to  be  congratulated  upon  the 
result,  and  in  reference  to  the  dermoid  presented,  I  believe  it  would 
have  been  better  to  have  removed  it,  rather  than  to  have  packed  it 
with  the  gauze.  In  regard  to  the  other  case,  I  believe  it  would  have 
offered  the  patient  better  chances  to  have  packed  with  gauze  and  not 
given  any  injections  per  rectum. 

Dr.  Stark  :  Mr.  President,  with  reference  to  the  first  specimen 
of  Dr.  Wenning,  I  will  say  I  am  heartily  in  accord  with  the  plan 
adopted,  of  putting  the  ligature  as  far  down  as  possible  and  sewing 
up  the  remaining  wound.  It  seems  to  me  certainly  much  less  heroic 
than  the  removal  of  the  entire  uterus.  It  further  seems  to  me  that  a 
total  hysterectomy  was  uncalled  for,  inasmuch  as  the  uterus  was,  in 
itself,  in  a  comparatively  good  condition.  I  have  frequently  seen 
Martin,  of  Berlin,  split  open  the  peritonaeum  and  excise  a  myoma 
without  any  unfortunate  results.  In  fact,  I  have  seen  him  while  enu- 
cleating an  intramural  myoma  open  into  the  cavity  of  the  uterus.  I 
remarked  to  one  of  the  students  near  me,  that  I  thought  he  should 
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have  put  in  deep  sutures  first,  but  he  simply  put  in  a  row  of  sutures, 
and  the  patient  made  a  nice  recovery.  In  the  other  case,  I  feel  the 
method  advocated  by  the  previous  speaker  would  have  been  a  better 
one — namely,  that  of  packing  with  gauze,  in  the  hope  that  the  hole  in 
the  rectum  would  have  been  closed  up  by  plastic  exudation.  If  it 
had  not  been  closed  up,  the  general  peritoneal  cavity  would  have  been 
cut  off,  and  the  worst  that  could  have  happened  then  would  have  been 
a  foecal  fistula,  which  could  have  been  cured  at  some  other  time. 

Dr.  Palmer  :  It  makes  a  great  deal  of  difference  what  part  of  the 
intestine  we  open  in  these  cases  of  laparotomy.  I  do  not  see  where 
anything  better  could  have  been  done  in  this  case  than  to  have  opened 
the  abdomen,  washed  it  out  and  packed  it  with  iodoform  gauze.  The 
exact  site  of  the  opening  was  inaccessible  to  be  artificially  sutured. 
Certainly  you  could  not  have  depended  on  Nature's  method  to  have 
restored  the  opening.  I  once  had  a  case,  several  years  ago,  where 
peritonitis  set  up  after  an  ovariotomy.  I  opened  the  abdomen  to 
drain  it  off,  and  three  or  four  da\s  afterward  some  faecal  matter 
commenced  to  flow  through  the  incision.  All  I  did  was  to  keep  her 
clean  and  give  some  general  medication.  It  continued  oozing  some- 
what for  nearly  a  year,  but  finally  closed.  I  believe  that  where  any 
of  the  smaller  intestines  are  subsequently  opened  and  adhesions  form 
to  prevent  the  entrance  of  the  intestinal  matters  into  the  peritoneal 
cavity,  that  Nature  will  in  time  effect  a  cure.  Several  cases  have 
occurred,  and  I  believe  they  all  have  been  cured.  All  that  is  neces- 
sary is  to  keep  the  fistulous  tract  scrupulously  clean. 

Dr.  Ricketts  :  Mr.  President,  I  would  like  to  ask  Dr.  Wenning, 
in  the  opening  of  the  abdomen  the  second  time,  in  the  dermoid  cyst, 
was  there  any  fluid  in  the  cavity  ? 

Answer  :  Yes,  sir  ;  water. 

Dr.  White  :  Mr.  President,  there  is  one  thing  which  determined 
the  operation.  After  the  rectal  tube  was  introduced,  we  were  led  to 
believe  the  rupture  was  about  the  descending  colon.  Certainly,  had 
we  known  it  was  where  it  was,  we  would  have  done  differently. 

Dr.  Wenning  :  She  had  a  pulse  of  120  and  a  rapidly  rising  tempera- 
ture. In  passing  up  the  tube,  I  noticed,  when  up  a  certain  distance, 
the  water  would  flow  through  the  tube ;  when  below  that,  it  did  not 
'flow.  I  measured  the  distance  the  tube  was  introduced  from  the  rec- 
tum, when  the  water  would  flow  through  the  tube,  sixteen  inches, 
which  led  us  to  believe  the  rupture  was  in  that  neighborhood.  From  * 
the  fact  the  water  flowed  immediately  through  the  drainage  tube,  we 
thought  the  opening  could  not  be  far  from  the  sigmoid  flexure,  and 
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we  naturally  supposed,  with  this  condition,  we  could  find  it,  and 
maybe  save  the  patient's  life.  We  also  had  it  brought  to  our  mind 
that  several  suspicious  substances  were  in  the  dermoid  itself,  that 
might  cause  trouble.  We  were  disappointed,  in  passing  down  the 
whole  tract,  not  to  find  a  fistula,  and  yet  the  water  seemed  to  be  well- 
ing up  somewhere.  She  was  in  a  bad  condition  and  we  could  not 
prolong  the  operation.  We  found  a  space,  where  the  finger  of  the 
doctor,  who  introduced  his  finger  into  the  rectum,  met  mine  ;  here 
the  wall  was  very  thin.  We  pierced  this  and  passed  a  tube,  to  drain 
the  pelvic  cavity  through  the  rectum.  If  we  had  had  any  idea  the 
opening  was  posterior,  and  probably  the  result  of  an  old  abscess,  why 
we  would  have  left  it  alone.  It  was  with  a  good  deal  of  hesitation 
that  I  opened  the  abdomen.  Of  course  it  is  always  easier  to  formu- 
late our  opinion  after  we  have  made  a  post-mortem  than  before. 

Dr.  Johnstone  :  It  is  very  hard  to  say,  Mr.  President,  and  I  do 
not  think  the  doctor  did  it,  but  I  can  see  how,  by  getting  the  poste- 
rior wall  of  the  rectum  back  next  to  the  sacrum  there  might  have 
been  some  spinous  process  of  the  sacrum  which  helped  to  make  the 
opening.  The  case  I  last  reported  to  this  society  I  will  never  forget  ; 
it  was  one  of  the  hardest  cases  I  ever  had.  Within  thirty-six  hours 
the  discharge  was  perfectly  clear  pink,  and  if  I  had  it  to  do  again  the 
glass  drainage  tube  would  come  right  out,  but  I  would  use  a  rubber 
tube.  When  the  serum  gets  down  to  a  drachm  in  two  or  three  hours, 
I  would  pull  out  the  glass  tube  and  insert  a  rubber  tube  ;  but  now  I 
would  keep  it  out  entirely.  I  am  sure  the  mechanics  of  the  tube  was 
what  did  the  harm  in  that  case.  Within  thirty-six  hours  the  fluid  had 
gotten  down  to  serum,  and  then  it  got  dark  again  and  almost  black, 
like  venous  blood.  I  am  sure  the  distended  tube  burst  through  into 
the  rectum,  and  I  believe  if  I  had  that  case  to  do  over  again  the 
woman  would  be  living  to-day.  There  is  a  danger  in  leaving  the 
tubes  in,  and  it  is  now  very  seldom  I  leave  a  tube  in  twenty-four 
hours.  I  believe  if  you  will  stick  right  to  your  tubes,  and  have  them 
emptied  every  half  hour,  you  will  get  rid  of  them  much  quicker  than 
when  you  let  them  go  an  hour,  or  two  or  three  hours,  before  emptying. 

Dr.  Wenning  :  Mr.  President,  the  drainage  tube  was  emptied 
every  half  hour.  [Dr.  Jones  :  Every  fifteen  minutes.]  It  was  found 
the  fluid  was  not  clear  serum  ;  it  was  a  brownish  fluid,  with  a  peculiar 
odor.  The  growth  was  not  attached  to  the  anterior  wall  cf  the  intes- 
tine at  all  ;  it  was  not  attached  to  the  peritonaeum,  of  course,  and  was 
shelled  off.  The  drainage  tube  was  carried  down  back  of  the  uterus 
to  drain  the  fluid.    Now,  it  may  be  some  of  the  fluid  entered  the 
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cavity,  and  I  thought  there  might  be  sepsis  there,  but  as  long  as  the 
fluid  did  not  come  out  clear  I  did  not  remove  the  tube.  The  intes- 
tine was  rotten  posteriorly,  where  it  was  next  to  the  sacrum. 

Dr.  Zinke  :  Mr.  President,  I  have  not  much  to  say,  only  to 
answer  to  some  criticism  in  reference  to  my  specimen.  I  think 
Dr.  Wenning  pursued  the  proper  course,  and  our  friend  on  the  right 
is  entirely  mistaken  if  he  would  have  made  a  hysterectomy  in  that 
case.  If  there  was  no  stump,  and  a  suture  in  the  stump  is  not  suffi- 
cient, we  would  have  to  make  a  hysterectomy  in  every  case.  This 
tumor  extended  to  probably  an  inch  below  the  level  of  the  umbilicus. 
I  know  Dr.  Johnstone's  views  on  the  subject,  but  I  have  never  seen  a 
case  in  which  a  myoma  of  the  uterus,  interstitial,  subperitoneal  or  in 
any  form,  was  cured  by  the  method  he  describes.  I  have  performed 
the  operation  in  that  way,  and  my  patient  suffers  still.  Then,  if  you 
leave  a  little  constricture,  you  have  the  trouble  continue.  Now,  as  to 
removing  the  ovaries  alone  in  these  cases,  I  think  it  is  not  good  prac- 
tice to  permit  a  tumor  cf  that  size  to  remain  in  the  patient  subjected 
to  the  operation  ;  I  think  it  is  trifling  with  our  patients.  So  far  as 
the  danger  is  concerned,  I  have  lost  so  far  one  case  of  total  vaginal 
extirpation  of  the  uterus,  and  not  a  single  case  of  total  abdominal 
extirpation.  Bat,  in  one  case,  where  I  contented  myself  with  the 
removal  of  the  ovaries  alone,  the  patient  is  a  sufferer  still. 
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Abstract  of  a  book  presented  to  the  society,  entitled 
THE  TAT  SHANG  PIN,  OR  MIDWIFERY  MADE  EASY. 

By  John  G.  Kerr,  M.  D.,  Canton,  China. 

The  Tat  Shang  Pin  is  a  popular  work  on  midwifery,  in  common 
use  among  the  people,  and  the  standard  authority  in  all  difficult  cases. 
My  attention  was  called  to  it  in  i860,  when  I  had  occasion  to  per- 
form the  operation  of  embryotomy  for  the  wife  of  a  literary  man,  and 
I  found  that  he  had  been  examining  this  work,  to  resolve  the  difficul- 
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ties  of  a  case  of  face  presentation  with  the  chin  in  the  hollow  of  the 
sacrum. 

The  book  is  held  in  such  esteem  that  it  is  gratuitously  distributed 
by  men  of  wealth  for  the  sake  of  gaining  merit  from  the  good  thus 

done. 

I  have  endeavored  to  give  a  literal  translation  so  as  to  exhibit,  not 
only  the  popular  mode  of  treating  such  subjects,  but  to  give  the  wri- 
ter's ideas  in  his  own  style,  with  all  his  sophistry  and  inconsistencies. 

I  have  not  been  able  to  learn  what  is  the  author's  name,  or  when 
it  was  first  published.    It  is,  no  doubt,  several  centuries  old. 

The  medical  literature  of  the  Chinese  is  contained  in  many  thou- 
sands of  volumes,  and  I  hope  that  this  attempt  to  place  a  specimen 
before  the  profession  may  not  be  without  interest  to  many. 

Midwifery  made  Easy. 

Childbirth  is  not  a  calamity,  but  difficult  labor  is  the  misfortune 
of  women  ;  that  this  misfortune  is  of  frequent  occurrence  is  to  be 
referred  to  the  will  of  heaven.  Does  heaven  err?  It  is  sufficient  for 
men  to  attend  to  their  own  duty. 

This  book  is  published  with  reference  to  difficult  labor  only,  for 
my  feeble  abilities  are  confined  to  this  one  subject,  and  I  undertake 
it  with  honest  views. 

All  who  study  with  diligence  the  directions  of  this  book,  and  care- 
fully follow  them,  will  be  sure  to  have  easy  labor,  and  thus  the  suffer- 
ings of  women  will  be  ended.  This  is  in  harmony  with  heaven's 
benevolent  will.  For  one  to  possess  such  knowledge  and  not  speak 
of  it  is  wrong.  To  hear  and  not  promulgate  is  also  wrong.  Those 
who  desire  to  save  life  must,  as  soon  as  they  see  this  book,  dissemi- 
nate it  everywhere.  The  rich  must  have  the  book  printed  and  pub- 
lished gratuitously,  and  the  poor  must  with  their  own  hands  write 
several  copies  to  give  away,  each  one  doing  according  to  his  ability. 
This  thing  is  the  special  duty  of  us  who  engage  in  literary  pursuits. 
We  cherish  a  spirit  of  benevolence  and  charity  not  from  any  selfish 
purpose,  but  if  we  treasure  up  a  superabundance  of  good  works,  it  is 
in  accordance  with  heaven's  benevolent  will  that  we  should  enjoy 
prosperity  and  happiness.  The  doctrines  of  this  book  have  been 
tested  by  the  strongest  proof,  so  that  their  correctness  does  not  ad- 
mit of  doubt,  and  whoever  publishes  or  copies  it  must  neither  change 
nor  make  additions  to  it,  for  by  so  doing  he  would  be  the  cause  of 
great  damage. 

From  the  time  of  the  Happy  Delivery  (a.  d.  600),  excellent  works 
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on  this  subject  have  been  published  in  each  successive  generation. 
In  these  books  the  doctrines  taught  with  reference  to  strengthening 
the  womb,  managing  the  delivery  and  the  after-treatment,  are  perfect 
and  without  the  least  omission.  It  may  be  asked,  why  should  I  mul- 
tiply words  ?  I  answer,  that  some  of  these  have  only  selected  good 
prescriptions,  but  have  not  explained  the  principles  of  midwifery,  and 
others  who  have  attempted  are  very  imperfect,  so  that  only  those  who 
have  studied  with  diligence  for  a  long  time  are  able  to  use  them. 

It  will  be  my  purpose  to  adhere  strictly  to  the  doctrines  of  the 
ancients,  explaining  them  one  by  one  in  order.  How  dare  I  set  forth 
wonderful  inventions  ? 

In  discoursing  on  the  doctrines  of  midwifery  there  will  be  found 
many  repetitions,  but  recipes  have  been  altogether  excluded,  except 
a  few  taken  from  the  ancient  sages  which  are  most  common  and  most 
successful,  because  in  treating  common  diseases  the  most  common 
medicines  are  to  be  used.  I  have  rejected  the  whole  list  of  wonder- 
ful and  infallible  panaceas,  because  if  a  patient  has  self-control  and  is 
able  to  help  herself,  even  common  medicines  are  not  required.  But 
if  medicines  must  be  taken,  the  recipes  are  to  be  found  in  other  books, 
and  there  will  thus  be  no  contradictions. 

The  style  of  this  book  is  colloquial,  and  will  not  escape  the  ridi- 
cule of  scholars  because  it  was  originally  published  for  the  benefit  of 
women.  Those  who  can  read  need  not  be  told,  but  those  who  can 
not  read  must  be  instructed,  so  that  all  may  be  made  to  understand 
thoroughly.  During  the  period  of  pregnancy  the  book  must  be  clear- 
ly explained,  so  that  when  the  time  arrives,  the  patient  may  have  self- 
control.  Not  only  must  those  about  to  become  mothers  become 
familiar  with  it,  but  every  one,  old  and  young,  male  and  female,  must 
be  made  to  understand  the  doctrines  it  teaches.  To  witness  theatri- 
cals and  hear  the  relation  of  stories  has  no  advantage  compared  with 
this. 

Although  it  is  important  that  all  be  acquainted  with  this  book,  it 
should  be  made  familiar  especially  in  the  families  of  the  rich,  because 
the  females  are  brought  up  delicately  and  they  indulge  to  excess  in 
dainties  and  rich  living  ;  they  also  live  in  idleness  and  their  constitu- 
tions are  weak.  Moreover,  they  are  proud  and  will  not  listen  to  rea- 
son. As  soon  as  labor  begins  and  the  pains  are  felt,  they  have  no 
courage  to  bear  it.  Then  in  lighting  and  kindling  fires,  the  ladies 
calling,  and  servants  answering,  all  in  confusion  both  in  the  room  and 
outside.  The  midwives  too  are  running  back  and  forth,  making  them- 
selves very  officious.    Without  waiting  for  the  pulse  to  leave  the  vis- 


6o8 


Abstracts. 

i 


cera  and  before  the  womb  is  turned,  the  patient  is  hastily  placed  over 
the  tub  and  the  delivery  can  not  be  accomplished.  Then  wonderful 
panaceas  and  costly  medicines  are  given  at  random,  to  the  great  in- 
jury of  both  mother  and  child.  Alas,  is  it  not  deplorable  ?  But  if 
this  book  had  been  carefully  studied,  good  luck  and  happiness  would 
have  been  the  result. 

It  may  be  asked,  why  is  the  section  on  labor  placed  in  the  begin- 
ning of  the  book  ?  It  is  because  that  at  the  time  of  birth  there  is 
much  confusion,  and  deliberate  study  is  impossible  ;  therefore  the 
most  important  parts  are  placed  first,  so  that  it  will  be  like  opening  a 
door  to  see  a  mountain ;  those  who  fix  the  whole  mind  on  it  can 
make  no  mistake.  Under  ordinary  circumstances  it  will  be  well  to 
begin  at  the  section  on  Strengthening  the  Womb,  and  study  the  sub- 
jects in  their  proper  order. 

The  section  on  false  pains  is  very  important,  for  if  one  is  able  to 
distinguish  false  pains,  he  also  understands  true  labor.  The  sections 
on  false  pains  and  labor  are  like  the  inside  and  outside  of  anything 
(equally  important),  and  must  be  carefully  studied.  I  have  selected 
a  few  examples  from  the  ancient  sages  as  corroborative  evidence  that 
the  doctrines  here  taught  are  altogether  correct.  By  tasting  a  mouth- 
ful one  knows  the  quality  of  the  whole  dish. 

The  proverb  says,  "  Do  not  neglect  to  do  a  good  deed  because  it  is 
little."  Although  this  book  is  exceedingly  small,  nevertheless  it  treats 
of  the  subject  of  childbirth,  which  always  and  everywhere  is  the  begin- 
ning of  the  life  of  man.  Moreover,  what  I  have  done,  my  eyes  have 
seen,  and  my  ears  have  heard,  I  have  in  every  instance  found  correct ; 
therefore,  forgetting  my  own  feeble  abilities,  I  have  published  this 
book,  and  it  will  not  be  strange  if  it  is  deficient  in  many  respects,  but 
it  will  be  well  if  my  generation  appreciate  my  purpose. 

Section  i. — Birth  :  its  Original  Nature. 

i.  The  most  benevolent  gift  of  heaven  and  earth  is  birth.  It  is 
universal  ;  and  the  most  important  is  the  birth  of  man.  It  is  called 
so  because  it  is  the  beginning  of  man's  life.  It  is  the  spontaneous 
regulation  of  heaven  and  earth,  just  as  the  eyes  see,  the  ears  hear, 
the  hands  grasp  things,  or  the  feet  walk.  It  is  perfectly  common  and 
easy,  and  requires  no  forcing.  But  in  these  days  it  is  said  that  child- 
birth is  difficult,  and  perhaps  it  is  because  mothers  have  sinned 
against  heaven.  Does  heaven  kill  in  giving  birth  ?  Certainly  not. 
Consider  that  man  is  the  most  spiritual  of  all  things.  The  produc- 
tion of  other  things  is  not  difficult.    When  the  time  comes  for  buds 
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to  spring  forth,  and  for  the  eggs  of  ducks  and  chickens  to  hatch,  are 
men  required  to  force  them  out  ?  It  is  self-evident  that  they  are  not. 
It  is  mankind  alone  that  are  not  so.  If  a  child  gets  a  bone  in  its 
throat,  and  a  hundred  remedies  have  failed,  the  whole  family  are  in 
distress;  then  an  old  woman  says,  "  This  is  not  strange,"  and  directs 
the  child  to  lie  quietly  down  and  drink  rice-water.  After  three  days 
the  bone  comes  out  spontaneously.  Thus  the  principle  is  easily  un- 
derstood. The  bone  in  the  throat  is  man's  affair,  but  heaven  is  su- 
perior to  man.  Therefore  it  is  clear  that  heaven's  decrees  with  ref- 
erence to  the  common  affairs  of  men  are  perfectly  spontaneous.  If  a 
thing  was  originally  easy  and  one  considers  it  difficult,  or  if  it  was 
originally  common  and  one  considers  it  strange,  this  is  not  surprising. 
By  carefully  following  the  principles  here  laid  down,  there  will  be  no 
mistake  in  a  hundred  trials,  and  there  will  be  very  little  occasion  to 
administer  medicine. 

2.  [fit  were  necessary  to  talk  until  my  lips  were  blistered  and  my 
tongue  dry,  1  would  be  thankful  if  I  could  thus  make  my  book  com- 
mand the  confidence  of  all.  Of  late  years  the  difficult  births  in  the 
city  where  I  reside  have  been  few,  but  alas,  my  doctrines  have  not 
been  disseminated  everywhere.  As  there  is  nothing  else  in  which  I 
can  be  so  useful  I  am  constantly  engaged  in  teaching  these  doctrines 
and  in  preparing  and  publishing  my  book.  My  only  desire  is  that  all 
may  be  recipients  of  heaven's  care  in  childbirth,  and  be  protected 
from  injury  by  meddlesome  interference. 

Section  2. — Delivery. 

1.  There  are  three  important  points  for  the  patient  to  attend  to. 
(a)  She  must  sleep. 

(^)  She  must  bear  the  pains  with  fortitude. 
(c)  She  must  not  try  to  hasten  the  birth. 

2.  When  pain  is  first  felt,  the  patient  must  exorcise  fortitude,  and 
remember  that  this  is  both  necessary  and  natural,  and  that  there 
is  no  occasion  for  fear.  It  may  be  known  that  the  full  time  has 
come,  if  the  pains  come  on  at  intervals,  and  gradually  become  more 
severe. 

3.  When  the  pains  are  slow,  it  may  be  known  that*  they  are  false 
pains,  and  the  patient  is  to  lie  down  and  keep  quiet  and  take  some 
nourishment.  These  directions  are  important,  and  not  to  be  neglected. 
It  is  a  grave  error  to  mistake  false  pains  for  a  true  birth. 

4.  Whether  the  pains  be  true  or  false,  it  is  important  to  bear  them. 
Rest  and  food  must  be  taken  as  usual.    Delivery  is  easy  when  the 
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pains  are  ripe.  Whether  the  pains  be  true  or  false,  they  may  continue 
a  long  time,  and  a  clear  distinction  can  be  made  by  observing  their 
rapidity  and  severity.  It  is  very  important  not  to  hasten  the  birth  by 
twisting  the  back,  or  rubbing  the  stomach.  When  standing,  the  pa- 
tient must  be  erect,  and  when  sitting  must  sit  upright,  not  turning  the 
body  to  the  right  or  left.  In  these  things  the  patient  must  exercise 
self-control.  Another  can  not  do  it  for  her.  The  business  concerns 
her  own  life,  and  not  another's. 

5.  It  is  important  to  nourish  the  spirits  and  husband  the  strength, 
and  this  can  best  be  done  by  rest  and  sleep,  but  if  the  patient  can  not 
sleep,  let  her  walk  a  few  steps  assisted  by  some  one,  or  stand  up  lean- 
ing on  a  chair  or  table.  If  the  pains  are  not  strong,  she  must  lie  down 
and  sleep,  for  this  is  indispensable.  She  must  lie  on  her  back,  so  as 
to  allow  the  abdomen  to  be  relaxed,  and  this  will  favor  the  turning  of 
the  child,  for  when  the  mother  lies  down,  the  child  is  also  recumbent, 
and  in  turning  it  does  not  then  waste  its  strength.  It  is  exceedingly 
important  for  both  mother  and  child  to  reserve  their  strength  for  the 
hour  of  delivery,  for  then  it  will  be  needed. 

6.  Whether  the  delivery  be  quick  or  slow,  the  patient  must  not 
carelessly  hasten  the  birth  by  bearing  down,  neither  is  she  to  listen  to 
the  midwife  saying,  "  Ha  !  the  head  is  nearly  born,"  for  it  is  a  great 
mistake  to  try  to  hasten  the  delivery.  It  is  the  decree  of  heaven,  that 
when  the  full  time  has  come  the  child  will  of  itself  turn  and  come  out. 
Why  then  so  much  disorder  ? 

7.  There  are  cases  where  the  child  is  not  strong,  and  on  coming  to 
the  outlet  can  not  be  born.  Then  the  mother  must  gently  bear  down 
to  assist  it,  and  it  will  be  separated,  just  as  a  melon  wrhen  it  is  ripe 
falls  from  the  vine. 

8.  When  the  blood  and  spirits  separate,  and  the  joints  of  the 
whole  body  are  loosed,  it  is  just  like  water  running  down  hill,  there 
is  no  need  of  forcing  it.  So  when  the  birth  is  accomplished,  the 
mother  can  not  understand  how  it  is. 

9.  Some  may  say  that  if  in  evacuating  the  bowel  exertion  must  be 
made,  how  is  it  that  in  childbirth  bearing  down  must  be  avoided? 
Such  a  one  does  not  consider  that  the  faeces  are  inanimate,  and  must 
be  expelled  by  force,  while  the  child  is  a  living  thing,  possessing  power 
to  turn  itself,  and  you  must  wait  until  it  comes  out  voluntarily.  The 
patient  must  not  only  not  exert  her  strength,  but  she  must  fear  to  do 
so,  because  the  child  sits  upright  in  the  womb,  and,  when  the  time  of 
birth  arrives,  it  turns  about  with  the  head  downward.  The  womb  is 
so  narrow  that  it  is  difficult  for  others  to  assist  the  child,  and  it  is  best 
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to  let  it  turn  around  gradually,  then  it  comes  out  as  if  suspended  by 
the  heels. 

10.  If  the  mother  exerts  her  strength  before  the  child  has  turned 
around,  then  it  will  be  born  feet  foremost,  which  is  unnatural,  and  is 
called  "  being  born  with  the  feet  o?i  the  water-lily"  If  the  mother 
bears  down  when  the  child  is  half  turned,  then  it  is  crosswise  in  the 
womb,  and  the  arm  comes  out  first.  This  is- called  a  u feeling-for- 
salt"  birth.  Sometimes,  when  turning  is  partly  accomplished,  one 
side  of  the  head,  or  one  of  the  shoulders,  presents,  and  the  birth  can 
not  be  accomplished.  This  may  either  be  because  the  full  time  has 
not  arrived  or  because  the  birth  has  been  forced.  I  therefore  earnest- 
ly exhort  patients  not  to  use  their  strength  in  bearing  down.  Yet  it 
must  not  be  altogether  avoided,  for  it  is  occasionally  required  just  at 
the  last.  If  in  defecation  it  can  not  be  accomplished  before  the  time, 
even  by  great  exertion,  how  much  less  can  strength  avail  in  child- 
birth ! 

11.  Some  one  may  ask,  "  How  is  one  to  know  the  proper  time  for 
bearing  down?"  I  answer,  it  varies  in  different  cases.  When  the 
child  has  come  to  the  outlet,  when  all  the  joints  are  loosened,  and  the 
breasts  relaxed,  when  the  back  and  abdomen  have  changed,  when 
there  is  urgent  tenesmus  and  the  eyes  see  stars  flashing  before  them, 
then  it  may  be  known  that  the  time  has  truly  come  ;  just  then  let  her 
bear  down  a  moment  and  the  birth  will  be  completed. 

12.  Some  one  may  say,  "I  do  not  believe  that  the  child  can  bore 
its  way  out,  and  I  doubt  if  the  ancients  have  taught  this."  I  answer, 
that  the  ancients  in  their  discourses  treated  only  of  the  most  impor- 
tant things ;  how  could  they  explain  everything  ?  It  is  only  men  of 
recent  times  who,  reflecting  on  the  adage  of  the  ancients,  "  the  melon 
when  ripe  falls  of  itself,"  have  attained  to  the  knowledge  of  the  fact 
that  the  child  is  able  to  bore  its  way  out.  They  also  considered  the 
adage  "  pulling  up  grain  to  make  it  grow,"  and  deduced  from  this  that 
it  was  a  great  calamity  to  mistake  false  pains  for  a  true  birth.  More- 
over, it  is  well  known  that  chickens  when  the  period  of  incubation  is 
finished  are  able  to  pick  their  shell  and  come  out. 

13.  Are  there  any  medicines  that  hasten  the  birth,  £>r  is  the  skill 
of  a  midwife  of  any  avail  ?  The  ancients  record  cases  where  the  birth 
was  delayed  three  or  four  years,  but  this  was  because  of  the  child's 
unwillingness  to  be  born.  If  it  is  unwilling  to  come  out,  who  is  able 
to  force  it  ?  anpl  if  it  will  come,  who  can  hinder  it  ? 

14.  Some  may  ask  if  the  patient  must  never  bear  down  too  soon  ; 
is  there  not  danger  if  she  waits  too  long  ?    I  answer,  there  is  not,  be- 
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cause  when  the  full  time  has  come  there  is  no  such  thing  as  its  not 
being  born.  If  such  a  thing  should  accidentally  happen,  it  is  because 
the  child's  strength  is  exhausted,  and  then  it  becomes  necessary  for 
the  patient  to  lie  down  quietly.  This  will  permit  the  child  to  rest  in 
the  womb,  and  after  a  little  while  it  will  be  born  spontaneously. 

15.  Some  one  may  ask,  "  If  the  patient  lies  down  when  the  child 
is  almost  born,  will  it  not  be  impeded  ?  "  I  answer,  no  ;  it  is  all  the 
better  to  do  so,  because  when  turning  is  completed,  if  the  patient  sits 
up,  then  the  child  is  as  it  were  suspended,  and  how  can  it  delay  ?  If 
the  patient  lies  down,  so  does  the  child,  and  what  fear  is  there  of  hin- 
dering it  ?  It  may  be  asked,  What  is  to  be  done  if  there  should  be 
obstruction  ?  I  answer  that  if  there  has  been  no  obstruction  for  ten 
months,  how  can  there  be  any  now  ? 

16.  Some  one  may  say,  "  It  is  not  good  to  bear  the  pains  too  long." 
I  answer,  it  is  best  to  do  so.  It  has  not  been  known  that  a  woman 
with  an  illegitimate  child  has  had  a  hard  birth.  Some  may  say  that 
the  idols  help  them,  but  it  is  not  so,  but  because  that,  having  become 
pregnant  secretly,  they  fear  for  people  to  know,  and  they  bear  the 
pain  to  the  utmost,  when  at  last  the  child  drops  out.  This  is  a  very 
clear  case. 

17.  Some  one  may  say,  "  I  receive  your  instructions  with  reference 
to  bearing  down,  but  if  one  should  err  in  using  strength  when  the 
child  is  crosswise,  I  do  not  know  if  there  is  any  rule  for  managing  the 
case."  I  answer,  there  is.  Let  the  patient  be  quickly  put  quietly  in 
bed,  and  give  her  a  large  dose  of  the  Kamihung  kwai  decoction,  and 
with  the  hand  gently  return  the  arm  inside.  Then  let  her  rest  one 
night,  after  which  the  birth  will  take  place  spontaneously.  But  if  it 
can  not  be  returned,  what  is  to  be  done?  If  the  patient  is  willing  to 
sleep,  there  is  no  such  thing  as  its  not  going  back,  but  if  it  comes  to 
this,  and  she  is  not  able  to  sleep  and  takes  improper  medicines,  I  can 
not  give  any  other  directions  as  to  the  management  of  the  case. 

18.  Some  one  may  ask,  "  Why  is  there  prolapsus  of  the  bowel  when 
the  child  is  born?"  I  answer,  it  is  because  of  imperfectly  bearing 
down.  If  the  patient  suffering  from  habitual  weakness  -exerts  all  her 
strength  in  bearing  down,  then  the  blood  and  spirits  of  the  whole  body 
flow  downward,  and  cause  the  bowels  to  follow  the  child.  When  this 
has  occurred  once,  the  road  has  become  familiar,  and  it  is  likely  to 
happen  again.  If  one  is  able  to  wait  till  the  melon  is  ripe,  and  it  is 
ready  to  drop  off,  how  can  this  strange  disease  occur? 

19.  Some  one  may  ask,  "  How  is  it  with  one  who  is  delivered  with 
a  single  pain,  and  there  is  no  time  to  give  assistance?  "    I  answer  that 
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this  is  not  to  be  considered  unnatural,  because  when  the  vital  spirits 
of  the  womb  are  perfect,  the  mother  and  child  mutually  separate,  and 
the  child  comes  out  spontaneously.  Even  if  you  wished  to  keep  it 
longer  in  the  womb,  it  could  not  be  done.  It  is  the  case  with  all 
females  that  each  one  has  a  fixed  time  of  her  own,  and  she  has  only 
to  restrain  herself  until  this  time  arrives. 

20.  Some  one  may  say  "that  midwives  are  not  to  be  used."  I  an- 
swer that,  since  there  is  this  class  of  women,  it  will  not  do  not  to  use 
them,  but  we  must  use  them,  and  not  let  them  use  us.  We  should 
rely  altogether  on  our  own  judgment,  and  not  listen  to  their  orders. 
The  great  majority  of  midwives  are  stupid  and  ignorant.  As  soon  as 
one  enters  the  door,  without  asking  how  long  the  patient  has  been  in 
labor,  or  even  if  her  time  has  come,  she  places  the  patient  over  the 
tub,  and  makes  her  bear  down,  asserting  that  the  head  is  already  born, 
or  she  causes  her  back  to  be  twisted  and  her  stomach  rubbed,  and 
perhaps  introduces  her  hand  to  feel  around,  greatly  to  the  injury  of 
both  mother  and  child.  She  is  not  willing  to  let  things  alone,  and 
only  desires  to  exhibit  her  own  skill.  There  is  another  class  of  crafty 
and  wicked  women  who  borrow  or  counterfeit  wonderful  recipes.  I 
can  not  bear  to  speak  of  the  misery  which  they  cause.  In  the  dialect 
of  the  Ng  Uty  the  midwife  is  called  Wan  Po  (an  old  woman  to  rely 
on).  In  Kong  Wat]  she  is  called  Shan  Shang  Po,  and  in  Fai Ning* 
Tsip  Slicing  Po  (birth  receiver).  She  is  so  called  because,  being  old 
and  experienced  in  the  business,  she  receives  the  child  when  it  falls 
to  the  ground  and  places  it  on  the  bed,  and  not  because  she  is  wanted 
to  run  about,  putting  her  hands  into  all  sorts  of  business.  In  every 
wealthy  family,  a  midwife  should  be  called  to  the  house  beforehand, 
because  if  the  birth  is  slow,  so  many  midwives  will  be  rushing  at  the 
front  and  back  doors  that  all  will  be  confusion  and  disorder  through- 
out the  whole  house.  There  is  a  saying  that  "  in  all  the  world  there 
is  nothing  difficult,  but  fools  make  everything  difficult." 

21.  Some  one  may  ask  "  if  it  will  be  right  to  use  medicines  which 
have  virtue  in  such  cases  ?  "  I  answer,  they  are  not  to  be  used.  Of 
all  the  ancient  formulae,  is  there  anything  better  than  the  pills  of  rats' 
kidneys  and  rabbits'  brains  ?  Is  there  any  medicine  more  universally 
e.steemed  than  "  the  restoring  life  powders  "  ?  I  do  not  say  that  these 
are  useless  and  never  to  be  used  ;  but  still  it  is  better  not  to  use  them  ; 
for  if  the  patient  will  only  avoid  bearing  down,  keep  still  and  sleep, 
the  child  will  be  born  spontaneously.  When  the  labor  is  not  progress- 
ing favorably,  sleep  is  the  most  important. 

22.  Some  one  may  ask  "if  there  is  only  advantage  and  no  injury 
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in  taking  medicines  ? "  I  answer,  how  can  there  be  no  injury  ?  The 
rat  kidney  and  rabbit  brains  pills  diminish  the  spirits  and  injure  the 
blood.  The  "  resurrection  pills  "  greatly  damage  the  blood  and  in- 
jure the  spirits,  because  in  making  them  it  is  the  custom  to  use  fra- 
grant and  permeating  medicines.  At  the  period  of  lying-in,  the 
pulse  of  the  whole  body  is  loosened,  and  the  blood  and  spirits  are 
weakened.  Great  injury  will  therefore  result  from  the  use  of  these 
weakening  medicines  after  delivery.  Moreover,  they  cause  the  pores 
to  open  and  admit  the  wind,  the  damage  of  which  can  not  be  esti- 
mated. In  the  resurrection  pills  the  basis  is  Rhubarb  and  Hung  fa, 
and  the  other  ingredients  are  mostly  of  a  weakening  character.  Now 
when  the  blood  is  already  weakened,  to  injure  it  still  more,  will  ex- 
pose many  persons  to  fever  after  childbirth,  and  the  train  of  calamities 
will  be  illimitable.  Every  one  will  say  there  was  mismanagement, 
but  who  will  say  that  the  medicine  was  to  blame  ? 

23.  These  few  formulae  have  been  pronounced  divinely  miraculous 
and  wonderfully  precious,  by  both  ancients  and  moderns.  If  these 
are  injurious,  how  is  it  with  others?  Originally  those  who  prescribed 
them  had  good  intentions,  but  they  only  knew  the  benefits,  without 
being  aware  of  the  damage  they  could  cause. 

24.  Some  one  may  ask,  "Are  there  no  medicines  that  can  be 
used  ?  "  I  answer,  there  are.  The  Syrup  of  the  Ka  mi  kung  kwai, 
and  the  powder  of  Buddha's  hand,  are  infallible.  During  pregnancy 
the  blood  must  be  sufficient.  When  the  blood  is  sufficient,  it  is  like 
a  boat  with  plenty  of  water,  there  is  no  fear  that  it  will  not  float.  It 
may  happen  that  the  mother  is  deficient  in  blood,  or  that  the 
waters  may  come  away  too  soon  (in  which  case  fish-gelatin  must  be 
taken)  and  the  child  is  left  too  long.  Now  the  two  medicines  above 
referred  to  are  composed  of  Kung  Kwai,  and  they  possess  the  virtue 
of  dissipating  old  blood  and  quickly  producing  new.  These  medi- 
cines are  to  be  found  everywhere  and  are  easily  obtained.  They 
possess  great  efficacy  in  increasing  strength,  and  preventing  sickness 
after  delivery.  They  are  also  in  accordance  with  the  doctrines  of  the 
ancient  sages.  The  use  of  these  divine  recipes  will  confer  benefits 
on  all  the  world,  and  on  future  generations.  But  alas,  people  esteem 
lightly  what  they  see,  and  do  not  use  those  things  that  are  common, 
but  they  regard  as  valuable  what  they  hear  of.  They  must  seek  for 
strange  and  wonderful  medicines.  It  does  not  matter  whether  they 
do  good  or  harm  if  they  are  only  strange.  How  sad  is  such  a  state 
of  things  ! 

(  To  be  continued. ) 
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Dr.  J.  G.  Kerr,  of  Canton,  China,  at  the  invitation  of  the  Society, 
made  some  remarks  on 

Obstetrics  and  Gyncecology  i?i  China. 

Mr.  President  and  Gentlemen-  :  As  you  probably  are  all  aware, 
the  physicians  of  China  are  not  at  all  educated.  There  is  properly  no 
medical  profession  there  as  in  this  country.  There  are  no  medical 
schools,  no  system  of  education,  and  no  medical  examinations,  while 
in  literature  the  examinations  are  very  thorough,  and  have  been  con- 
ducted for  many  centuries.  These  examinations  have  been  regarded 
with  admiration  by  all  travelers  and  those  who  have  investigated  the 
history  of  literature  in  China.  Practitioners  of  medicine  are  very 
numerous.  They  have  a  medical  literature,  they  read  the  medical 
books,  and  study  with  those  who  are  engaged  in  practice.  Very 
commonly  physicians  educate  their  sons,  and  it  is  quite  common  for 
each  physician  to  have  a  number  of  remedies  which  are  favorites  with 
him,  and  which  are  usually  secret  remedies.  These  are  passed  down 
from  one  generation  to  another.  The  education  of  those  who  prac- 
tice medicine  in  China  is  very  limited  as  compared  with  the  educa- 
tion of  medical  men  in  this  country.  They  know  nothing  of  anato- 
my, physiology,  or  chemistry,  they  do  know  something  of  materia 
medica,  and  have  a  system  of  practice  which  is  given  in  their  books. 
The  only  work  on  native  obstetrics  that  I  know  of  is  a  little  volume 
of  forty  or  fifty  pages,  which  I  translated  into  English  many  years 
ago  and  sent  to  this  country,  but  it  was  not  published.  The  paper 
fell  into  the  hands  of  Dr.  Robert  P.  Harris,  who  has  written  it  out  in 
very  nice  style,  and  it  is  now  in  the  Library  of  the  College  of  Phy- 
sicians. This  book  was  prepared  for  the  instruction  of  mid  wives,  as 
all  the  practice  of  obstetrics  is  in  the  hands  of  women,  who,  of  course, 
have  no  education. 

In  no  case  is  a  male  physician  called  in  to  give  aid  in  a  case  of 
difficult  delivery.  They  are  sometimes  called  in  to  examine  the  pulse 
or  prescribe  medicine,  but  they  know  nothing  of  any  method  to  give 
relief,  or  to  assist  Nature,  or  of  doing  anything  in  the  way  of  relieving 
the  troubles  which  occur  in  difficult  parturition. 

Many  yean;  ago,  when  I  first  went  to  China,  it  was  a  thing  almost 
unknown  to  call  in  a  foreign  physician,  although  foreign  physicians 
had  been  practicing  for  twenty  years  in  Canton  before  my  arrival,  but 
so  far  as  I  know  they  were  never  called  in  to  any  case  of  difficult  de- 
livery. After  I  had  been  there  for  some  years  I  was  called  occa- 
sionally to  see  patients  in  the  last  extremity,  when  death  was  immi- 
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nent.  Two  or  three  such  cases  occurred  in  a  year.  When  called  to 
these  cases,  even  when  there  was  no  possible  hope  of  saving  life,  it 
was  my  custom  to  deliver  the  child,  if  possible,  with  instruments, 
merely  for  the  purpose  of  showing  that  we  had  a  method  of  giving  re- 
lief in  these  cases.  In  the  course  of  years  the  number  of  cases  to 
which  1  was  called  became  more  numerous.  Some  ten  years  ago  we 
had  a  lady  physician  associated  with  us  in  our  hospital  work.  She 
had  charge  of  the  female  wards,  and  was  occasionally  called  to  these 
cases.  When  I  was  called  I  either  took  her  with  me  or  she  went  her- 
self. In  the  course  of  time  she  was  more  and  more  frequently  called 
to  see  these  cases.  Her  report,  I  think,  for  1892  gives  one  hundred 
cases.  Of  this  number  five  were  already  dead  on  her  arrival,  and  of 
the  remaining  number,  fifty  required  surgical  interference.  The  re- 
mainder were  delivered  without  instrumental  interference. 

It  has  been  supposed  that  the  Chinese,  being  a  semi-barbarous 
people  and  physically  strong,  did  not  furnish  many  cases  in  which 
there  was  trouble  in  childbirth,  but  now  that  we  are  coming  in  con- 
tact with  the  people,  we  find  that  there  are  a  great  many  cases  that 
need  assistance  at  this  critical  period.  Take  the  five  cases  in  one 
hundred  dead,  before  the  arrival  of  the  physician,  as  an  index  of  the 
number  of  cases  that  die  yearly, — that  is,  five  in  one  year  in  a  city  of 
a  million  and  a  half  population, — you  would  have  in  ten  years  fifty 
deaths.  If  you  extend  these  statistics  to  the  province  containing  19,- 
000,000,  or  to  the  whole  empire  with  350,000,000  or  400,000,000,  what 
a  vast  multitude  of  people  come  to  an  untimely  end  because  of  the 
ignorance  of  those  who  have  charge  of  them  at  the  period  of  delivery  ! 
This  will  give  you  some  idea  of  the  condition  of  the  people  in  this 
vast  empire,  but  these  statistics  are  far  below  the  truth.  In  the  work 
of  the  fifty  or  sixty  missionary  hospitals  we  are  endeavoring  to  correct 
this  state  of  affairs  not  only  by  the  treatment  of  the  cases  with  which 
we  are  called  to  deal,  but  by  giving  instructions  to  male  and  female 
students,  and  by  extending  the  knowledge  which  we  possess  by  the 
translation  of  books.  Of  course  we  are  not  prepared  to  give  the 
thorough  and  complete  instruction  that  students  receive  in  this  coun- 
try, but  we  are  laying  the  foundation  for  a  system  of  medical  educa- 
tion, and  for  medical  schools  which,  in  the  course  of  time — half  a 
century  or  a  century — will  develop  into  institutions  such  as  you  have 
in  this  country. 

In  the  cases  to  which  I  was  called  a  few  years  ago  I  usually  found 
the  child  in  a  state  of  mortification  and  the  mother  in  the  last  ex- 
tremity.   In  one  case  the  body  had  been  removed  and  the  head  left 
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in  the  uterus.  The  skull  had  by  some  means  been  broken  up,  so  that 
it  was  soft  and  pulpy,  and  the  forceps  would  not  hold,  and  I  was 
under  the  necessity  of  removing  it  with  the  hook.  I  shall  never  for- 
get the  account  given  by  a  lady  physician,  who  had  just  come  from 
this  country  with  her  ideas  of  what  it  was  necessary  to  do  and  the 
care  that  should  be  exercised  in  cases  of  this  kind.  She  found  in  the 
house  with  the  patient  the  cows,  pigs,  dogs,  cats,  and  the  other  ani- 
mals which  belonged  on  the  farm.  This  was  in  summer,  and  around 
the  walls  of  the  house  hung  bundles  of  winter  clothing.  The  floor  was 
the  ground,  and  the  bed  was  in  anything  but  a  sanitary  condition. 
This  lady  doctor,  returning  from  the  operation,  expressed  the  aston- 
ishment with  which  she  witnessed  this  case  of  delivery,  and  her  mind 
ran  over  the  lessons  she  had  received  in  the  Woman's  Hospital  in  this 
city.    In  this  case  both  the  mother  and  the  child  did  well. 

We  have  not  had  the  opportunity  to  perform  many  of  the  opera- 
tions that  are  so  common  in  this  country,  the  modern  operations 
which  give  so  much  relief  in  female  diseases.  There  have  been  some 
operations  of  ovariotomy.  I  think  that  there  has  not  been  a  suc- 
cessful operation  for  urinary  fistula.  We  have  had  no  operation  for 
the  removal  of  pus-tubes  or  anything  of  that  kind.  All  of  that  depart- 
ment of  surgery  remains  to  be  developed. 

In  order  to  perform  these  operations  successfully  requires  some 
special  preparation.  When  I  first  went  to  China  the  work  was  in  my 
own  hands.  I  had  no  assistants  except  those  who  had  been  trained 
in  connection  with  the  hospital.  Now  that  medical  missionaries  and 
lady  physicians  are  becoming  more  numerous,  I  hope  that  these  de- 
partments of  surgery  will  be  rapidly  developed  and  that  a  great  deal 
of  good  will  be  done  by  the  practice  of  these  operations  which  give 
such  wonderful  results  in  this  country. 

I  do  not  recall  anything  else  that  would  be  of  interest  to  the  mem- 
bers, but  if  there  are  any  questions  to  be  asked,  I  shall  be  glad  to  give 
what  information  I  can. 

Dr.  Joseph  Price  :  It  would  be  of  interest  to  know  if  any  opera- 
tions have  been  undertaken  for  the  repair  of  the  sequelae  of  neglected 
parturition.  We  should  be  glad  to  know  if  operations  have  been 
•done  for  the  repair  of  lacerated  perinaeum  and  fistula.  Also  whether 
Caesarean  section  has  been  resorted  to. 

Dr.  G.  Betton  Massey  :  It  would  be  interesting  to  know  the 
habits  of  the  women  of  China  in  regard  to  abortion.  Also  whether  or 
not  cancer  of  the  breast  or  uterus  is  prevalent. 

Are  hysterical  manifestations  of  common  occurrence  ? 
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Dr.  Robert  P.  Karris  asked  if  the  book  to  which  Dr.  Kerr  re- 
ferred was  still  circulated  in  China.  Many  years  ago  the  transla- 
tion which  Dr.  Kerr  made  fell  into  my  hands  and  I  reproduced  it  in 
book  form,  so  that  it  could  be  kept,  and  added  some  drawings  illus- 
trating the  ideal  anatomy  of  the  Chinese.  I  could  get  no  one  to 
publish  the  translation  of  the  Tat  Shang  Pin,  and  I  deposited  the 
book  in  the  Lewis  Library  of  the  College  of  Physicians.  The  Chi- 
nese ideas  of  obstetrics  are  very  curious.  They  think  that  the  diffi- 
culties in  labor  arise  from  interference  with  the  foetus.  They  suppose 
that  the  child  sits  on  the  brim  of  the  pelvis  and  when  the  proper  time 
comes  turns  a  somersault,  and  if  there  is  no  interference,  comes  into 
the  world  of  itself  without  trouble.  With  this  idea  of  obstetrics,  it  is 
not  surprising  that  they  have  difficult  labors.  The  title  of  this  book 
in  English  is  Midwifery  made  Easy. 

Dr.  Kerr  :  In  reply  to  Dr.  Price,  I  would  say  that  the  opportu- 
nity to  perform  plastic  operations  on  the  perinaeum  is  very  rare.  A 
male  physician  would  rarely  be  permitted  to  make  the  examinations 
necessary  to  determine  the  existence  of  such  injuries.  The  natives 
themselves,  of  course,  practice  no  operation  for  the  relief  of  injuries 
received  in  difficult  labor.  There  has,  I  think,  been  but  one  Cesarean 
operation  in  Canton,  and  that  has  been  performed  since  my  return  to 
this  country.  This  was  done  by  my  assistant,  Dr.  Schwann.  I  know 
of  no  operation  done  for  laceration  of  the  perinaeum  or  of  the  cervix. 
Now  that  lady  physicians  are  there,  women  will  submit  to  examina- 
tion by  them,  and  these  operations  will  gradually  be  introduced. 
Prior  to  the  arrival  of  the  lady  physician,  some  ten  years  ago,  I  had  met 
with  a  few  cases  of  stone  in  the  bladder  of  the  female,  and  had 
operated  on  perhaps  eight  or  ten  cases.  I  have  met  with  other  cases 
where  the  symptoms  indicated  the  presence  of  stone,  but  the  women 
would  not  submit  to  examination  to  find  out  the  real  character  or 
cause  of  the  difficulty.  The  Chinese  females  are  particularly  modest. 
That  is  one  of  the  characteristics  which  we  admire  in  the  Chinese 
women.  This  arises  from  the  fact  that  they  are  in  a  measure  kept 
secluded  from  society.  When  a  party  of  gentlemen  meet  at  the 
house  of  a  friend,  the  female  members  of  the  family  are  never  present 
at  the  feast  or  entertainment,  so  that  the  habits  and  customs  of  the 
people  tend  to  make  the  women  very  careful  in  their  association  with 
the  men. 

Criminal  abortions  are  not  common,  because  it  is  easy  to  dispose 
of  the  child  after  birth.  It  is  a  common  thing  to  expose  children  in 
the  streets,  and  there  is  an  asylum  for  infants,  where  a  great  many 
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female  children  are  taken.  A  male  child  is  never  made  away  with,  or 
at  least  very  rarely. 

Cancer  is  quite  frequent.  I  have  met  with  a  good  many  cases  of 
cancer  of  the  breast.  Cancer  of  the  uterus  has  not  been  observed 
very  frequently.  I  occasionally  meet  with  cancer  of  the  rectum.  We 
do  not  hear  of  cases  of  cancer  of  the  uterus,  because  these  patients  do 
not  come  to  the  hospital  for  the  relief  of  diseases  which  they  have  not 
heard  can  be  cured.  Certain  hospitals  in  different  parts  of  the  coun- 
try become  known  as  places  where  particular  diseases  are  relieved. 

Prostitution  is  quite  common,  and  there  are  many  prostitutes.  It 
is  a  business  to  buy  girls  and  train  them  up  for  this  purpose.  It  is  a 
system  of  slavery  practiced  there.  I  suppose  that  nine  out  of  ten 
sent  to  the  foundling  house  which  I  have  mentioned  are  sold  to  be 
brought  up  as  prostitutes. 

Illegitimacy,  as  we  understand  it,  is  uncommon.  This  is  owing 
to  the  practice  of  polygamy,  and  to  the  fact  that  early  marriages  are 
so  common  and  prostitutes  so  numerous.  The  cases  where  a  wife  is 
unfaithful  or  a  daughter  brings  disgrace  on  her  family  in  this  way  are 
very  rare,  and  when  such  things  occur,  they  excite  a  good  deal  of 
interest  in  the  community.  In  such  cases  the  woman  is  turned  out 
of  the  family  and  often  killed.  In  China,  the  head  of  the  family  has 
the  power  of  life  and  death  over  members  of  the  family.  If  the  hus- 
band chooses  to  kill  his  wife,  nothing  would  be  said  about  it.  Specific 
disease  is  very  common,  and  we  see  a  great  many  cases  in  all  stages. 

The  book  on  obstetrics  to  which  I  referred  is,  so  far  as  I  know, 
the  only  native  work  on  obstetrics.  It  is  circulated  gratuitously  as  a 
matter  of  merit  on  the  part  of  those  who  take  this  method  of  doing 
good.  As  has  been  stated,  the  idea  given  in  this  book  is  that  the 
foetus  sits  upright,  and  when  labor  begins,  it  turns  around  of  its  own 
accord  and  makes  its  exit  by  a  voluntary  process.  I  have  seen 
cases  where  the  midwife  has  sat  calling  on  the  child  to  come  forth. 

Abstract  of  a  paper  entitled 

THE   TREATMENT    OF   THE  PEDICLE   IN  HYSTEREC- 
TOMY.* 

Bv  R.  S.  Sutton,  M.  D.,  Allegheny,  Pa. 

The  accompanying  tumor  was  removed,  four  weeks  ago,  from  a 
very  fat  woman,  aged  thirty-six  years,  native  of  Virginia.    The  opera- 
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tion  was  performed  under  chloroform  narcosis  in  the  Trendelenburg 
posture.  The  steps  of  the  operation  were  as  follows  :  A  ligature  was 
placed  in  the  broad  ligament  on  each  side,  securing  a  good  portion 
of  the  ligament — leaving  the  tube,  ovary,  and  parovarium  on  the  uter- 
ine side.  To  prevent  reflux,  this  was  secured  prior  to  cutting  with  a 
pair  of  Dudley's  broad  ligament  forceps.  The  second  ligature  of 
broad  ligament  on  each  side  was  supposed  to  secure  each  uterine 
artery.  Division  of  these  sections  of  the  ligaments  released  the 
uterus.  A  knife  was  carried  across  the  front  and  rear  of  the  uterus 
through  its  peritoneal  covering.  This  was  pushed  downward,  expos- 
ing the  upper  end  of  the  cervix,  where  the  amputation  was  then 
made.  One  small  artery  required  a  ligature.  The  peritoneal  flaps 
were  now  stitched  over  the  cervix.  The  latter  was  cut  V-shaped  to 
some  extent,  and  the  same  suture  that  secured  the  peritonaeum  se- 
cured the  flaps  of  the  cervix.  Finished,  the  stump  stood  out,  covered 
with  peritonaeum,  quite  prominently  on  the  pelvic  floor.  I  doubt  if 
any  method  can  be  uniformly  depended  upon ;  each  case  should  be 
considered  on  its  own  merits.  The  elastic  ligature  or  wire  serre-nocud 
is  a  good  method  if  the  patient  is  not  too  fat,  and  amateur  operators 
will  do  well  to  begin  with  it. 

Discussion. 

Dr.  E.  W.  Cushing,  Boston  (by  invitation)  :  The  subject  of  the 
treatment  of  fibroids  is  an  interesting  one  to  me,  especially  as  my  way 
of  operating  has  often  brought  down  upon  me  the  objurgation  of  my 
friend,  Dr.  Price,  inasmuch  as  I  never  use  the  wire.  In  my  first  case 
I  had  no  wire.  I  started  to  find  an  ovarian  tumor.  I  found  a  double 
ovarian  tumor  so  adherent  to  the  uterus  that  the  latter  organ  had  to 
be  removed.  I  constricted  the  stump  with  a  rubber  tube  with  hat- 
pins to  secure  it,  and  this  served  admirably,  and  from  that  time  for- 
ward I  have  used  the  rubber  ligature,  and  I  can  not  understand  why 
it  is  so  common  a  thing  in  Philadelphia  to  use  the  wire. 

I  shall  first  speak  of  the  extraperitoneal  method  which,  although 
largely  rejected  in  Philadelphia,  I  presume  is  still  used  to  a  certain 
extent.  In  reducing  the  size  of  the  stump  where  there  are  fibroid 
masses  near  the  cervix,  the  rubber  ligature  is  an  immense  conven- 
ience. It  is  elastic,  and  one  can  readily  slip  the  finger  under  it.  If 
the  broad  ligament  is  too  tense  or  the  bladder  is  included,  the  tissue 
can  bu  drawn  out.  This  can  not  be  done  with  the  wire.  I  consider 
the  rubber  ligature  as  the  best  in  the  extraperitoneal  treatment  of  the 
stump.    The  main  thing  is  to  not  allow  it  to  slip  down.    It  should 
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be  so  fixed  that  it  lies  as  far  as  possible  on  the  surface  of  the  skin. 
One  pin  or  both  should  be  below  it. 

With  regard  to  the  intraperitoneal  treatment,  I  echo  the  last  re- 
mark of  Dr.  Sutton's,  that  it  is  not  a  method  for  amateurs.  Whether 
it  is  best  to  remove  the  whole  cervix  or  to  leave  part  of  it  is  some- 
thing in  which  I  am  interested.  In  my  first  eight  or  nine  cases  I  left 
the  cervix  and  burned  out  the  cervical  canal,  and  they  all  got  well. 
Then  I  had  three  die  where  the  cervix  had  not  been  cauterized.  I 
could  not  tell  the  reason,  but  I  am  inclined  to  think  that  I  left  too 
much  cervix.  What  Dr.  Sutton  said  about  the  stump  standing  up  in 
the  peritoneal  cavity  reminds  me  of  this  point,  that  if  you  are  going 
to  leave  some  cervix,  do  not  leave  a  large  portion  with  the  uterine 
arteries  tied,  for  there  is  danger  of  sloughing  from  defective  nutrition. 
However,  if  a  man  has  detached  the  bladder  and  got  down  to  a  point 
where  he  will  leave  only  one  inch  of  cervix,  it  is  a  simple  matter  to 
go  on  and  remove  the  remainder.  I  have  recently  had  a  case  which 
has  convinced  me  of  the  advisability  of  removing  the  whole  uterus. 
In  this  case  I  left  a  stump,  and  the  woman  made  an  excellent  recov- 
ery, but  in  three  months  malignant  disease  appeared,  the  abdomen 
filled  with  fluid,  and  masses  were  found  in  the  pelvis  apparently  con- 
nected with  the  end  of  the  stump.  What  I  thought  was  a  fibroid  was 
probably  more  or  less  sarcomatous.  In  total  extirpation,  it  seems  to 
me  that  the  plan  of  Polk  of  drawing  the  four  ligatures  down  into  the 
vagina  is  the  ideal  method.  It,  however,  takes  time,  and  this  is  the 
objection  to  the  removal  of  the  whole  uterus.  Where  the  abdominal 
wall  is  not  too  thick,  and  especially  where  the  pedicle  is  long  enough 
and  where  the  patient  is  not  very  strong,  it  is,  in  my  judgment,  in 
many  cases  desirable  to  use  the  extraperitoneal  method,  because  in 
my  hands  it  will  save  half  an  hour  in  time,  and  possibly  more,  and 
time  is  the  essence  of  success  in  abdominal  work.  Where  the  abdom- 
inal wall  is  thick  and  the  patient  is  strong,  and  there  is  no  reason  for 
being  in  a  special  hurry,  total  extirpation  makes  the  more  finished 
operation. 

Dr.  Charles  P.  Noble  :  I  have  listened  with  interest  to  the  paper 
of  Dr.  Sutton,  and  to  the  remarks  of  Dr.  Cushing.  Vrom  my  stand- 
point the  use  of  either  the  rubber  ligature  or  the  wire  serre-noeud  is 
unnecessary  and  has  been  superseded.  I  ha\Te  used  both  the  wire  and 
the  rubber  ligature,  but  I  do  not  see  much  choice  in  one  over  the 
other. 

From  the  standpoint  of  time,  I  do  not  see  that  there  is  any  choice 
between  the  noeud  and  removal  of  the  uterus  down  to  the  vagina.  If 
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it  is  an  easy  case,  the  ligation  of  the  broad  ligaments  requires  but  a 
few  minutes,  and  it  is  only  in  easy  cases  that  the  clamp  can  be  used 
rapidly.  If  you  have  "to  make  a  pedicle"  by  the  extraperitoneal 
method,  a  good  deal  of  time  is  consumed.  From  the  standpoint  of 
time,  I  believe  that  one  can  do  the  operation  without  the  rubber  liga- 
ture or  noeud  as  rapidly  as  with  it. 

So  far  as  the  recovery  of  the  patient  is  concerned,  I  have  been 
especially  happy  in  my  experience  in  the  treatment  of  fibroid  tumors. 
I  never  operated  on  such  a  case  that  did  not  recover,  whether  I  re- 
moved the  tumor  by  the  vagina,  or  used  the  nceud  or  ligature,  or  did 
a  total  extirpation,  or  followed  a  method  similar  to  that  of  Dr.  Baer, 
or  removed  the  ovaries. 

From  the  standpoint  of  prognosis,  so  far  as  my  own  results  have 
been  concerned,  there  has  been  no  preference.  So  far  as  prognosis 
is  concerned,  in  the  hands  of  those  who  make  use  of  these  various 
methods,  the  experience  of  the  last  two  years  shows  that  honors  are 
easy.  The  method  in  which  a  portion  of  the  cervix  is  left  will  show 
the  best  mortality.  The  method  of  taking  out  the  entire  uterus  cer- 
tainly takes  longer  than  to  amputate  at  or  below  the  line  of  the  inter- 
nal os.  I  have  only  twice  removed  the  entire  uterus.  I  have  ampu- 
tated at  the  level  of  the  vagina  several  times,  and  have  made  up  my 
mind  that  I  can  do  the  latter  operation  more  quickly  than  pan-hys- 
terectomy ;  and  have  come  to  the  conclusion  that  in  my  hands  it  is 
the  best  operation.  I  fail  to  see  why  it  is  not  applicable  to  every  case. 
The  reason  that  it  is  applicable  is  that  in  every  case  you  finally  come 
down  to  the  same  structure — namely,  the  cervix  uteri. 

The  point  made  by  Dr.  Cushing  is  a  good  one,  that  if  you  are  going 
to  leave  any  portion  of  the  cervix,  it  should  be  a  small  part.  It  is  per- 
fectly simple  when  you  have  tied  almost  to  the  vagina  to  put  the  last 
ligature  at  the  vagina.  In  that  way  we  tie  every  vessel  entering  the 
cervical  tissue.  There  is  then  no  necessity  for  putting  sutures  in  the 
cervix.  I  think  that  the  point  which  has  been  insisted  upon  by  Dr. 
Baer  is  one  of  the  greatest  importance  in  hysterectomy — that  is,  that 
the  haemorrhage  be  controlled  by  ligature  in  the  compressible  tissues 
of  the  broad  ligament.  If  the  surgeon  will  arrest  haemorrhage  in  that 
way  instead  of  using  nivuds,  rubber  ligatures,  or  ligatures  in  the  cervix, 
the  results  will  improve.  That  is  the  secret  of  the  bad  results  which 
Schroeder  and  those  who  have  followed  him  have  had.  They  de- 
pended on  ligatures  in  the  cervix  instead  of  in  the  broad  ligament  to 
control  haemorrhage. 

With  reference  to  the  word  intraperitoneal,  I  have  spoken  about 
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that  before.  I  wish  to  insist  that  this  operation  is  just  as  much  extra- 
peritoneal as  in  the  operation  with  the  nazud.  We  tie  the  broad  liga- 
ments and  amputate  the  cervix  at  the  level  of  the  vagina  and  cover 
the  wounded  broad  ligaments,  and  suture  over  the  cervix  flaps  of  peri- 
tonaeum taken  from  the  bladder  and  from  behind  the  uterus.  In  the 
course  of  twenty-four  or  thirty-six  hours  the  line  of  suture  across  the 
pelvis  unites  and  the  little  piece  of  cervix  is  left  extraperitoneal.  When 
the  stump  is  drawn  into  the  abdominal  wound,  the  parietal  perito- 
naeum is  sutured  to  the  peritonaeum  on  the  stump  below  the  wire. 
The  stump  is  made  extraperitoneal  only  by  the  union  of  the  layers  of 
peritonaeum  thus  brought  together.  Hence  I  believe  that  one  opera- 
tion is  as  much  extraperitoneal  as  the  other. 

Dr.  B.  F.  Baer  :  I  would  agree  with  Dr.  Sutton  thoroughly  if  he 
had  said  that  hereafter  he  would  perform  all  his  hysterectomies  by  the 
method  used  in  the  case  reported  to-night,  which  is  the  method  which 
I  have  introduced.  I  believe  that  in  almost  every  case,  if  not  in  every 
case,  this  method  is  the  best.  This  statement  is  based  upon  an  ex- 
perience of  more  than  fifty  cases  in  which  there  has  not  been  a  single 
refusal  on  my  part  to  operate,  taking  the  cases  as  they  come,  the 
simple  with  the  complicated.  There  were  two  deaths.  These  have 
been  recorded,  and  I  think  that  those  who  have  read  the  reports  will 
agree  that  the  death  had  nothing  to  do  with  the  method.  One  patient 
died  from  suppression  of  urine,  the  result  of  unrecognized  kidney  dis- 
ease. I  think  that  I  am  justified  in  saying  that  the  mortality  from  this 
method,  as  a  method,  should  not  be  anything.  Dr.  Noble  has  given  a 
clear  expression  of  the  steps  in  the  operation  in  his  remarks  and  I  have 
described  it  over  and  over  again,  so  that  all  should  be  familiar  with  it. 

I  think  that  Dr.  Cushing's  deaths  must  have  been  due,  as  he  says, 
to  the  fact  that  too  much  cervix  was  left  in  the  abdominal  cavity. 
The  cervix  should  be  left  just  as  Nature  placed  it,  under  the  perito- 
naeum, absolutely  untouched.  The  cervical  canal  and  the  cervical 
tissue  should  not  be  pierced  by  a  ligature.  All  of  the  supravaginal 
cervix  is  removed  flush  with  the  vaginal  attachment.  Then  the  peri- 
toneal folds  fall  in  and  cover  over  the  tissues,  usually  without  extra 
sutures.  If  they  do  not  remain  in  close  coaptation  sutures  must  be 
applied.  In  the  majority  of  cases  I  placed  but  one  suture  directly 
over  the  center  of  the  internal  os.  Nothing  is  done  to  the  cervical 
canal.  The  more  you  interfere  by  dilatation  and  cauterizing  or  clos- 
ing it  unnaturally,  the  more  you  violate  the  natural  condition.  By 
this  method  the  convalescence  is  shorter  and  the  patient  is  more  com- 
fortable than  after  the  operation  with  the  noeud. 


624 


Abstracts. 


I  have  traced  many  of  my  cases  and  have  examined  the  condition 
of  the  cervix  many  months  after  the  operation,  and  the  cervix  has  in- 
variably been  found  healthy.  Where  malignancy  is  suspected,  total 
extirpation  should  be  adopted.  Where  malignant  disease  does  not 
exist  and  the  cervix  appears  normal,  I  believe  the  supravaginal  method 
to  be  the  better.  Total  extirpation  weakens  the  floor  of  the  abdomen 
and  leaves  a  puckered  and  hardened  condition  at  the  upper  end  of 
the  vagina  which  is  of  decided  disadvantage  in  a  married  woman. 

Dr.  Joseph  Price  :  With  reference  to  the  mortality  of  the  differ- 
ent procedures  mentioned,  I  agree  with  the  previous  speakers  that 
whether  the  operation  be  supravaginal  extraperitoneal,  or  supravaginal 
intraperitoneal,  or  total  extirpation,  the  mortality  should  be  nil  if  the 
patient  is  in  a  condition  to  bear  any  operation.  We  have  perfect  re- 
sults in  double  ovariotomy,  and  we  should  have  them  in  intraperito- 
neal extirpation  of  the  uterus  in  which  we  have  pedicles  on  each  side, 
as  in  double  ovariotomy,  and  in  that  fact  I  would  take  exception  to 
what  Dr.  Noble  said  about  the  operation  being  an  extraperitoneal  one. 
The  stump  may  be  bridged  over  by  peritonaeum,  but  leaving  the  two 
pedicles  on  the  sides  makes  the  operation  an  intraperitoneal  one,  and 
until  this  is  overcome  the  operation  remains  an  intraperitoneal  one. 

Comparing  the  clamp  and  rubber  ligature.  The  use  of  the  liga- 
ture is  rapid  and  safe,  provided  the  ligature  can  be  depended  upon, 
and  provided  the  operator  knows  how  to  place  it.  Dr.  dishing  calls 
attention  to  the  fact  that  the  ligature  may  slip  down,  and  that  the 
bladder  and  broad  ligament  must  be  looked  after.  That  would  be 
dangerous  in  the  hands  of  a  beginner  who  does  not  recognize  the 
broad  ligament  and  the  bladder.  If  he  will  use  haemostatics  as  bench- 
marks, and  place  them  before  applying  the  ligature,  he  will  distance 
the  danger.  It  matters  not  whether  you  take  one  procedure  or  anoth- 
er, you  must  work  by  bench-marks.  I  admit  that  the  ligature  is  safe, 
and  that  the  results  have  been  most  excellent.  A  few  weeks  ago, 
while  in  Alabama,  a  country  physician  said  to  me,  "  I  have  recently 
had  an  interesting  case,  and  I  presume  that  you  will  criticise  my 
heroic  treatment."  The  case  was  one  of  extra-uterine  pregnancy  at 
term,  in  labor  for  a  week,  in  the  hands  of  a  midwife.  The  physician 
was  then  called  and  found  the  abdomen  greatly  distended  and  the 
woman  dying  of  peritonitis,  with  a  pulse  of  120  to  130.  The  diagno- 
sis was  between  ruptured  uterus  and  extra-uterine  pregnancy  at  term. 
He  did  a  section  and  found  an  extra-uterine  pregnancy  with  the  foetus 
in  the  abdomen.  He  removed  it  and  attempted  to  remove  the  pla- 
centa which  was  attached  to  the  uterus.    The  haemorrhage  was  enor- 
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mous,  and  he  at  once  decided  to  do  a  supravaginal  hysterectomy. 
He  passed  a  hairpin  through  the  uterus,  and  surrounded  the  cervix 
with  a  rubber  ligature,  and  cut  everything  away,  irrigated  and  drained, 
and  the  patient  recovered.  This  case  of  supravaginal  extraperitoneal 
hysterectomy  for  extra-uterine  pregnancy  at  term  is  probably  unique. 

This  was  done  by  Dr.  ,  whose  name  I  have  forgotten,  of  Opelika, 

Alabama. 

I  believe  that  we  shall  finally  come  to  extirpation  clean  and  com- 
plete. While  I  cling  to  the  clamp  method,  and  while  my  results  are 
about  perfect,  I  shall  continue  to  do  it,  yet  every  now  and  then  I  do 
a  clean  extirpation.  Two  patients  have  recently  gone  home  after  a 
clean  extirpation.  Complete  extirpation  is  one  of  the  speediest  opera- 
tions that  you  can  do.  I  pull  the  uterus  up  over  the  pubic  arch,  and 
make  a  vertical  incision  into  the  vagina  posteriorly,  and  then  carry  it 
around  to  the  bladder  on  each  side. 

The  clamp  method,  however,  is  safe;  it  is  sure,  and  the  results  in 
the  hands  of  the  beginner  have  been  better  than  by  any  other  meth- 
od. Dr.  Cordier,  of  Kansas  City,  has  done  ten  consecutive  extra- 
peritoneal operations  without  a  death.  That  is  good  for  a  beginner. 
I  can  not  recall  a  single  death  by  any  single  operator  here  present  by 
the  clamp  method.  The  mortality  has  unquestionably  been  lower  by 
the  extraperitoneal  supravaginal  method.  That  was  so  in  Keith's 
hands.  While  he  was  one  of  the  most  refined  operators,  he  clung  to 
the  clamp,  and  insisted  that  he  had  a  less  mortality.  I  am  not  pre- 
pared to  say  that  his  method  was  the  best.  It  took  Dr.  Bantock 
many  years  to  learn  how  to  do  his  operation.  He  lost  his  pedicle  in 
the  thirty-first  operation,  because  he  had  not  learned  the  importance 
of  placing  the  pins  before  cutting  away  the  tumor.  Then  he  laid  down 
the  law  to  place  the  pins  before  cutting  away  the  tumor.  One  can 
scarcely  understand  how  he  could  do  thirty-one  operations  without 
learning  the  importance  of  this  point. 

Dr.  M.  Price  :  An  operation  to  be  appreciated  should  be  in  the 
hands  of  its  friends.  As  Dr.  Cushing,  Dr.  Noble,  and  Dr.  Baer  are 
friends  of  the  intraperitoneal  method,  I  wish  to  call  attention  to  two 
or  three  things.  Dr.  Cushing  states  that  with  the  wire  it  is  impos- 
sible to  pull  down  the  broad  ligament  as  with  the  rubber  ligature. 
The  pedicle  must  be"  made  before  the  wire  is  applied.  If  you  are 
going  to  make  a  pedicle,  it  must  be  ready  before  the  wire  is  applied. 
The  broad  ligaments  are  often  severed  between  forceps  before  the 
wire  is  tightened  at  all.  The  operation  is  completed,  so  far  as  the 
pedicle  is  concerned,  when  the  pins  are  placed  and  the  wire  tightened. 
42 
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In  discussing  this  subject  recently,  one  of  the  gentlemen  stated 
that  he  never  did  an  extraperitoneal  operation  without  having  a 
hernia  follow.  That  would  at  once  show  that  he  does  not  know  how 
to  do  the  extraperitoneal  operation.  Hernia  should  not  follow  in 
more  than  one  case  in  twenty-five,  in  the  hands  of  one  who  knows 
how  to  do  the  extraperitoneal  operation.  The  extraperitoneal  method 
protects  the  abdomen  from  all  ligatures.  We  have  not  a  single  liga- 
ture left  in  the  peritoneal  cavity,  unless  it  be  on  the  intestine  or 
omentum. 

As  to  the  safety  of  the  method,  I  do  not  believe  that  there  should 
be  a  single  death,  unless  it  is  the  result  of  an  oversight,- or  due  to 
something  wrong  before  operation,  as  disease  of  the  kidney  or  some 
other  organ  which  has  not  been  recognized,  or  there  has  been  a  con- 
gested condition  of  the  kidneys  from  the  ether,  or  from  some  other 
cause.  Yet  with  all  these  accidents  that  may  occur,  I  have  not  seen 
a  single  death  from  hysterectomy  in  two  years.  We  have  four  or  five 
of  these  cases  in  the  house  at  the  present  time.  The  temperature 
and  pulse  have  been  normal  from  the  beginning.  While  we  can  have 
a  nil  mortality,  and  go  on  month  after  month  with  perfect  assurance 
that  the  woman  will  have  no  increase  of  pulse  or  temperature,  and  re- 
turn to  her  home  safe  and  sound,  and,  taking  it  for  granted  that  we 
have  a  hernia  in  one  in  twenty-five  cases,  and  that  we  operate  on 
every  single  hernia  within  the  year,  and  have  a  mortality  of  two  or 
three  per  cent,  in  the  hernia  operations,  the  mortality  even  then  will 
not  be  so  high  as  after  the  intraperitoneal  method. 

Dr.  J.  M.  Baldy  :  As  to  the  choice  between  the  wire  and  rubber 
ligature  and  the  intraperitoneal  treatment  of  the  stump.  In  all  my 
cases  by  the  extraperitoneal  method,  I  found  no  difficulty  in  get- 
ting the  bladder  from  under  the  wire  n<zud.  If  there  is  any  doubt,  I 
loosen  the  ?ioeud  and  push  the  bladder  down.  If  there  should  be  any 
tissue  included  that  should  not  be,  the  clamp  can  be  loosened  at  any 
stage  and  the  tissue  pushed  down. 

As  regards  the  results  in  the  so-called  intraperitoneal  method. 
Since  last  May  there  have  been,  among  a  large  amount  of  other  work, 
thirty  or  forty  hysterectomies  at  the  Gynaecean  Hospital  and  there 
has  not  been  a  death  in  the  house  from  any  cause  in  that  time. 
Dropping  of  the  pedicle  is  as  safe  as  any  major  operation  can  be. 
It  is  absurd  to  say  that  any  major  operation  is  perfectly  safe.  We 
(  an  not  go  back  to  Keith's  time  and  compare  his  statistics  with  those 
at  the  present  day.  Keith  did  not  know  anything  about  hysterectomy 
from  our  present  standpoint. 
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As  to  complete  extirpation,  I  congratulate  Dr.  Price  on  having 
abandoned  his  old  position  and  come  into  the  camp  of  scientific 
methods,  that  of  complete  extirpation  or  amputation.  I  prophesied 
six  months  ago  that  every  member  of  this  society  would  accept  these 
views.  I  offer  my  congratulations  to  Dr.  Price,  the  last  advocate  of 
the  clamp  method,  for  having,  however  tardily,  found  the  proper  sci- 
entific side  of  the  subject.  * 

Dr.  Baer  states  that  the  stump  should  not  be  touched  after  ampu- 
tation is  made.  If  you  do  not,  there  is  a  chance  that  germs  may 
reach  the  clean  surface  through  the  cervical  canal.  After  wiping  out 
the  cervix  with  the  cautery  or  bichloride  solution,  I  close  it  by  a  cir- 
cular suture  and  whip  over  the  peritonaeum  so  that  there  is  no  chance 
for  infection. 

With  regard  to  Dr.  Price's  objection  that  this  is  not  an  extraperi- 
toneal operation,  because  we  leave  lateral  stumps  ;  if  desired,  it  is 
very  simple  to  take  the  loose  folds  of  peritonaeum  on  each  side  of  the 
stump  and  draw  it  over  the  raw  surface,  thus  making  a  complete  line 
of  suture  from  one  side  to  the  other.  I  do  not  consider  this  neces- 
sary, although  I  have  done  it  a  number  of  times. 

As  regards  time,  amputation  is  a  shorter  operation  than  extirpa- 
tion ;  not  only  is  it  shorter,  but  it  opens  a  smaller  hole  through  which 
sepsis  can  come.  In  total  extirpation  you  have  a  larger  wound  and 
more  connective  tissue  exposed,  which  may  become  infected.  After 
amputation  you  have  a  small  opening  (the  cervical  canal)  which  you 
can  control  perfectly,  and  there  is  the  minimum  amount  of  danger  of 
sepsis.  If,  however,  malignancy  is  suspected,  it  is  necessary  to  do 
complete  extirpation.  If  complete  extirpation  is  to  be  performed,  I 
consider  it  a  faulty  method  to  draw  the  stump  down  into  the  vagina 
and  leave  the  ligatures  long.  The  peritonaeum  should  be  closed  so 
that  there  shall  be  no  raw  surfaces  to  be  followed  by  sloughs.  That 
is  the  fault  in  vaginal  hysterectomies.  There  is  no  vaginal  hysterec- 
tomy done  by  any  method  that  does  not  leave  a  raw  surface  and  a 
surface  to  slough.  The  ideal  surgical  method  is  to  have  nothing  to 
come  away  subsequently  and  to  have  a  completely  closed  wound. 

I  think  that  there  is  no  operation  that  will  ever  stand  in  competi- 
tion with  amputation  except  in  those  cases  where  there  should  be 
complete  removal  on  account  of  suspected  malignancy,  and  this 
should  be  known  before  operation.  The  mere  fact  that  malignancy 
has  occurred  subsequently  is  no  contraindication  to  amputation.  It 
means  simply  that  the  operator  was  at  fault  in  his  diagnosis  or  that 
malignancy  was  there,  but  could  not  be  determined  at  the  time. 
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Dr.  G.  Betton  Massey  :  I  think  that  this  society  will  have 
much  to  answer  for  if  it  continues  to  claim  that  hysterectomy  is  an 
operation  with  a  nil  mortality,  as  has  been  asserted  several  times  to- 
night. Theie  are  others  in  the  world  who  listen  with  much  pleasure 
to  what  is  said  here  and  are  extremely  likely  to  be  guided  thereby. 
If  the  mortality  is  nil,  as  is  claimed,  why  devise  these  new  methods 
or  changes  in  operation  ?  If  they  can  operate  in  one  hundred  cases 
with  one  hundred  successes,  why  change  the  method  ?  If  this  is  so, 
why  was  the  resolution  which  I  offered  to  this  body  a  short  time  ago 
not  seconded?  This  resolution  was  directed  toward  obtaining  the 
statistics  of  this  operation  in  the  hospitals  of  Philadelphia.  I  offered 
that  resolution  because  I  wanted  light  upon  the  subject.  I  do 
know  that  there  are  hospitals  with  a  different  record,  and  that  there 
are  operators  who  have  operated  on  consecutive  cases  of  fibroid 
tumor  with  a  consecutive  series  of  deaths.  I  hear  of  such  statistics 
as  eight  deaths  in  fifteen  operations,  of  five  deaths  in  nine  operations, 
and  so  on,  but  I  do  not  hear  them  here.  I  really  plead  for  more 
light  and  for  more  exact  statistics  upon  this  subject. 

I  wish  also  to  allude  to  the  removal  of  some  of  these  growths  by 
morcellement.  I  am  convinced  that  in  certain  forms  of  cystic  and 
other  submucous  growths  this  method  can  be  assisted  by  very  strong 
positive  galvanic  applications  at  the  site  of  operation,  which  may  be 
conducted  in  several  sittings  by  the  employment  of  continuous  irriga- 
tion on  a  rubber  pad.  I  shall  have  the  pleasure  of  soon  reporting 
such  a  case,  where  piecemeal  extraction  was  practiced,  extending  over 
a  considerable  time,  permitting  the  uterus  to  contract  over  a  vascular, 
cystic,  trabecular  growth  in  the  interior  of  the  uterus,  where  the  use 
of  the  knife  or  scissors  threatened  death  from  haemorrhage.  The 
operation  was  made  possible  by  the  use  of  strong  currents  which 
sealed  up  the  uterus  against  both  haemorrhage  and  septic  absorption. 
The  danger  of  sepsis  was  avoided  by  the  continuous  irrigation,  which 
was  maintained  for  some  months. 

Dr.  M.  Price  :  Dr.  Baldy  states  that  since  September  he  has  had 
thirty  or  forty  or  fifty  hysterectomies,  without  a  death.  Within  the 
last  three  or  four  weeks  he  has  reported  eighty-one  cases,  with  seven 
deaths.  In  his  first  twenty  cases  he  reported  two  deaths,  in  his  first 
twenty-nine,  one  death.  Therefore,  in  his  last  fifty-one  cases,  he  has 
had  six  deaths,  a  rather  large  mortality  ;  no  comparison  with  Keith, 
whom  he  has  criticised.  I  wish  to  say  in  regard  to  Mr.  Keith,  that 
he  was  a  pioneer  in  hysterectomy,  taking  the  operation  up  in  his  age, 
showing  a  .;ur^i<  ;il  power  and  a  surgical  courage  which  has  been  an 
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example  to  the  world,  and  his  work  has  been  our  warrant  for  any- 
thing that  we  have  done.  If  Mr.  Keith  could  get  the  electrical  idea 
out  of  his  head,  he  would  to-day  lay  us  all  out  in  hysterectomy. 

Dr.  Joseph  Price  :  I  think  that  the  records  of  this  society  will 
show  that  I  did  the  first  clean  extirpation  done  in  this  city,  assisted 
by  Dr.  Parish.  I  have  since  continued  to  do  complete  extirpation. 
I  shall  continue  to  do  extraperitoneal  supravaginal  hysterectomy. 
When  we  remove  a  healthy  tumor  from  a  healthy  abdominal  cavity, 
and  place  a  healthy  peritoneal  collar  about  the  pedicle,  we  expect  the 
patient  to  get  well.  I  have  done  one  hundred  and  twenty-two  hys- 
terectomies, with  six  deaths.  Four  of  the  six  were  malignant  and 
hopeless,  one  pyaemic  and  dying  before  the  operation,  the  sixth  due 
to  an  accident. 

With  regard  to  Mr.  Keith,  no  greater  surgeon  in  peritoneal  work 
ever  lived.  He  was  the  embodiment  of  all  that  is  refined  and  skillful 
in  intraperitoneal  work.  He  was  not  only  the  pioneer,  but  the  edu- 
cator of  the  world  in  hysterectomy.  The  forty-two  fibroids  removed 
by  Keith,  with  a  mortality  of  three,  would  weigh  more  than  all  the 
fibroids  removed  in  Philadelphia  in  one  year.  These  were  all  cases 
of  enormous  tumors  where  the  operation  had  been  greatly  delayed, 
and  dropsical  and  a  variety  of  unfavorable  symptoms  were  present. 
If  these  cases  had  been  operated  on  in  Philadelphia,  the  mortality 
would  have  been  forty  per  cent,  instead  of  six. 

With  regard  to  the  specimen,  it  is  in  tumors  of  this  kind  that  we 
have  accidents  to  the  bladder  and  ureters.  If  we  have  a  fixed  bladder 
between  these  tumors,  we  are  liable  to  have  accidents  to  the  bladder 
or  ureter.  We  may  have  a  small  tumor  lifting  the  broad  ligament 
with  the  ureter  on  top.  In  a  recent  case  I  laid  bare  the  ureter  for 
fourteen  inches,  and  after  delivering  the  tumor,  I  took  the  capsule 
and  stitched  it  over  the  ureter  for  fourteen  inches,  to  give  it  a  peri- 
toneal covering  and  support. 

Early  in  the  growth  of  fibroids,  pelvic  peritonitis  fixes  the  ureters 
on  the  tumor  ;  tubal  and  ovarian  suppuration  results  in  fixation  of 
the  ureters. 

Multinodular  fibroids  are  very  commonly  complicated  by  tubal 
and  ovarian  disease. 

Dr.  E.  W.  Gushing  :  I  think  that  what  I  said  in  regard  to  the 
rubber  ligature  has  been  a  little  misunderstood.  There  seems  to  be 
a  fear  that  the  rubber  may  break.  If  you  take  a  thick  ligature  and 
draw  it  with  force,  it  might  break ;  but  if  you  take  a  thinner  ligature 
and  carry  it  around  several  times,  you  get  a  tremendous  pressure,  as 
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the  ligature  re-enforces  itself.  I  have  seen  in  the  hospital  of  a  dis- 
tinguished operator  in  Philadelphia  the  wire  break,  if  I  am  not  mis- 
taken, three  times.  The  ureters  were  under  the  wire,  and  the  patient 
died. 

I  have  reported  fifty  cases,  with  ten  deaths.  These  were  my  first 
cases.    We  do  not  hear  such  reports  frorn  Philadelphia. 

I  do  not  mean  that  the  ligature  may  slip  down  on  the  bladder,  but 
we  can  slip  our  finger  under  the  ligature  and  shell  out  the  tumors  and 
put  the  pins  where  we  want  them  and  regulate  the  application  better 
than  with  the  wire. 

Dr.  J.  M.  Baldy  :  I  do  not  mean  to  detract  from  the  credit  that 
belongs  to  Mr.  Keith  for  his  work  in  the  past,  but  I  do  protest  against 
his  statistics  being  compared  with  those  of  the  present  day.  As  far 
as  large  fibroids  are  concerned,  there  is  no  easier  operation  than  the 
removal  of  a  large  fibroid.  They  are  never  complicated  and  never 
intraligamentary.  The  pedicle  is  always  small  and  easily  dealt  with. 
If  one  wishes  to  do  a  slow  operation,  a  case  with  a  large  fibroid  is  al- 
ways a  safe  one  to  pick  ;  the  larger  the  more  certain  is  it  to  be  easy. 
The  removal  of  small  fibroids  is  the  hardest  ;  the  operation  is  more 
difficult,  and  requires  more  time  and  skill. 

With  regard  to  the  hysterectomies  at  the  Gynaecean  Hospital': 
My  paper  reporting  seventy-seven  cases  was  read  before  the  Pan- 
American  Congress  in  September.  The  whole  winter  has  passed 
since  then.  The  eighty-one  cases  alluded  to  were  referred  to  at  a 
later  date  in  another  paper  when  the  number  had  increased  to  that 
point.  I  am  not  at  present  the  only  surgeon  operating  in  the  Gynae- 
cean Hospital,  and  the  statement  that  there  have  been  thirty  or  forty 
cases  there  without  a  death  since  last  May,  although  merely  an  off- 
hand estimate  and  not  pretending  to  be  strictly  accurate,  is  not  by  any 
means  an  exaggerated  statement,  either  as  to  numbers  or  results,  as 
seems  to  be  implied  by  the  remarks  of  Dr.  Price.  There  are  gentle- 
men present  who  have  seen  me  do  as  many  as  three  hysterectomies 
for  fibroid  tumors  in  one  afternoon.  And  not  uncommonly  have  I 
done  two  at  one  sitting. 
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THE  STATUS  OF  GYNECOLOGY  ABROAD. 
By  Hiram  N.  Vineberg,  M.  D. 

Ligation  of  the  Uterine  Arteries  in  Myoma  Uteri. 

Dr.  S.  Gottschalk  (Ctrlbl.  fiir  Gyn.}  1893,  No.  39)  describes  the 
technique  he  follows.  He  ligates  the  arteries  in  the  same  way  as  he 
would  in  vaginal  hysterectomy.  The  vaginal  mucous  membrane  is 
incised  and  three  ligatures  one  over  the  other  are  applied  so  that  the 
lower  part  of  the  broad  ligament  is  embraced.  Silk  is  used  for  the 
ligatures  and  the  mucous  membrane  is  closed  over  them.  In. order 
to  avoid  injuring  the  bladder  he  has  always  separated  it  from  the 
uterus  though  he  admits  this  may  be  unnecessary.  His  experience 
thus  far  covers  seven  cases,  the  last  two  being  operated  upon  only 
two  months  ago.  In  both  of  these  cases  the  myoma  was  the  size  of  a 
small  fist  and  caused  profuse  haemorrhages.  These  have  ceased  as  well 
as  the  other  symptoms  that  had  been  present.  The  other  five  cases 
had  been  operated  upon  within  from  four  to  fifteen  months.  In  two  a 
complete  cure  had  taken  place,  as  the  growth  as  well  as  the  symptoms 
had  disappeared.  In  the  other  three  cases  a  shrinking  of  the  growth 
had  occurred.  In  some  cases  he  combines  a  curettage  with  the  liga- 
tion and  follows  up  the  operation  with  a  course  of  ergot.  He  con- 
siders with  Kiistner  that  the  operation  is  indicated  in  concentric 
hypertrophy  of  the  uterus  and  in  obstinate  metrorrhagia  of  the  cli- 
macteric. 

Treatment  of  Inoperable  Uterine  Carcinoma. 
Dr.  F.  X.  Bernhart  (Ibid.),  acting  on  the  well-known  affinity  of 
salicylic  acid  for  epithelium,  treated  six  cases  of  inoperable  cancer  of 
the  uterus  with  parenchymatous  injection  of  salicylic  acid.  He  used 
a  solution  containing  six  per  cent,  of  the  acid  and  sixty  per  cent,  of 
alcohol.  The  injections  were  made  with  a  fine  needle  attached  to  a 
Braun  syringe.  A  few  drops  of  the  solution  were  injected  from 
seven  to  ten  times  into  the  growth  at  each  seance.  The  results  were 
gratifying  in  each  instance.  After  the  injections  there,  was  slight  ele- 
.vation  of  the  temperature.  As  yet  he  would  recommend  the  pro- 
cedure as  merely  a  palliative. 

The  Treatment  of  Rupture  of  Uterus. 
K.  Merz  (Archiv  fur  Gyn.,  Bd.  xlv,  Heft  2)  reports  two  cases 
coming  under  his  observation  and  collects  in  tabular  form  all  the 
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hitherto-published  cases,  giving  an  analytical  review  of  them.  In  fifty- 
four  cases  in  which  cceliotomy  was  done  the  recoveries  were  forty-eight 
per  cent.    He  draws  the  following  conclusions  : 

1.  If  only  the  trunk  and  extremities  of  the  foetus  have  escaped 
into  the  abdominal  cavity  and  the  head  lies  over  the  pelvis,  the 
woman  should  be  delivered  per  vias  naturales,  either  with  the  forceps 
or  by  perforation  and  the  cranio-tractor. 

2.  If  the  head  of  the  fcetus  or  the  whole  body  has  escaped  into  the 
abdominal  cavity,  version  and  extraction,  as  is  frequently  advised, 
should  not  be  attempted,  but  cceliotomy  should  be  done  at  once  and 
the  fcetus  delivered  through  the  abdominal  incision. 

3.  In  the  latter  case  the  rupture  should  be  completely  sutured. 

4.  If  the  woman  has  been  delivered  per  vias  naturales  and  the 
conditions  being  very  favorable,  cceliotomy  and  suture  of  the  rup- 
ture should  follow  the  birth  immediately. 

5.  If  the  conditions  are  not  favorable  then  drainage  with  iodo- 
form gauze  without  irrigation  should  be  employed. 

6.  If  the  uterus  is  markedly  degenerated  or  if  septic  endometritis 
has  developed,  a  Porro  operation  should  be  done. 

Conservative  Method  of  treating  Inveterate  Inversio  Uteri  of  Puerperal 

Origin. 

Kuestner  (Ctrlbl.  fur  Gyn.,  1893,  No.  40)  hit  upon  a  method  which 
was  attended  with  surprising  success  in  a  case  of  inversio  uteri  in  which 
several  other  procedures  had  been  tried  and  had  failed.  The  steps 
of  his  procedure  were  as  follows  : 

1.  A  wide  transverse  opening  of  Douglas'  space. 

2.  Entering  this  with  one  finger  to  break  up  any  adhesions  around 
the  cup  of  depression. 

3.  Resecting  a  longitudinal  strip  of  the  posterior  wall  of  the  uterus. 

4.  Inverting  the  uterus  by  fixing  the  cup,  with  the  finger  in  Doug- 
las' space  and  with  the  thumb  of  the  same  hand  invaginating  the 
fundus. 

5.  Suturing  the  uterine  wound  from  the  peritoneal  side  through 
deep  and  superficial  sutures. 

6.  Sewing  up  Douglas'  space. 

A  New  Operation  for  Prolapsus  Uteri. 

Dr.  H.  W.  Freund  (Ctrlbi.  fiir  Gyn.,  1893,  No.  47)  describes  his 
new  operation  as  follows  :  It  consists  in  passing  a  number  of  silver- 
wire  sutures  into  the  vagina  beneath  the  mucous  membrane,  cutting 
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them  short  and  letting  them  remain  permanently.  The  first  suture 
is  introduced  into  the  vaginal  mucous  membrane  and  at  the  vagi- 
nal attachment  of  the  portio  vaginalis.  A  slightly  curved  needle 
is  used  to  which  the  suture  is  attached  by  means  of  a  leader.  The 
needle  is  made  to  enter  the  mucous  membrane  and  is  carried  in  the 
submucous  tissue  as  far  around  the  cervix  as  it  conveniently  can.  It 
is  then  made  to  come  out  and  re-enters  the  mucous  membrane  in  the 
hole  made  by  its  exit.  This  is  repeated  until  the  needle  comes  out  at 
the  hole  made  by  its  first  entrance.  The  cervix  is  now  pushed  back 
into  the  lumen  of  the  vagina  and  the  suture  is  tied  so  that  the  opening 
left  will  admit  only  the  point  of  the  index  finger.  The  next  suture  is 
passed  in  the  same  manner,  one  or  two  fingers'  breadth  above  the  first, 
and  before  it  is  tied  the  lumen  of  the  vagina  is  further  inverted,  leav- 
ing an  opening  of  the  same  caliber.  Several  more  sutures  are  passed 
in  the  same  way  until  the  whole  lumen  of  the  vagina  is  embraced, 
the  last  suture  being  passed  around  the  border  of  the  introitus  at  the 
level  of  the  hymen. 

The  operation  is  easily  done  and  can  be  borne  without  an  anaes- 
thetic and  the  patients  may  walk  about  immediately  after  it.  The 
author  performed  his  last  two  operations  in  his  office  during  his  office 
hours.  The  operation  is  indicated  in  elderly  patients  with  complete 
procidentia  and  in  whom  marital  intercourse  is  out  of  the  question. 
Seven  cases  had  been  operated  upon  and  all  with  good  immediate 
results. 

[We  witnessed  Dr.  Edebohls  perform  the  operation  at  St.  Francis 
Hospital  a  short  time  ago.  He  used  silkworm  gut  instead  of  silver 
wire.  The  operation  was  practically  bloodless  and  excited  admira- 
tion by  its  ingenuity.  The  question  of  a  permanent  result  the  future 
will  have  to  decide.] 

Uterine  Hemorrhage  in  Scurvy. 

A.  Goldberg  (Centrlbt.  fur  Gyn.,  1893,  No.  50)  gives  the  history 
of  a  case  of  profuse  uterine  haemorrhage  attended  with  petechiae  all 
over  the  body  and  which  upon  closer  investigation  showed  that  the 
woman  was  the  subject  of  scurvy.  The  haemorrhage  was  first  looked 
upon  as  due  to  an  abortion  but  a  further  examination  of  the  woman 
and  her  antecedents  resulted  in  a  diagnosis  of  the  aforesaid  disease. 
The  woman  was  cured  by  a  treatment  directed  to  her  general  con- 
dition. 

43 
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The  Treatment  of  Sterility. 

L.  Seeligman  (Mii/ic/i.  med.  JVoe/i.,  1893,  No.  45)  found  himself 
provoked  to  write  on  this  subject  again  by  Bumm's  article  on  Sterility 
in  the  Female.  He  makes  the  claim  that  in  his  article  (Berl.  klin. 
Woch.,  1 891,  No.  41)  over  two  years  ago  he  brought  out  all  the  points 
made  by  Bumm  in  his  recent  paper.  He  is  not  in  favor  however  of 
massage  of  the  vaginal  vault  for  involuntary  outflow  of  the  seminal 
fluid  immediately  after  coition.  For  this  condition  he  recommends 
elevation  of  the  pelvis  during  the  sexual  act  and  this  position  to  be 
maintained  for  some  time  afterward.  His  investigations  showed  that 
sterility  in  the  marital  state  is  due  to  sterility  of  the  husband  in  sev- 
enty-five per  cent,  as  a  result  of  double  epididymitis.  He  draws  at- 
tention to  his  former  article  for  the  treatment  of  this  condition. 

Vagifio- fixation. 

G.  V.  Knorre  (Centrlbl.  fur  Gyn.f  1893,  No.  51)  reports  in  tabular 
form  twenty-nine  cases  of  vagino-fixation  operated  on  at  the  Dorpat 
Frauenklinik  from  August,  1892,  to  April,  1893.  He  divides  the 
cases  into  two  series.  In  the  first  series,  comprising  thirteen  cases, 
the  technique  followed  was  that  after  Mackenrodt's  earlier  work.  The 
uterus  was  sutured  immediately  above  the  internal  os.  The  patients 
were  allowed  up  from  the  eighth  to  the  tenth  day.  The  results  were 
good  in  four  cases  only  ;  in  nine  the  retroflexion  recurred  in  a  time 
varying  from  twelve  days  to  five  months. 

In  the  second  series,  comprising  sixteen  cases,  the  sutures  through 
the  uterus  were  passed  higher  up,  about  one  and  a  half  to  two  centi- 
metres above  the  internal  os.  In  six  of  these  the  retroflexion  recurred 
soon  afterwards — within  a  few  weeks. 

In  the  remaining  ten  cases  the  uterus  lay  in  good  anteversion  but 
five  of  these  passed  from  observation  shortly  after  leaving  the  hospital. 
One  patient  became  pregnant  four  weeks  after  the  operation.  She 
went  to  full  term  and  the  position  of  the  uterus  was  not  changed  by 
the  pregnancy. 

[We  can  not  refrain  from  making  some  comments  upon  these  un- 
favorable results  in  a  class  of  cases  which  should  have  been  attended 
with  better  success.  The  author  states  that  they  were  all  cases  of 
mobile  retroflexions  apparently  without  any  complications,  as  none 
are  stated  to  have  existed.  The  first  series  must  be  left  out  of  con- 
sideration, as  it  is  agreed  upon  by  all  that  in  order  to  obtain  any 
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permanent  result  the  sutures  must  be  passed  some  distance  above  the 
internal  os.  Still  it  is  remarkable  that  in  spite  of  this  faulty  method, 
and  of  allowing  the  patients  to  leave  the  bed  at  the  end  of  eight  days, 
there  should  have  been  four  anatomical  and  clinical  cures.  The  com- 
paratively poor  results  in  the  second  series,  as  they  differ  so  much  from 
that  of  other  operators,  the  author  is  frank  enough  to  say  may  have 
been  due  to  faultv  technique.  (The  fault  with  the  technique  lay  in  not 
resecting  a  strip  from  either  vaginal  flap  and  then  doing  an  anterior 
colporrhaphy,  which  is  so  much  needed  in  most  cases  of  retrodis- 
placements.)  But  in  our  opinion  the  large  number  of  failures  were 
doubtless  due  as  much  to  allowing  the  patients  to  leave  the  recumbent 
posture  and  go  about  attending  to  their  household  duties  so  early  as 
from  eight  to  twelve  days  after  the  operation.  The  patients  should 
be  kept  at  least  three  weeks  in  the  recumbent  posture,  a  course  that 
has  been  pursued  by  all  other  operators  and  by  the  reviewer.  This  is 
none  too  long  a  time  for  the  formation  of  adhesions  firm  enough  to 
withstand  the  resistance  of  forces  that  have  kept  the  uterus  for  months 
or  years  in  a  faulty  position.  The  great  number  of  uncomplicated 
mobile  retroflexions  within  a  period  of  eight  months  strikes  us  as  being 
rather  unusual.  We  can  not  help  thinking  that  the  author  was  very 
broad  in  his  interpretation  of  "  mobile  retroflexions."  The  report 
confirms  the  experience  of  others  regarding  the  safety  of  the  operation 
and  the  absence  of  any  bladder  or  untoward  symptoms  afterward.] 

The  Question  of  the  Origin  of  Puerperal  Osteomalacia. 

H.  Loehlein  (Ctrlbl.  fur  Gyn.,  1894,  No.  1)  can  not  reconcile 
many  features  of  osteomalacia  with  the  theory  of  its  infectious  origin. 
To  determine  the  foundation  of  this  theory  he  resected  a  small  por- 
tion of  the  softened  bone  from  the  crest  of  the  right  ilium  from  a 
patient  recently  operated  upon.  This  was  examined  bacteriologically 
with  a  negative  result.  Examinations  of  several  sections  of  atrophied 
ovaries  was  also  negative.  Incidentally,  he  states  that  the  result  of 
the  operation  (castration)  in  this  case  was  not  as  brilliant  as  in  former 
cases  operated  on  by  him. 

.Examination  of  the  Vaginal  Secretions  in  One  Hundred  Pregnant 

Women. 

Dr.  Kroenig  (Ibid.)  agrees  with  Doderlein,  Winter,  Steffek,  Wil- 
liams and  others  that  the  pathogenic  microbe  in  the  lochia  of  cases 
of  puerperal  fever  is  the  streptococcus,  and  that  only  very  rarely  is 
the  staphylococcus  aureus  found,  but  never  the  staphyloccus  albus. 
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On  the  other  hand  these  observers  very  frequently  found  the  staphy- 
lococcus albus  and  aureus  in  the  pathological  secretions  of  the 
vagina  and  cervix.  In  the  examination  of  over  300  cases  he  has  never 
found  a  neutral  reaction  of  the  vaginal  secretion.  Of  the  100  preg- 
nant women  51  had  normal  secretions,  38  had  pathological  and  11 
had  hyperpathological  secretions. 

Of  the  51  with  normal  secretions  40  were  absolutely  free  of  mi- 
crobes. In  6  the  agar  culture  showed  colonies  of  Soor.  Of  the  38 
with  pathological  secretions  the  cultures  were  sterile  in  28 ;  in  5  there 
were  colonies  of  Soor  and  in  5  there  were  colonies  of  short  rods,  etc. 
In  the  11  with  hyperpathological  secretion  3  were  free  of  microbes,  2 
showed  Soor,  and  6  showed  gonococci. 

As  a  result  of  his  investigations  he  draws  the  conclusion  that  the 
vagina  of  every  pregnant  woman  is  aseptic  and  only  becomes  septic 
through  examination.  The  exception  to  this  is  the  presence  of  gono- 
cocci which  may  produce  fever  in  the  puerperium.  The  author  con- 
sequently considers  vaginal  douches  during  labor  as  not  only  super- 
fluous but  at  times  injurious. 

Prof.  Doderlein  follows  with  an  article  on  the  same  subject  in 
which  he  contests  the  results  of  Kronig's  investigations.  He  suggests 
Kronig's  failure  to  obtain  a  neutral  or  alkaline  reaction  with  the 
pathological  vaginal  secretion  may  have  been  due  to  faulty  testing 
paper.  He  (Doderlein)  uses  paper  prepared  by  Hoffman  and  which 
is  very  sensitive. 

Stricture  of  the  Urethra  in  the  Female. 

L.  Kleinwaechter  (Ze/t.  fur  Geb.  and  Gyn.,  Bd.  xxviii,  Heft  1) 
gives  a  short  review  of  the  subject.  He  does  not  agree  with  Ely  van 
de  Warker  that  stricture  of  the  urethra  in  woman  is  as  frequent  as  it 
is  in  man.  In  three  thousand  gynaecological  cases  he  has  met  with  only 
three  marked  cases.  The  most  frequent  cause  of  stricture  the  author 
says  is  gonorrhoea.  He  reports  a  case  belonging  to  this  category.  Her- 
man of  London  drew  attention  to  a  form  of  stricture  observed  in  old 
women  which  he  attributed  to  thickening  and  induration  of  the  urethro- 
vaginal connective  tissue.  The  cause  seems  obscure  and  Herman  is 
inclined  to  look  upon  the  affection  as  incident  to  old  age  and  corre- 
sponding to  hypertrophy  of  the  prostate  in  the  male.  The  author 
reports  a  case  of  this  kind.  Stricture  may  also  follow  the  traumatism 
which  the  urethra  is  subjected  to  in  its  lower  third  during  the  act  of 
labor.    One  typical  case  of  this  kind  is  reported  by  the  author. 

The  treatment  of  stricture  of  the  urethra  is  best  accomplished  by 
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gradual  dilatation  with  sounds.  If  the  stricture  be  situated  in  the 
anterior  portion  urethrotomy  may  be  advisable.  The  author  speaks 
favorably  of  dilatation  with  galvanism  when  a  vesico-vaginal  fistula 
is  present.  This  should  be  repaired  and  the  stricture  dilated  with 
sounds. 

[Within  the  past  few  months  the  reporter  has  observed  a  very  pro- 
nounced case  of  stricture  of  the  urethra  in  a  woman  in  middle  life, 
due  to  great  induration  ?>'nd  thickening  of  the  urethral-vaginal  sep- 
tum. In  this  instance  the  trouble  followed  a  difficult  labor.  She 
was  very  much  benefited  by  gradual  dilatation  with  sounds,  but  she 
passed  from  under  observation  before  much  dilatation  had  been 
effected.] 

E.  Larbeau  (Arehw.  de  Toe.  et  de  Gyn.,  April,  r 893)  treats  of  the 
same  subject  and  reports  a  case  in  which  stricture  followed  cauteriza- 
tion for  the  removal  of  a  urethral  polypus. 

In  the  same  number  of  the  Journal  and  in  the  May  number  F.  L. 
Genouville  has  a  lengthy  paper  upon  stricture  of  the  urethra  in  the 
female.  He  reports  an  interesting  autopsy  in  a  woman  aged  sixty 
who  died  from  a  cystitis  and  an  ascending  pyonephritis  as  a  result 
of  a  moderate  stricture  which  admitted  a  No.  12  (French)  sound. 
Dissection  of  the  urethra  revealed  two  small  bridles  of  thin  membrane. 

The  author  made  a  number  of  experiments  upon  fifty  subjects  to 
determine  the  relative  capacity  of  the  male  and  female  bladder.  As 
a  result  of  these  he  states  that  the  female  bladder  filled  with  water  at 
the  pressure  of  the  atmosphere  is  only  about  two  thirds  the  size  of 
the  male  bladder.  But  at  a  pressure  of  [.50  atmosphere  it  becomes 
much  larger  than  the  male  organ,  being  from  three  to  three  times  and 
a  half  larger,  showing  a  dilatability  three  times  greater  than  a  male 
bladder.  The  muscular  tissue  of  the  female  bladder  is  only  about 
two  thirds  of  the  thickness  of  that  of  the  male. 
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NEW  INSTRUMENTS. 

A  NEW  LEG  HOLDER  ADAPTABLE  TO  BOTH  THE 
DORSAL  AND  SEMI-PRONE  POSITIONS* 

By  J.  Dougal  Bissell,  M.  D.,  New  York. 

The  accompanying  figures  represent  an  instrument  which  was  de- 
vised for  the  purpose  of  assisting  in  keeping  the  limbs  out  of  the  field 
of  vision  during  operations  upon  the  rectum  and  genital  organs.  It 
consists  essentially  of  four  parts,  two  leg  straps,  a  back  strap  and. a 
counter  strap.  The  leg  straps,  which  are  well  padded  to  prevent  con- 
striction, are  shaped  so  as  to  fit  snugly  around  the  upper  portion  of 
the  calf  and  buckle  on  the  inside  of  limbs.  The  back  strap  is  several 
feet  long,  and  its  middle  portion,  to  the  extent  of  about  twenty  inches, 
is  well  padded  and  covered  with  rubber  cloth  ;  the  purpose  of  this 
rubber  cloth  is  to  prevent  staining  from  blood  which  might  flow  to 


the  back.  The  counter  strap  is  composed  of  two  parts,  each  part  be- 
ing fastened  at  an  angle  to  the  outer  side  of  the  leg  straps,  pass  around 
the  lower  portion  of  the  thighs  and  buckle  immediately  over  the  ab- 

*  Presented  before  the  Woman's  Hospital  Alumni  Association,  January  19,  1894, 
and  by  invitation  before  the  New  York  Obstetrical  Society,  January  30,  1894. 
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domen.  This  strap  both  regulates  the  degree  of  separation  of  the 
limbs  and  assists  in  holding  them  steady. 

The  feature  of  the  apparatus  to  which  I  would  invite  particular 
attention  is  the  use  of  the  back  about  the  lumbar  region,  as  a  fixed 


point  of  support.    The  force  so  applied  acts  at  a  right  angle  to  the 
body  and  separates  the  limbs  at  the  same  time  that  it  flexes  them 
upon  the  abdomen.    While  the  Clover  crutch  possesses  advantages 
over  all  appliances  that  use  the  shoulder  as  a  fixed  point  for  flexing 
the  limbs,  yet  it  has  with  them  one  common  disadvantage—/.  e.}  that 
the  shoulders  and  knees  are  brought  nearer  each  other  the  more  the 
limbs  are  flexed  upon  the  body.    Strictly  speaking  then,  the  shoulders 
can  not  be  made  a  fixed  point,  and  the  tendency  of  the  force  acting 
from  them  is  to  double  up  or  flex  the  body  upon  itself,  which  dimin- 
ishes materially  the  breathing  capacity  of  the  lungs.    When  the  strap 
is  applied  as  here  directed,  the  capacity  of  the  chest  is  not  interfered 
with,  and  the  backache  occasioned  by  the  pressure  about  the  lumbar 
region  is  less  intense  than  that  caused  by  the  arching  of  the  spine. 
The  heavy  iron  bar  in  Clover's  crutch  which  serves  to  keep  the  limbs 
apart,  gives  rise  to  a  considerable  amount  of  pain  about  the  patient's 
knees,  and  the  pressure  in  the  popliteal  spaces  by  the  iron  bands 
causes  more  or  less  interference  with  the  circulation  of  the  limbs. 
Such  discomforts  are  avoided  by  the  use  of  the  device  here  described, 
because  the  pressure  about  the  limbs  is  over  the  upper  and  inner  por- 
tion of  the  tibia;  the  popliteal  space  and  the  soft  parts  being  in  this 
way  avoided  altogether. 
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We  frequently  find  it  difficult,  in  operating  in  Sims'  position,  to 
keep  the  limbs  from  extending,  particularly  where  the  patient  is  stout 
or  not  fully  under  the  anaesthetic.  Such  an  annoyance  is  completely 
avoided  by  the  proper  adjustment  of  this  strap  ;  and  not  only  does  it 
serve  in  securing  this  position,  but  the  back  band  may  be  used  as  the 
point  of  attachment  for  Cleveland's  self-retaining  speculum  instead  of 
the  shoulders.  This  combination  of  instruments  was  suggested  by 
Dr.  Cleveland,  and  it  will  be  found  to  facilitate  greatly  the  operation 
where  the  number  of  assistants  is  limited.  Upright  supports,  of  course, 
have  their  advantages,  but  like  the  Clover  crutch  they  can  be  used  in 
only  one  position  and  are  costly,  heavy  and  inconvenient  to  carry. 


The  advantages  of  this  strap  are  as  follows  : 

It  can  be  folded  into  a  parcel  sufficiently  small  to  be  placed  with 
other  instruments  in  the  operating  bag.  It  causes  the  patients  no  in- 
convenience  and  does  away  with  many  of  the  disagreeable  symptoms 
oc<  asioned  by  the  use  of  other  leg  holders.  It  can  be  used  with  equal 
advantage  in  both  the  dorsal  and  semi-prone  positions.  It  does  not 
interfere  with  respiration,  is  light,  easy  to  clean  and  cheap. 

In  conclusion  I  would  say  that  while  the  apparatus  differs  from 
all  other  leg  holders,  yet  its  shape  is  not  essential,  and  that  any  sim- 
ple strap  with  loops  for  the  limbs  and  a  back  band  can  be  used  with 
almost  equal  advantage. 
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SENILE  ENDOMETRITIS  * 
By  Alexander  J.  C.  Skene,  M.  D. 

The  prevailing  opinion  is  that  cancer  is  the  only  disease  of  the 
uterus  to  be  looked  for  after  the  menopause.  There  is  a  decided 
immunity  of  the  uterus  from  inflammatory  affections  in  aged  women. 
In  the  past  and  present  authorities  have  agreed  in  stating  that  endo- 
metritis ends  in  recovery  at  the  change  of  life.  These  opinions  are 
true  only  to  a  certain  extent.  I  have  seen  a  number  of  cases  of  en- 
dometritis which  persisted,  in  a  modified  form,  after  the  menopause 
and  a  considerable  number  in  which  this  affection  appeared  long 
after  the  climacteria.  The  pathology  and  natural  history  of  endo- 
metritis in  advanced  life  differ  so  from  inflammatory  affections  of  the 
uterus  in  middle  life  that  I  concluded  eighteen  or  twenty  years  ago 
"hat  senile  endometritis  was  a  special,  distinct  affection  worthy  of 
more  attention  than  had  been  given  to  it.  Fritsch  in  Billroth 's  Hand- 
buch  fur  Frauenkrankheiten  treats  of  this  affection  and  three  or  four 
others  have  referred  to  his  contributions,  and  that  is  all  I  can  find  in 
the  literature  ;  even  at  the  present  time,  there  are  only  four  or  five 
authors  who  make  any  allusion  to  it. 

The  subject  was  first  brought  to  my  notice  most  forcibly  in  the 
year  1875.  A  patient,  the  relative  of  a  physician,  aged  sixty-eight, 
came  under  my  care  while  suffering  from  a  sero-purulent  discharge 
from  the  uterus.    I  made  a  diagnosis  of  cancer  but  found  I  was  mis- 
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taken.  She  recovered,  but  I  could  see  that  this  affection  differed 
from  endometritis  as  it  occurs  in  middle  life.  From  that  time  I  have 
kept  such  cases  carefully  under  observation  and  I  have  collected 
facts  sufficient  to  complete  the  natural  history  of  the  disease. 

Pathology. — The  inflammation  may  be  limited  to  the  cervix  alone, 
but  as  a  rule  it  involves  the  entire  mucosa.  When  it  occurs  soon 
after  the  menopause,  and  especially  if  it  is  a  continuation  of  a  cervical 
endometritis  that  existed  before  the  menstrual  function  is  finally  sus- 
pended, it  assumes  a  catarrhal  form,  modified.  As  usually  seen,  it  is 
suppurative,  the  discharge  being  sero-purulent.  When  it  begins  as  a 
catarrh  it  gradually  progresses  to  a  suppurative  form.  In  the  catarrhal 
form,  the  discharge,  at  first  a  leucorrhcea,  diminishes  and  changes 
from  the  translucent  tenacious  discharge  to  a  darker  glue-like  mate- 
rial, associated  with  a  sero-purulent  matter.  The  change  results  from 
the  atrophy  of  the  glands  of  Naboth  which  secrete  the  leucorrhceal 
discharge  of  catarrhal  endometritis.  The  character  of  the  discharge 
is  modified  first  by  the  atrophy  which  follows  the  menopause  and  by 
changes  of  structure  which  are  produced  by  the  disease  itself.  It  is 
not  until  the»  senile  involution  is  complete  that  the  pathological 
anatomy  of  the  disease  is  fully  developed  and  shows  the  character- 
istics, which  distinguish  this  affection  from  all  other  forms  of  endo- 
metritis. 

There  is  first  a  general  atrophic  thinning  of  the  whole  mucous 
membrane.  The  epithelium  changes  from  ciliated  to  cylindrical, 
then  pavement  and  finally  is  almost  entirely  lost.  The  surface 
around  the  os  externum  becomes  irregular,  thin  and  shows  a  bluish 
red  color,  which  presents  a  marked  contrast  to  the  appearance  of 
erosion  seen  in  endometritis  of  early  life.  Granulations  of  low  vitality 
appear  on  the  endometrium  and  minute  extravasations  of  blood  occur 
and  are  seen  as  small  pigmentation  spots.  The  glands  become  oblit- 
erated entirely  by  the  morbid  process  and  hence  there  can  be  no 
secretion  but,  instead,  pus  formation.  There  is  molecular  death  of 
the  structures  but  extensive  ulceration  is  rare.  During  the  develop- 
ment of  this  affection,  the  atrophy  of  the  muscular  structure  of  the 
cervix  proceeds  faster  than  in  the  mucous  membrane  of  the  cervix 
and  there  is  an  inversion  of  the  membrane  which  gives  a  peculiar  ap- 
pearance. Around  the  os  externum,  there  is  an  elevated  bluish  red 
rin^  which  stands  out  in  marked  contrast  to  the  normal  mucous  mem- 
brane of  the  vagina.  Laceration  of  the  cervix  uteri  frequently  accom- 
panies senile  inflammation  and,  when  there  is  much  scar  tissue  pres- 
ent, the  suffering  is  more  marked.    Stricture,  partial  or  complete,  at 
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the  os  internum  or  externum  is  frequently  formed.  Closure  of  the 
os  internum  is  caused  in  some  cases  by  retroflexion  of  the  uterus. 
In  this  condition  the  discharge  is  intermittent.  For  a  number  of  days 
the  flow  stops  and  then  a  free  discharge  of  offensive  pus  takes  place. 
Complete  occlusion  of  the  canal  is  caused  by  adhesions  of  the  disin- 
tegrated mucous  membrane,  a  result  which  follows  suppurative  in- 
flammation of  the  mucosa  but  is  rarely  if  ever  present  in  catarrhal 
forms  of  inflammation.  Pus  accumulates  above  the  stricture  and  dis- 
tends the  body  of  the  uterus  giving  rise  to  a  condition  which  resembles 
an  abscess  in  pathology,  symptoms  and  signs.  If  the  stricture  is  not 
extensive  the  pressure  will  force  it  open,  pus  will  be  discharged  and 
there  will  be  repetitions  of  the  closure,  accumulation,  reopening  and 
discharge.  In  most  cases  it  is  necessary  to  open  and  dilate  the  canal 
before  relief  can  be  obtained.  When  the  disease  has  existed  long 
enough  to  destroy  the  mucous  membrane  it  m^y  end  in  cicatrization, 
but  there  is  a  marked  tendency  to  continued  suppuration.  The  dis- 
ease can  hardly  be  called  self-limiting. 

In  nearly  all  the  cases  that  I  have  seen  in  which  there  has  been,  for 
a  time,  a  stenosis  of  the  canal,  the  uterus  has  become  greatly  distended 
and  prolapsed  or  retroverted.  The  cavity  of  the  uterus  measured 
three  and  a  half  inches  in  one  case  and  four  inches  in  another. 
The  senile  atrophy  may  be  delayed  by  the  presence  of  endometritis, 
and  the  uterus  may  remain  larger  than  it  should  be  in  old  age,  but 
that  does  not  account  for  nor  is  it  like  the  enlargement  from  disten- 
tion. In  the  enlargement  of  the  cavity  from  distention  with  pus  the 
walls  become  very  thin,  while  in  the  other  the  normal  thickness  of  the 
walls  continues. 

Causation. — A  continuation  of  endometritis,  acquired  before  the 
menopause,  accounts  for  a  certain  number  of  the  cases,  especially  of 
those  in  which  the  disease  is  limited  to  the  cervix.  Some  of  the 
severer  cases,  in  which  the  disease  involves  the  body  of  the  uterus, 
are  caused  by  displacements,  prolapsus  or  retroversion,  especially 
retroversion.  Prolapsus  in  a  marked  degree  exposes  the  cervix  to 
irritation  and,  if  it  continues  for  long,  inflammation  and  ulceration 
will  appear  around  the  os  externum,  and  the  mucous  membrane  of 
the  canal  becomes  involved.  The  atrophy  of  the  cervix  is  retarded, 
or  else  infiltration  takes  place  and  keeps  the  cervix  enlarged.  These 
cases  are  easily  controlled  in  case  the  displacement  can  be  relieved 
Corporeal  endometritis  is  frequently  caused  by  retroversion.  The 
displacement  interrupts  the  escape  of  the  secretion  of  the  mucous 
membrane  ;  its  retention  causes  decomposition  and  inflammation  of  a 
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purulent  variety.  Stricture  at  the  os  internum  would  cause  inflamma- 
tion in  the  same  way  as  retroversion,  and  the  two  are  often  found  to- 
gether, but  in  the  majority  of  cases  the  occlusion  is  the  result  of  the 
inflammation. 

Acute  or  latent  gonorrhoea  may  cause  this  form  of  endometritis, 
but  I  am  not  sure  that  I  have  ever  seen  a  case  of  acute  gonorrhceal 
endometritis  after  the  menopause.  Old  neglected  cases  I  have  seen 
several  times. 

Senile  vulvitis  and  vaginitis,  due  to  malnutrition  and  inattention 
to  cleanliness,  extend  and  cause  endometritis  in  advanced  life  but,  as 
the  latter  very  often  is  the  cause  of  the  former,  it  is  difficult  to  decide 
in  a  given  case  whether  the  disease  began  in  the  uterus  or  vagina. 
Fibromata  of  the  uterus  act  as  a  very  important  cause  of  the  affec- 
tion. Although  uterine  fibromata  frequently  disappear  after  the 
menopause,  the  endometritis  which  accompanies  the  neoplasm  con- 
tinues but  changes  from  a  catarrhal  to  a  purulent  form.  One  patient 
who  had  a  small  fibroid  passed  the  climacteria  and  was  free  from  all 
uterine  disease  until  she  was  sixty  years  old.  She  then  developed  an 
endometritis  attended  with  such  a  profuse  sero-purulent  discharge 
that  she  sought  relief  of  her  family  physician.  He  made  a  diagnosis 
of  cancer  and  she  was  brought  to  me  for  operation.  I  found  the 
remains  of  the  fibroid  in  the  cavity  of  the  uterus.  It  was  removed, 
and,  though  the  serous  element  of  the  discharge  subsided  at  once,  the 
endometritis  persisted  and  only  yielded  to  treatment  after  several 
months. 

I  have  often  wondered  why  the  surgeons,  who  find  so  many 
charges  against  fibromata,  such  as  their  danger  to  life  and  health, 
have  never  found  senile  endometritis  caused  by  them.  Perhaps  they 
have  overlooked  this  matter,  or  it  may  be  that  these  fere  cases  which 
they  have  mistaken  for  cancerous. 

Fibromata  cause  endometritis  after  the  menopause  by  delaying 
senile  atrophy  and  also  by  sloughing  which  takes  place  in  rare  cases. 
Catarrhal  endometritis  usually  accompanies  fibromata  and  changes 
to  the  purulent  variety  after  the  menopause,  as  already  stated. 

Another  curious  fact  is  that  although  the  fibroid  that  causes  the 
metritis  may  slough  and  come  away,  or  become  pedunculated  and 
the  surgeon  remove  it,  the  metritis  continues.  This  is  the  opposite  to 
that  which  occurs  in  middle  life.  If  a  fibroid  is  removed  in  a  young 
subject  the  endometritis  usually  subsides  when  this  cause  is  removed. 
I  saw  one  lady,  fifty-four  years  old,  who  had  a  submucous  fibroid  of 
the  uterus.    She  had  a  well-marked  endometritis  which  was  being 
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treated  without  benefit.  The  fibroid  sloughed  and  was  completely 
removed.  She  had  septicaemia  from  which  she  recovered,  but  the 
purulent  endometritis  persisted  and  only  yielded  to  treatment  after 
long-continued  efforts.  I  supposed  that  the  metritis  in  that  case  was 
obstinate  owing  to  its  being  caused  by  sepsis,  but  I  found  that  a  like 
inflammation  might  be  set  up  with  only  the  presence  of  a  fibroid  to 
account  for  it.  A  patient  sixty  years  old  had.  judging  from  her 
history,  a  catarrh  of  the  uterus  at  the  menopause.  It  continued  in  a 
changed  form  and  a  short  time  before  I  saw  her  she  became  worse, 
had  more  severe  pelvic  pains  and  tenesmus  with  a  very  free  sero- 
purulent  discharge.  I  expected  to  find  an  endometritis  and  prolapsus 
but  found  a  small,  pedunculated  fibroid  that  bad  been  expelled  from 
the  body  of  the  uterus  and  occupied  the  dilated  cervix.  I  removed 
it  and  the  patient  was  relieved  and  improved  but  the  endometritis 
of  the  purulent  form  continued  and,  although  much  less  severe,  was 
difficult  to  cure. 

Symptomatology. — The  symptom  which  first  attracts  attention  is  a 
discharge  which  varies  in  character  according  to  the  extent  and  stage 
of  the  inflammation.  When  a  cervical  endometritis  is  present  at  the 
menopause  the  characteristic  leucorrhcea  gradually  disappears  or  else 
changes  to  that  of  the  senile  form  of  the  affection.  The  tenacious 
secretion  of  the  cervical  glands  is  replaced  by  a  sero-purulent  dis- 
charge which  is  more  like  a  vaginal  leucorrhcea.  The  discharge, 
sooner  or  later,  causes  a  subacute  or  senile  vaginitis  and  vulvitis. 
There  is  so  very  often  prolapsus  of  the  vaginal  walls  and  uterus  com- 
plicating the  metritis  that  there  is  pelvic  tenesmus  and  some  disturb- 
ance of  the  vesical  and  rectal  functions. 

These  are  the  chief  symptoms  in  the  early  stage  of  this  affection 
when  prolapsus  is  the  only  complication.  When  the  uterus  is  retro- 
verted  and  owing  to  imperfect  drainage  the  products  of  inflammation 
accumulate  and  distend  the  uterus,  there  is  more  pain  and  the  consti- 
tutional disturbance  is  much  more  defined.  There  is  often  a  rise  of 
temperature  and  the  pulse  increases.  The  digestion  is  deranged  and 
ultimate  nutrition  impaired  in  cases  of  long  standing.  This  is  due  to 
pain,  reflex  disturbance  and  more  especially,  perhaps,  to  a  slight 
chronic  sepsis.  The  malnutrition  increases  the  appearance  of  prema- 
ture old  age  and  the  dry,  bronzed  appearance  of  the  skin  is  suggestive 
of  malignant  disease.  In  cases  in  which  true  stenosis  takes  place  at 
the  os  internum  or  at  any  point  in  the  canal  of  the  cervix,  the  symp- 
toms are  usually  very  pronounced.  The  pain  is  acute  and  compels 
the  patient  to  rest  in  bed.    The  pain  differs  from  that  of  acute  pelvic 
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inflammation  in  being  slight  at  first  but  gradually  increasing,  while 
the  pain  of  acute  disease  is  violent  at  first  and  gradually  subsides. 
The  constitutional  disturbance  is  more  marked  in  this  condition  or 
complication  than  in  any  other.  There  is  symptomatic  fever.  In 
one  of  my  patients  the  temperature  reached  1020  F.  I  have  already 
stated  that  stenosis  may  be  the  cause  or  consequence  of  the  metritis. 
The  imprisoned  secretion  and  broken-down  tissue  causes  the  inflam- 
mation or  the  stenosis  may  be  caused  by  the  inflammation.  That  ac- 
counts for  the  fact  that  in  some  cases  the  distention  of  the  uterus  and 
the  symptoms  are  gradually  developed,  but  in  others  they  come  on 
somewhat  more  abruptly. 

Physical  Signs: — Inspection  shows,  in  most  all  cases,  patches  of 
inflammatory  redness  about  the  vulva  which  is  peculiar  to  senile  vul- 
vitis, the  contrast  between  the  red  portions  and  the  anaemic  appear- 
ance of  the  membrane  generally  is  well  defined.    With  the  aid  of  the 
speculum  the  signs  of  the  same  form  of  vaginitis  are  observed.  Of 
course  the  vagina  and  vulva  are  not  involved  in  all  cases  but,  as  a 
rule,  they  are.    In  quite  a  few  it  has  been  limited  to  the  upper  part 
of  the  vagina  and  mostly  the  vaginal  portion  of  the  cervical  mem- 
brane.   The  character  of  the  discharge  is  best  studied  through  the 
speculum.    Its  character  is  of  much  value  as  a  sign.    Indeed  upon 
this  evidence,  senile  endometritis  is  distinguished  from  other  affections 
and  forms  of  inflammation  such  as  cancer  and  gonorrhoea.    The  ap- 
pearance of  the  discharge  differs  from  uterine  leucorrhcea  in  being 
less  tenacious  owing  to  the  absence,  in  varying  degrees,  of  the  secre- 
tion of  the  glands  of  the  cervix.    The  color  also  indicates  the  com- 
position to  be  sero-purulent.  and  in  this  it  is  more  like  the  discharge 
in  specific  inflammation  and  is  similar  in  appearance  to  that  found  in 
the  early  stage  of  cancer.    The  differentiation  between  the  discharge 
in  senile  endometritis,  specific  metritis  and  cancer  must  be  made  by 
the  microscope  if  one  would  make  the  distinction  at  once,  i.  e.  with- 
out waiting  for  the  full  development  of  the  history..   In  senile  metritis, 
pus,  serum,  disintegrated  tissue  and  changed  or  broken-down  epi- 
thelium and  bacteria  are  found.    In  cancer,  the  discharge  is  sero- 
sanguinolent  and  later  in  the  progress  of  the  disease  contains  broken- 
down  necrotic  tissue  and  elements  of  the  neoplasm.    The  gonorrhceal 
discharge  can  be  distinguished  by  the  specific  germ  of  that  affection. 
Without  the  aid  of  the  microscope  it  is  impossible  to  make  a  positive 
diagnosis  between  the  specific  or  non-specific  origin  of  senile  endome- 
tritis, but  fortunately  the  indications  for  treatment  are  the  same  what- 
ever the  cause  of  the  affection  may  be-    The  history  may  show  that 
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gonorrhoea  is  the  probable  cause,  especially  if  the  disease  comes  on 
abruptly,  was  acute  at  first  and  involved  the  vulva  and  urethra  first. 

The  differentiation  between  this  affection  and  cancer  of  the  cervix 
is  made  by  observing  that  in  cervical  endometritis  there  is  the  char- 
acteristic discharge  and  degeneration  and  atrophy  of  the  mucous  mem- 
brane, and  in  cancer  there  is,  in  addition  to  the  discharge,  infiltration 
of  the  tissues,  i.  e.  neoplastic  growth.  When  the  disease  is  fully  devel- 
oped in  the  body  of  the  uterus  the  clinical  history  resembles  malig- 
nant disease  but  can  be  readily  diagnosticated  by  the  fact  that  pus  in 
quantity  accumulates  in  the  cavity  of  the  body  of  the  uterus  in  me- 
tritis, while  that  never  occurs  in  cancer.  By  aspirating  the  uterine 
cavity  the  material  drawn  off  will  be  pus  and  perhaps  a  little  blood, 
while  in  cancer  it  is  serum,  blood  and  broken-down  cancer  tissue. 
The  aspiration  is  easily  made  by  using  a  small  curved  pipette  with  a 
rubber  bulb  at  the  end.  By  compressing  the  bulb  and  introducing 
the  pipette  and  removing  the  pressure,  enough  material  can  be  with- 
drawn to  show  its  character  and  decide  the  diagnosis.  Of  course  if 
a  microscopical  examination  can  be  obtained  by  an  expert  the  diag- 
nosis can  be  made  much  more  certainly.  The  history  of  the  progress 
of  the  disease  aids  in  the  diagnosis.  Cancer  progresses  steadily  but 
metritis  continues  about  the  same  or  slowly  yields  to  such  treatment 
as  will  have  no  effect  in  retarding  or  curing  cancer.  Adenoma  may 
be  mistaken  for  senile  endometritis,  but  the  differential  diagnosis  is 
easily  made.  Adenoma  uteri  occurs  earlier  in  life,  generally  about 
the  menopause,  and  is  attended  with  menorrhagia  or  metrorrhagia  as 
the  most  marked  symptom.  This  difference  is  diagnostic  because 
menorrhagia  does  not  occur  in  this  form  of  metritis.  There  is  not, 
as  a  rule,  any  purulent  discharge  in  adenoma.  By  using  a  small 
curette  a  portion  of  the  adenomatous  growth  can  be  removed  for 
examination  which  will  complete  the  diagnosis. 

Treatment. — When  the  disease  is  confined  to  the  cervix  a  douche 
of  a  solution  of  borax,  three  drachms  to  the  quart,  gives  much  relief 
and  prevents  the  discharge  from  keeping  up  vaginitis.  Sulphate  of 
zinc,  one  drachm  to  the  quart  of  water,  is  very  effective  in  case  the 
borax  fails.  The  hot  water  douche,  as  used  in  uterine  disease  gener- 
ally, is  not  of  much  value  in  the  senile  form.  If  there  is  any  prolapsus 
or  other  displacement  it  must  be  corrected  by  the  use  of  medicated 
tampons  until  the  inflammation  is  relieved.  Sterilized  absorbent  cot- 
ton covered  with  boroglyceride,  glycerin  and  tannin  or  white  vaseline 
answer  the  purpose.  I  have  tried  prepared  wool,  for  tampons,  but  it 
is  more  irritating  and  has  to  be  changed  more  frequently.  Astringent 
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and  alterative  applications  are  useful  in  relieving  the  cervical  inflam- 
mation but  any  caustics,  even  the  mildest,  do  harm  rather  than  good. 
I  have  most  faithfully  tried  carbolic  acid  and  iodine,  which  are  so 
effective  in  ordinary  metritis,  but  these  agents  are  not  satisfactory  in 
the  senile  form  of  the  disease.  One  or  two  applications  of  a  combi- 
nation of  carbolic  acid  and  tincture  of  iodine  may  do  good  but  it 
should  not  be  repeated  many  times.  All  caustics  rather  encourage 
the  breaking-down  of  the  atrophied  tissue  and  when  the  slough  sepa- 
rates the  surface  left  does  not  incline  to  heal  but  to  suppurate.  The 
best  results  have  been  obtained  from  the  use  of  boroglyceride  with 
tannin,  glycerin  and  tannin,  fluid  extract  of  hydrastis  canadensis  and 
a  mild  solution  of  acetic  acid,  one  drachm  to  two  ounces.  The  canal 
should  be  thoroughly  washed  out  with  clean  water  and  the  applica- 
tion made  with  a  pipette. 

I  generally  begin  the  local  treatment  with  dilute  acetic  acid  or 
tincture  of  iodine  four  parts  and  carbolic  one  part ;  an  application  of 
either  of  the  above  twice  in  the  first  week.  This  answers  the  best 
when  the  discharge  is  very  free.  Following  this  a  mixture  of  twenty 
grains  tannic  acid  in  an  ounce  of  boroglyceride.  This  is  a  thickish 
material  which  is  difficult  to  apply.  I  manage  by  warming  the  mix- 
ture and  using  a  pipette  with  an  opening  in  the  end  as  large  as  the 
size  of  the  glass  tube  will  admit.  Tannin  and  glycerin  were  used  al- 
most altogether  some  years  ago,  now  I  prefer  the  boroglyceride  and 
tannin.  The  fluid  extract  of  hydrastis  canadensis  is  easily  used  and 
has  a  very  good  effect,  and  I  fall  back  on  that  when  the  others  do  not 
do  well.  Iodoform  is  the  most  efficient  and  when  it  can  be  freely 
and  properly  applied  supersedes  all  other  agents.  Indeed  were  it  not 
for  its  being  difficult  of  application  to  the  canal  of  the  uterus  it  would 
meet  all  requirements.  I  have  only  used  other  remedies,  such  as  I  have 
mentioned,  because  they  were  so  much  more  easily  applied  and  have 
not  the  offensive  odor  of  iodoform.  I  was  first  led  to  use  iodoform 
in  senile  endometritis  by  observing  its  remarkable  effects  in  the  treat- 
ment of  ulcers  in  general  surgery.  Dr.  Fordyce  Barker  used  it  in 
cases  of  cancer  of  the  uterus  with  great  benefit.  He  used  iodoform 
suppositories  made  in  convenient  form  to  introduce  into  the  uterus. 
The  results  that  he  obtained  were  so  favorable  that  I  am  now  inclined 
to  believe  that  some  of  the  cases  that  he  believed  to  be  cancers  were 
really  cases  of  senile  endometritis.  Many  gynaecologists  have  made 
that  mistake  in  diagnosis  and  it  is  no  disparagement  to  suppose  that 
Dr.  Barker  may  have  occasionally  fallen  into  the  same  error.  I  pre- 
sumed that  the  effect  of  iodoform  was  due  in  a  measure  to  its  antisep- 
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tic  qualities  but  learned  that  it  was  not  a  germicide  to  any  degree 
sufficient  to  explain  its  effect  in  checking  suppurative  inflammation. 
The  Bulletin  General  de  Thirapeutique  contains  a  full  discussion  of  the 
subject. 

"  Maurel,  who  is  well  known  by  his  researches  on  the  leucocytes, 
has  undertaken  to  solve  the  problem  why  iodoform,  which  is  so  effica- 
cious in  preventing  or  suppressing  suppuration,  should  apparently 
have  so  little  action  on  the  pyogenic  staphylococci. 

"  He  first  experimented  with  a  virulent  culture  (on  g//ose)  of  staphy- 
lococci in  the  presence  of  leucocytes.  The  latter  speedily  absorbed 
the  staphylococci  but  succumbed  in  less  than  two  hours.  In  the  con- 
trol field,  however,  they  accomplish  their  evolution  and  live  from 
twelve  to  twenty-four  hcurs.  Maurel  finds  that  the  death  of  the  leu- 
cocytes under  the  influence  of  the  pus  micro-organisms  is  due  to  a 
toxine  contained  in  the  bodies  of  these  microbes,  not  to  the  mechan- 
ical action  of  the  staphylococcus  or  to  the  products  which  the  latter 
\ields  up  to  its  environment.  Under  the  influence  of  these  same 
staphylococci,  the  red  corpuscles  become  diffluent  in  fifteen  hours 
and  then  disappear. 

"  Another  series  of  experiments  were  made  by  subjecting  the  figured 
elements  of  the  blood  to  the  action  of  iodoform  in  the  dosage  of  10  to 
2.50  per  kilogramme  of  blood.  Neither  the  smaller  nor  the  larger 
doses  were  found  to  be  toxic  to  the  leucocytes  ;  the  vital  activity  of 
these  latter  was,  on  the  contrary,  augmented,  and  the  action  on  the  red 
globules  was  nil. 

"  A  third  series  of  experiments  show  iodoform  to  be  without  marked 
action  on  cultures  of  the  staphylococcus  aureus  and  albus. 

44  In  a  fourth  series  of  researches,  Maurel  subjected  both  the  leu- 
cocytes of  human  blood  and  cultures  of  the  staphylococcus  to  the  ac- 
tion of  iodoform  in  varying  proportions  and  under  varying  conditions. 
His  conclusicns  are  as  follows  : 

ui.  Iodoform  attenuates  the  virulence  of  the  staphylococcus. 
While  in  the  virulent  state,  this  micrococcus  kills  our  leucocytes  in 
less  than  two  hours ;  when  it  is  subjected  along  with  the  leucocytes 
to  the  influence  of  iodoform,  the  latter  preserve  their  movements  for 
eight  hours,  at  least,  and  even  complete  their  evolution. 

"  2.  The  staphylococci  which  have  thus  lost  a  great  part  of  their 
virulence  (and  to  such  a  degree  that  they  are  seemingly  devoured  by 
the  leucocytes  with  impunity)  keep  all  their  reproductive  energy  un- 
impaired, so  that  virulence  and  the  power  of  reproduction  are  inde- 
pendent properties. 
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"  A  final  conclusion  is  deduced  that  it  is  in  both  these  ways— ac- 
cording to  Maurel  it  is  by  augmenting  the  energy  of  the  leucocytes 
and  attenuating  the  virulence  of  the  pus  microbes— that  iodoform  op- 
poses suppuration,  which  is,  in  the  language  of  bacteriology,  a  massive 
slaughtering  of  the  leucocytes."  These  teachings  are  in  harmony  with 
clinical  experience  as  to  the  benefits  of  iodoform  in  preventing  or 
arresting  suppuration. 

There  is  considerable  difficulty  in  applying  iodoform  to  the  cavity 
of  the  body  of  the  uterus  in  sufficient  quantity  to  be  effective.  Sup- 
positories made  with  cacao  butter  are  not  retained  in  the  cervix,  and 
while  they  remain  in  the  cavity  of  the  body  for  a  time,  there  is  not 
enough  retained  to  give  the  full  effect.  I  have  used  a  solution  in 
boiled  linseed  oil  and  also  an  ether  solution,  but  the  latter  causes 
much  irritation  and  the  former  does  not  hold  enough  of  the  iodoform. 
The  best  is  the  dry  fine  powder  which  can  be  introduced  through 
a  small  cannula.  The  next  best  (and  more  easily  introduced)  is  the 
fine  powder  held  in  suspension  in  acacia  and  water  by  agitation  and 
then  instilled  with  a  pipette. 

When  the  disease  (limited  to  the  cervix)  is  complicated  with  scar 
tissue  resulting  from  old  lacerations,  I  have  operated  with  the  result, 
of  relieving  some  of  the  neuralgic  pain  and  with  benefit  to  the  inflam- 
mation.   It  is  difficult  to  get  good  and  prompt  union.    In  fact,  some 
of  the  operations  have  been  failures. 

The  treatment  of  the  corporal  form  of  this  affection  is  rendered 
more  difficult  by  certain  complications  such  as  prolapsus,  stenosis  of 
the  canal  or  retroflexion.  Complete  closure  of  the  canal  of  course 
must  be  relieved  first  by  dilatation  to  afford  room  for  washing  out  the 
uterus  and  subsequent  drainage.  When  the  stricture  is  at  the  os  in- 
ternum, time  and  patience  are  necessary  to  open  the  canal.  This,  if 
possible,  should  be  accomplished  by  dilating  the  canal  below  the 
stricture  and  then  pushing  a  very  fine  probe  through  the  stricture. 
There  is  danger  in  puncturing  the  stricture  with  a  knife,  because  it  is 
difficult  to  determine  the  direction  of  the  canal  and  hence  danger  of 
puncturing  the  wall  of  the  uterus.  Gradual  dilatation  is  best.  Owing 
to  the  friable  condition  of  the  uterine  tissue  laceration  is  sure  to  oc- 
cur if  forcible  dilatation  is  practiced.  When  an  opening  has  been 
made  large  enough  to  pass  a  uterine  sound,  a  piece  of  gauze  should 
be  introduced  to  keep  the  parts  from  contracting.  Better  still  is  a 
tent  of  elm  bark,  carbolized  before  use.  This  tent  is  bland,  sterile 
and  swells  a  little  which  keeps  up  dilatation.  When  the  cervix  is 
dilatable,  the  canal  should  be  made  lar^e  enough  to  admit  a  reflux 
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catheter.  The  uterus  should  be  washed  out  with  a  five-per-cent.  so- 
lution of  carbolic  acid  and  then  packed  with  iodoform  gauze.  The 
packing  should  be  left  in  forty-eight  hours  if  there  is  no  severe  pain 
and  rise  of  temperature.  Upon  removing  the  gauze  the  uterus  should 
be  washed  out  with  boiled  water  and  iodoform  powder  introduced,  in 
the  way  described  in  the  treatment  of  cervical  endometritis.  Owing 
to  the  difficulty  of  handling  iodoform  I  have  used  peroxide  of  hydro- 
gen and  found  it  very  useful.  When  a  reliable  preparation  can  be 
obtained  it  gives  most  satisfactory  results,  providing  it  is  used  twice 
or  three  times  a  day. 

Owing  to  the  difficulty  of  obtaining  reliable  preparations  of  perox- 
ide of  hydrogen  and  the  fact  that  it  is  easily  decomposed  by  heat  and 
exposure,  I  have  lately  used  a  preparation  made  by  McKesson  & 
Robbins.  It  is  an  aqueous  solution  of  dioxide  of  hydrogen.  It  is 
called  pyrozone.  A  three-per-cent.  solution  is  the  one  which  I  have 
used.  I  have  not  had  sufficient  experience  so  far  to  enable  me  to  say 
that  this  pyrozone  is  all  that  it  is  claimed  to  be. 

In  cases  complicated  with  retroversion  the  malposition  must  be 
corrected  in  order  to  be  able  to  wash  out  the  uterus  thoroughly 
and  to  keep  up  drainage.  The  treatment  of  retroversion  is  very 
difficult  when  the  vagina  is  contracted,  as  it  usually  is  after  the  cli- 
macteria  :  In  fact  it  is  impossible  to  replace  the  thin-walled  uterus 
that  is  distended  with  the  products  of  inflammation.  Thorough  dila- 
tation and  evacuation  must  first  be  made  and  then  by  the  use  of  a 
tampon  or  a  soft  ring  pessary  the  posterior  vaginal  wall  may  be  car- 
ried backward  far  enough  to  keep  the  fundus  uteri  from  falling  down- 
ward below  the  level  of  the  cervix.  Free  drainage  may  be  obtained 
although  the  uterus  may  still  be  retroverted  in  a  slight  degree.  Pro- 
lapsus also  requires  to  be  corrected. 

Both  patient  and  surgeon  are  likely  to  become  discouraged  with 
the  treatment  which  is  sure  to  be  tedious,  especially  if  not  well  under- 
stood. This  has  raised  the  question  in  my  mind  whether  hysterec- 
tomy would  not  be  justifiable  in  the  worst  cases.  I  have  seen  the 
uterus  removed,  supposedly  for  cancer,  but  really  in  senile  endometri- 
tis, and  the  results  have  been  good.  Still  I  would  prefer  to  employ 
the  treatment  recommended  here  and  not  until  that  had  failed,  would 
I  resort  to  hysterectomy. 

In  cases  of  senile  endometritis  complicated  with  complete  prolap- 
sus, vaginal  hysterectomy  is  the  proper  treatment  in  all  cases  except- 
ing in  those  whose  general  health  presents  a  contra-indication.  Dr. 
Edebohls  has  done  hysterectomy  in  cases  of  complete  prolapsus  and 
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although  I  have  succeeded  in  relieving  such  displacement  in  the  ma- 
jority of  cases  without  removing  the  uterus,  I  resort  to  hysterectomy 
without  the  least  hesitation,  and  with  confidence  in  the  results,  in 
cases  of  senile  endometritis  and  complete  prolapsus. 


THE  TREATMENT  OF  PELVIC  ABSCESS   BY  VAGINAL 
PUNCTURE  AND  DRAINAGE  * 

By  Clement  Cleveland,  M.  D.,  New  York. 

In  selecting  the  above  as  the  subject  for  a  paper  to  be  read  before 
the  New  York  Obstetrical  Society,  I  do  so  with  full  appreciation  of 
the  fact  that  I  can  present  nothing  that  most  of  you  are  not  perfectly 
familiar  with,  but  it  is  a  subject  that  I  take  much  interest  in  and  trust 
I  shall  be  able  to  say  something  that  is  not  entirely  devoid  of  interest. 

We  have  lately  had  most  interesting  and  profitable  discussions 
upon  the  subject  of  total  extirpation  of  the  uterus,  in  cases  where  it  is 
found  necessary  to  remove  both  ovaries  and  tubes.  While  I  can  not 
agree  with  those  who  take  the  radical  position  on  this  question,  I  am 
satisfied  that  there  are  many  cases  where  the  extreme  procedure  is 
desirable. 

What  I  have  to  say  here  relates  to  cases,  where  it  is  impossible  or 
unsafe  to  remove  anything,  and  is  in  advocacy  of  a  measure  which,  in 
many  cases,  may  prove  to  be  as  thoroughly  curative  as  the  most  radi- 
cal one. 

In  speaking  of  pelvic  abscess,  I  am  referring  here  to  abscess  of  the 
ovary  and  pyosalpinx. 

I  am  not  intending  to  advocate  vaginal  puncture  as  against  re- 
moval of  the  mass,  for  I  am  emphatically  in  favor  of  the  latter  meas- 
ure in  all  cases  where  not  too  great  a  risk  is  involved.  Moreover,  in 
all  cases  where  the  patient  is  in  condition  for  it  I  believe  exploratory 
incision  should  be  made. 

By  bimanual  examination,  guided  by  the  history  of  the  case,  a 
pretty  accurate  diagnosis  in  these  cases  can  usually  be  made.  But, 
though  one  may  feel  very  certain  as  to  the  condition  of  the  uterus 
and  appendages  yet  he  can  not  be  absolutely  sure.  When,  therefore, 
a  diagnosis  of  pelvic  abscess  is  made  I  advocate  exploratory  incision, 
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whether  or  not  my  mind  is  made  up  that  vaginal  puncture  is  prob- 
ably the  only  available  means  of  relief.  With  the  abdomen  open, 
everything  is  at  once  made  clear  and  any  possible  doubt  at  once 
removed. 

As  to  vaginal  puncture  or  extirpation  of  the  abscess,  I  have  laid 
down  the  following  rules  for  my  own  guidance  : 

First.  In  regard  to  the  condition  of  the  patient — whether  to  punc- 
ture the  supposed  abscess  without  opening  the  abdomen  or  to  open 
the  abdomen  and  then  puncture  depends  entirely  upon  my  judgment 
of  her  ability  safely  to  endure  the  laparotomy. 

Secondly.  In  regard  to  adhesions  after  the  abdomen  is  opened,  if 
there  are  intestinal  adhesions  to  the  mass  that  are  easily  broken  with- 
out endangering  the  integrity  of  the  intestinal  walls,  this  is  at  once 
done  and  the  character  of  the  attachments  to  the  pelvic  walls  next 
tested  ;  for  it  is  here  that  the  firmest  adhesions  are  usually  found. 
In  most  cases  the  adhesions  at  the  bottom  of  the  pelvis  are  readily 
separated.  If  no  firm  adhesions  are  met  with,  the  whole  mass  is 
shelled  out  of  its  bed,  tied  off  and  removed.  If  at  any  point  in  the 
pelvic  wall  or  pelvic  floor  the  adhesion  is  found  to  be  so  firm  that 
persistence  in  its  detachment  threatens  rupture,  I  would  at  once  aban- 
don its  removal.  Of  course  it  is  understood  that  rupture  may  occur, 
even  in  cases  where  the  attachment  is  most  easily  broken.  But  in 
such  cases  I  believe  the  small  amount  of  risk  justifiable. 

When  intestinal  adhesions  to  the  mass  are  firm  and  unyielding, 
requiring  something  more  than  moderate  effort  by  the  fingers  for  their 
removal,  I  believe  they  should  not  be  disturbed.  Experience  has 
taught  me  profound  respect  for  intestinal  adhesions,  and  I  never,  now, 
attempt  to  remove  them  either  with  the  fingers  or  scissors  when  they 
are  firm  and  extensive. 

I  lost  several  of  my  early  cases  from  what  I  now  consider  to  have 
been  meddlesome  surgery  in  breaking  up  intestinal  adhesions.  If  the 
abscess  is  confined  apparently  to  one  side,  a  further  reason  for  lapa- 
rotomy is  furnished  in  the  desirability  of  ascertaining  the  condition  of 
the  other  ovary  and  tube. 

If  it  is  found  inadvisable  (for  the  reason  stated  above)  to  remove 
the  mass  the  incision  is  at  once  closed,  unless  it  is  found  that  the  at- 
tachments in  Douglas's  pouch  cover  so  small  a  surface  that  the  aid  of 
an  assistant's  fingers  in  the  pelvic  cavity  is  required  in  determining 
the  point  for  vaginal  puncture.  Then  the  abdominal  sutures  are 
merely  introduced  and  their  tying,  or  the  tying  of  a  portion  of  them, 
left  till  after  the  rest  of  the  work  is  completed. 
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Description  of  the  Instrument  used  in  the  Puncture  of  Abscesses. 

The  instrument  I  present  is  modeled  to  some  extent  after  the  one 
invented  by  Dr.  Bache  Emmet  for  the  same  purpose. 

Having  used  the  latter  instrument  and  not  finding  it  exactly  what 
I  needed,  I  have  devised  this  one,  which  works  upon  an  entirely  dif- 
ferent principle.  The  general  form  of  the  blades  of  the  Emmet  in- 
strument is  retained.  The  handles  are  made  to  cross  each  other  so 
that  the  blades  are  opened  by  pressure  upon  the  handles  rather  than 
by  drawing  them  apart,  as  is  necessary  in  the  Emmet  instrument.  At 


the  ends  of  the  handles  is  a  screw  cross  bar  with  triple  thread  and  two 
screw  nuts  running  upon  it.  The  cross  bar  passes  through  a  fenestra 
in  one  of  the  handles.  The  screw  nuts  are  placed  upon  either  side  of 
this  handle.  These  enable  the  operator  to  change  and  fix,  in  an  in- 
stant, at  any  desired  point  the  angle  between  the  blades.  Instead  of 
forming  a  trocar  point  where  they  come  together  it  will  be  seen,  by 
examining  the  drawing  here  presented,  that  the  blades  are  channeled 
throughout  their  whole  extent.  The  groove  being  smaller  for  the  last 
inch  and  a  quarter  from  the  distal  end,  when  they  are  brought  together 
they  form  a  sharp  open  end.  This  is  to  enable  the  blades  to  fit  closely 
over  a  long,  large-sized  exploring  needle  upon  which,  as  a  guide  or 
track,  they  are  to  be  pushed  into  the  abscess  cavity.  The  proximal 
end  of  the  exploring  needle  is  arranged  for  the  attachment  of  a  large- 
sized  hypodermic  syringe. 

Besides  the  instrument  proper  there  is  a  stylet  or  carrier  for  intro- 
ducing a  double  drainage-tube  of  rubber.  It  is  ten  inches  long,  forked 
at  its  end,  and  has  two  slight  projections  on  either  side  near  its  handle. 

I  do  not  claim  that  this  instrument  is  entirely  original.  There  are 
several  that  work  almost  on  the  same  principle. 
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The  instrument  is  to  be  used  in  the  following  way  : 

The  patient  is  placed  in  the  lithotomy  position,  the  vagina  thor- 
oughly washed  with  soap  and  i-to-5,000  bichloride  solution.  Upon 
the  index  finger  as  a  guide  the  exploring  needle  is  pushed  slowly  and 
cautiously  into  the  mass  at  the  desired  point,  care  being  taken  to 
avoid  the  uterine  artery.  Sense  of  touch  will  indicate  when  the  point 
has  reached  the  cavity  or  non-resisting  portion  of  the  mass  or  that  a 
fluid  has  been  reached.  This,  if  thin,  will  soon  appear  at  the  proximal 
opening  of  the  exploring  needle.  If  it  should  not,  the  pus  is  probably 
too  thick  to  pass  unaided  through  the  needle.  The  syringe  should 
then  be  applied  when,  if  pus  or  fluid  is  present,  it  will  be  readily  drawn 
into  the  syringe.  If  pus  is  found  the  blades  are  then  securely  clamped 
upon  the  needle  and  cautiously  but  firmly  pushed  upon  it  into  the 
abscess  cavity.  The  needle  is  then  withdrawn  and  the  blades  of  the 
trocar  opened  to  the  desired  extent,  the  pus  drained  out  and  the 
cavity  irrigated  with  peroxide  of  hydrogen  and  bichloride  solution.  A 
drainage-tube  twelve  inches  long,  one  half  of  which  has  been  perfo- 
rated with  holes,  is  then  doubled  upon  itself  and  fixed  at  its  center 
point  in  the  forked  end  of  the  stylet  or  carrier;  its  two  ends  stretched 
down  and  fixed  by  perforations  in  the  tube  upon  the  two  projections 
near  the  handle.  It  is  then  passed  into  the  abscess  cavity,  and  while 
in  this  position  the  ends  of  the  tube  are  slipped  off  the  projections 
and  the  carrier  withdrawn.  The  tube  is  then  fixed  in  position  by  one 
stitch  of  silver  wire.  The  patient  is  then  ready  for  bed.  After  this 
it  is  usually  advisable  to  irrigate  the  cavity  once  or  twice  daily  as  long 
as  pus  (in  any  quantity)  continues  to  form. 

I  have  thus  far  evacuated,  in  this  way,  five  pelvic  abscesses. 

In  none  of  the  cases  was  I  able  to  make  out,  positively,  whether 
they  were  ovarian  or  tubal. 

A  description  of  these  cases  with  the  results  obtained  may  be  of 
interest,  and  I  will  therefore  give  merely  their  salient  points. 

The  first  case  was  that  of  a  woman  of  forty  who,  when  I  was 
called  in  July,  1892,  gave  the  history  of  old  pelvic  trouble — of  two 
previous  attacks  of  pelvic  inflammation  after  intervals  of  several  years, 
with  relief  by  discharge  into  the  rectum.  On  this  occasion,  she  was 
confined  to  bed  with  excessive  pain  in  both  ovarian  regions  and  with 
high  temperature,  ranging  from  1020  in  the  morning  to  above  1040  at 
night. 

Examination  disclosed  large  masses  on  both  sides  of  the  uterus. 
I  made  the  diagnosis  of  pelvic  abscesses  and  advised  laparotomy. 
This  was  consented  to,  and  the  abdomen  was  opened  a  few  days 
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later.  Large  fluctuating  masses  covered  with  extensive  intestinal 
adhesions  were  found  on  either  side  of  the  uterus. 

The  whole  pelvic  cavity  was  completely  blocked  by  these  masses 
and  the  adhesions.  The  latter  were  so  dense  and  firm  that  I  did  not 
dare  to  disturb  them.  The  abdominal  incision  was  then  closed,  the 
patient  placed  in  the  lithotomy  position  and  the  abscess  on  the  left 
side  punctured  through  the  vagina,  evacuating  at  least  eight  ounces 
of  foetid  pus.  After  thorough  irrigation  of  the  cavity  a  drainage-tube 
was  introduced. 

As  the  abscess  on  the  right  side  could  not  be  readily  reached  I 
thought  it  wiser  to  defer  its  evacuation  till  a  later  period. 

I  did  so  from  the  belief  that  with  the  shrinkage  of  the  abscess 
cavity  on  the  left  side,  it  could  be  more  readily  reached  after  a  few 
weeks. 

This  proved  to  be  the  case  and  five  weeks  later  it  was  evacuated 
in  the  same  manner. 

The  drainage-tube  was  left  in  each  sinus  for  three  weeks.  The 
sinus  on  the  right  side  closed  entirely  in  six  weeks  and  has  never  re- 
quired reopening. 

The  one  on  the  left  side  did  not  heal  for  six  months  and  several 
times  had  to  be  dilated  to  evacuate  accumulating  pus.  Both  these 
cavities  were  irrigated  daily  for  several  weeks  with  peroxide  of  hy- 
drogen or  bichloride  solution  or  with  both. 

At  the  end  of  a  year  all  trace  of  inflammatory  product  had  dis- 
appeared from  both  sides  of  the  uterus,  and  that  organ  was  to  some 
extent  movable.  I  have  within  a  month  examined  her  and  found  the 
uterus  becoming  more  and  more  movable.  She  menstruates  regularly 
and  is  apparently  in  perfect  health,  with  no  pain  or  suffering  of  any 
kind. 

The  second  case  was  that  of  a  lady  of  twenty-five,  whom  I  saw  in 
the  latter  part  of  September,  1892. 

She  had  been  married  several  years  but  had  borne  no  children. 
She  gave  the  history  of  gonorrhceal  infection  a  year  previously.  Ex- 
amination disclosed  a  mass  to  the  left  of  the  uterus  very  painful  on 
slight  pressure. 

It  gave  me  the  impression  of  being  a  large-sized  tube.  The  right 
side  appeared  perfectly  normal.  I  made  the  diagnosis  of  probable 
pyosalpinx  of  the  left  side  and  advised  laparotomy. 

The  patient  had  been  seen  by  several  gynaecologists  before  ap- 
plying to  me.  The  diagnosis  given  by  each  was  the  same,  and  each 
advised  the  removal  of  the  mass  by  opening  the  abdomen. 
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The  patient  was  unwilling  to  undergo  such  an  operation  and  de- 
clined to  have  it  done.  It  appeared  to  me  to  be  a  good  case 
for  operation,  and  I  told  her  that  it  was  my  belief  that  it  was  the 
best  thing  to  be  done.  She  was  resolute  and  refused  positively  to 
submit  to  laparotomy. 

I  then  told  her  I  could  possibly  relieve  her  in  another  way  and 
explained  to  her  what  I  proposed  to  do.  I  was  at  heart  very  glad  of 
an  opportunity  to  try  tapping  and  drainage  by  the  vagina  in  a  case 
that  was  clearly  suitable  for  the  abdominal  operation.  This  she 
gladly  acceded  to  and  the  operation  was  performed  after  the  method 
just  described  ;  the  same  course  was  followed  in  the  after-treatment. 
The  patient  made  a  perfect  recovery  and  is  now  in  excellent  health. 
She  menstruates  regularly  and  without  pain,  and  a  point  of  great  in- 
terest is  that  no  trouble  has  developed  on  the  right  side. 

The  third  case  was  one  of  a  lady  of  thirty  who  had  borne  one 
child  five  years  previously  and  had  been  an  invalid  ever  since.  She 
gave  the  history  of  pelvic  inflammation  after  confinement.  By  bi- 
manual examination  under  chloroform  a  large-sized  mass  was  found 
to  the  left  of  the  uterus.  To  the  finger  in  the  vagina,  that  portion 
of  the  mass  appeared  thick  and  dense,  while  with  the  right  hand 
fluctuation  was  detected  in  the  upper  portion. 

The  uterus  was  firmly  bound  to  this  mass  and  immovable.  No 
disease  was  discoverable  to  the  right  of  the  uterus. 

The  diagnosis — pyosalpinx  with  extensive  adhesions — was  made. 
Exploratory  laparotomy  was  advised  for  the  purpose  of  removing 
the  mass  if  possible. 

On  January  31,  1893,  the  abdomen  was  opened  and  a  large  pus 
tube  with  extensive,  firm  intestinal  adhesions  was  discovered  on  the 
left  side. 

The  ovary  and  tube  of  the  right  were  apparently  normal  though 
slightly  adherent.  It  was  deemed  too  hazardous  to  interfere  so, 
with  the  concurrence  of  those  assisting  me,  I  decided  to  close  the 
incision  and  evacuate  by  the  vagina. 

The  abdominal  sutures  were  introduced,  though  not  at  once 
secured.  The  patient  was  then  placed  in  the  lithotomy  position. 
The  gentleman  assisting  me  passed  his  fingers  into  the  abdomen 
down  against  the  mass,  as  I  felt  I  might  need  some  assistance  in  that 
direction  in  passing  the  exploring  needle. 

As  I  have  said  above,  the  portion  of  the  mass  felt  in  the  vagina 
was  thick  and  dense,  and  to  reach  the  pus  I  felt  that  I  might  meet 
with  a  good  deal  of  difficulty  in  forcing  the  exploring  needle  through 
45 
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it.  I  therefore  used  a  good  deal  of  caution  in  pushing  the  needle 
through  and  succeeded  in  reaching  the  pus  without  penetrating  the 
abdominal  cavity. 

The  point  of  the  needle  could  be  distinctly  felt  by  my  assistant 
through  the  wall  of  the  tube,  when  I  pushed  it  a  little  farther  than 
was  necessary  for  this  purpose.  It  was  very  evident  from  this  that 
without  the  greatest  caution  and  watchfulness  the  needle  could  be 
easily  pushed  through  a  sac  into  the  abdominal  cavity  ;  especially  so 
in  cases  where  the  pus  was  very  thick  and  would  not  run  readily 
through  the  needle  and  indicate  to  the  operator  that  the  cavity  of 
the  mass  had  been  reached — the  tendency  being  to  push  the  needle 
on  and  on  till  this  should  occur.  This  gave  rise  to  the  query  whether 
it  would  not  be  always  wisest  to  open  the  abdomen,  even  when  one 
was  sure  vaginal  evacuation  would  have  to  be  resorted  to.  The 
operation  was  completed  as  in  the  other  cases.  At  the  end  of  two 
weeks  the  discharge  ceased  and  the  drainage-tube  was  removed. 
The  vaginal  opening  closed  rapidly.  Examination  two  months  after 
the  operation  disclosed  the  uterus  quite  movable  and  a  small  de- 
creasing mass  at  the  left  of  the  uterus  which  was  not  painful. 

The  patient's  physician  has  reported  to  me  that  she  is  practically 
well. 

On  March  10,  1894,  I  operated  upon  the  fourth  case.  She  was  a 
lady  of  twenty-nine,  who  had  been  married  seven  years  and  had 
never  borne  children.  According  to  her  statement  menstruation  was 
suddenly  checked  by  exposure  to  cold  three  months  previously  ; 
from  which  time  she  has  been  a  constant  sufferer,  confined  to  her 
bed  with  constant  pain  and  fever.  She  was  under  continuous  medical 
care,  and  soon  after  the  beginning  of  the  trouble  a  consultation  had 
been  held  and  it  was  then  decided  a  laparotomy  would  be  necessary 
to  relieve  her.  This  was  declined.  When  I  saw  her  first  on  the  8th 
of  March,  I  found  a  mass  the  size  of  a  large  orange,  at  the  right  of 
the  uterus.  Nothing  was  discovered  on  the  left.  The  abdomen  was 
somewhat  distended  and  excessively  sensitive. 

The  examination  by  vagina  was  very  painful.  I  made  a  diagnosis 
of  probable  ovarian  abscess,  from  the  large  size  of  the  tumor,  and 
advised  immediate  operation. 

This  was  consented  to.   On  March  10th  the  abdomen  was  opened. 

The  intestines  were  found  firmly  adherent  to  the  mass.  After 
testing  them  carefully  and  thoroughly  with  the  fingers,  I  decided  that 
it  could  not  be  removed  without  too  great  a  risk.  The  abdominal 
incision  was  therefore  closed  at  once,  the  abscess  punctured  by  the 
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vagina  and  treated  in  the  same  way  as  were  the  other  cases.  There 
was  a  good  deal  of  haemorrhage  after  the  puncture,  which  ceased  after 
thorough  evacuation  of  the  pus  and  the  irrigation  of  the  cavity  by 
peroxide  of  hydrogen  and  bichloride  solution.  The  temperature 
which  had  been  running  as  high  as  1040  at  once  fell  to  below 
ioo°  and  has  kept  pretty  steadily  below  that  point,  except  now 
and  then  when  the  drainage  has  not  been  free.  Hot  vaginal  douches 
have  been  given  constantly  twice  a  day.  At  the  end  of  two  weeks 
the  drainage-tube  was  removed.  Since  this  time  the  sinus  has  been 
kept  open  and  the  cavity  washed  out  daily  with  weak  bichloride 
solution.  The  patient  is  doing  excellently  well  and  I  see  no  reason 
to  fear  that  the  case  will  not  terminate  as  favorably  as  the  others  here 
related. 

In  reviewing  the  results  in  these  cases,  important  deductions  force 
themselves  upon  one's  attention. 

We  are  impressed  by  the  unanimity  with  which  they  all  not  only 
did  well  from  the  moment  of  the  operation  but  all,  apparently,  re- 
covered perfect  health.  But,  after  all,  why  should  they  not  ?  Every- 
thing was  in  favor  of  it.  All  that  was  needed  was  thorough  drain- 
age. 

Since  the  days  when  Tait  showed  the  way  to  remove  these  ab- 
scesses by  abdominal  section,  it  has  been  impossible  almost,  to  con- 
ceive of  any  other  method,  as  affording  a  promise  even  of  adequate 
relief.  .. 

We  are  likely  to  forget  that  Nature  used  to  cure  many  of  these 
cases  before  their  pathology  was  understood,  and  we  do  not  have  to 
go  back  many  years  for  that,  either. 

Before  surgery  came  to  the  relief  of  this  condition,  our  prognosis 
depended  upon  the  following  results  : 

If  the  abscess  pointed  to  the  abdominal  surface  or  to  the  vagina, 
the  patient  would  probably  recover  ;  if  it  pointed  to  the  rectum,  she 
might  recover ;  if  to  the  abdominal  cavity,  she  would  certainly  die. 

And  with  this  opinion  the  cases  were  usually  left  to  themselves 
for  Nature  to  determine  which  channel  of  exit  the  pus  should  take. 

We,  many  of  us,  know  of  cases  of  recovery  where  the  women  have 
borne  children  afterward.  These  recoveries  were  not  accidental  but 
because  the  pus  found  exit  by  a  safe  channel.  What  Nature  has 
done  in  the  past,  vaginal  puncture  now  accomplishes. 

Why  should  not  the  results  be  as  good  ?  They  apparently  are  and 
deserve  careful  study  and  reflection. 

Suppose  I  had  removed  the  abscess  in  the  first  case  related  and 
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that  the  patient  had  recovered,  is  there  any  advantage  over  her  pres- 
ent condition  that  she  would  have  received  ? 

It  seems  to  me  that  there  is  a  gain  in  favor  of  the  operation  per- 
formed. I  can  not  conceive  that  her  health  could  be  better  or  her 
local  condition  improved.  And,  moreover — what  is  of  great  impor- 
tance— the  function  of  menstruation  is  still  kept  up.  This,  I  think, 
all  will  admit,  is  a  decided  gain,  even  for  its  effect  alone  upon  the 
mind  of  the  patient. 

Then  again  in  the  second  case,  where  several  besides  myself  ad- 
vised laparotomy  for  the  removal  of  the  abscesses,  and  the  patient 
declined.  If  this  had  been  done,  it  is  more  than  probable  that  the 
other  ovary  and  tube  would  have  been  removed  also ;  which,  in  the 
light  of  the  result  obtained,  would  have  been  deplorable. 

The  woman,  as  I  have  said,  is  perfectly  well,  and  has  had  no  re- 
currence, and  no  inflammatory  action  set  up  on  the  other  side. 

These  results,  it  seems  to  me,  furnish  all  the  necessary  arguments 
in  favor  of  vaginal  puncture,  not  only  in  cases  of  abscess  dangerous 
to  remove,  but  in  those  where  all  the  conditions  are  favorable  to  re- 
moval, and  I  am  not  sure  that  it  is  not  the  surest  as  well  as  the  safest 
method  after  all.  I  am  not  yet  prepared  to  take  such  a  stand,  but 
think  I  may  come  to  it. 

The  operation,  as  an  operation,  is  not  as  brilliant,  certainly,  and 
to  it  does  not  attach  as  much  glory  as  to  a  successful  laparotomy.  It 
is,  however,  a  good  surgical  procedure,  though  a  conservative  one, 
and  does  produce  results  possibly  as  satisfactory  as  the  more  radical 
and  dangerous  one.  It  certainly  takes  from  the  treatment  of  pelvic 
abscess  much  of  the  terror  and  dread  of  operation. 

Of  course,  from  so  few  cases,  it  is  not  possible  to  make  positive 
predictions.  There  are,  however,  many  things  that  we  can  feel  sure 
about  without  demonstration,  and  in  regard  to  this  method  I  feel  cer- 
tain that,  no  matter  how  great  the  number  of  cases,  the  results  in  the 
large  majority  would  be  as  favorable  as  in  the  few  here  related. 
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HYSTERECTOMY  IN  ECTOPIC  GESTATION  WITH 
DISEASE  OF  THE  OTHER  APPENDAGES.  * 

By  Florian  Krug,  M.  D. 

The  subject  of  hysterectomy  in  bilateral  disease  of  the  uterine  ap- 
pendages was  fully  and  ably  discussed  before  this  society  in  the  fall 
of  last  year.  It  is  not  my  desire  to  go  over  the  whole  ground  again 
and  start  a  discussion  on  the  general  topic,  although  I  may  say  that 
it  is  a  matter  of  great  gratification  to  myself  and,  no  doubt,  to  every 
advocate  of  the  new  procedure  to  record  within  a  short  space  of  time 
so  many  converts  to  a  method  which,  at  first,  met  with  such  adverse 
criticism  and,  at  best,  was  given  a  very  lukewarm  reception. 

I  intend  to  confine  myself  to-night  to  a  special  indication  for  su- 
prapubic ablation  of  the  uterus  and  would  ask  you  to  restrict  your  re- 
marks to  the  limits  of  this  particular  subject,  so  as  to  have  it  discussed 
in  all  its  aspects.  While  I  realize  that  I  shall  not  meet  with  the  ap- 
proval of  all  of  you  in  this  procedure,  which  at  a  first  furtive  glance 
may  appear  as  too  radical,  I  feel  sure  that  I  have  been  working  in  the 
right  direction.  This  conviction,  together  with  the  confidence  ob- 
tained through  most  happy  results  in  carrying  it  out,  gives  me  the  as- 
surance to  bring  this  subject  before  you.  There  is  but  one  true  con- 
servatism in  surgery — the  one  that  preserves  health  and  life. 

I  deem  it  best  to  give  the  histories  of  the  four  cases  operated  upon 
by  me  this  winter,  omitting  all  unnecessary  details.  As  I  go  along  re- 
lating them,  I  shall  endeavor  to  convey  to  you  the  line  of  thought 
which  forced  me  to  consider  this  way  of  dealing  with  such  cases  the 
safest  and  most  rational  of  all.  They  have  all  been  operated  upon 
during  my  recent  service  at  the  German  Hospital,  and  I  may  add 
right  here  that  every  one  of  them  made  an  absolutely  smooth  and  per- 
fect recovery. 

Case  1. — When  I  took  charge  of  the  service  on  October  15,  1893,  I 
found  a  patient,  aged  twenty  years,  married  since  February  of  the  same 
year,  in  a  very  precarious  condition.  She  had  been  admitted  on  the  pre- 
vious day.  Her  temperature  was  ioi°  in  the  morning  and  ran  up  to 
103. 50  in  the  afternoon.  The  entire  abdomen,  extremely  tender,  highly 
tympanitic,  can  not  stand  the  slightest  touch.    The  patient  is  partly  de- 
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lirious  and  vomits  constantly  ;  pulse  126  to  140.  Per  vaginam,  a 
doughy  and  semi-fluctuating  mass  is  made  out,  filling  the  entire  pelvis 
and  bulging  out  in  the  posterior  fornix.  The  patient  not  being  able 
to  give  an  account  of  herself  it  was  learned  from  her  relatives,  and 
afterward  confirmed  by  herself,  that  she  had  gone  over  her  time  for 
seven  or  eight  weeks,  when  in  July  she  was  seized  with  violent  pains 
and  had  a  severe  haemorrhage  which  was  taken  for  a  miscarriage.  No 
fcetal  structures,  however,  were  found.  She  has  been  in  bed  ever 
since  and  has  not  been  without  pain  and  metrorrhagia  for  one  day. 
Without  going  into  details  in  giving  you  my  reasons,  I  will  state  that 
1  at  once  entertained  a  strong  suspicion  of  extra-uterine  pregnancy, 
with  partial  rupture  of  the  sac  and  formation  of  a  hematocele,  which 
had  suppurated  and  caused  the  existing  peritonitis.  Having  fre- 
quently met  with  this  complex  set  of  symptoms,  and  having  afterward 
confirmed  the  diagnosis  on  the  operating  table  and  by  the  aid  of  the 
microscope,  I  felt  that  in  this  case  also  I  was  coining  as  near  as  pos- 
sible to  the  correct  diagnosis,  although  I  was  not  positive.  Consider- 
ing the  extremely  critical  condition  of  the  patient,  I  did  not  think  it 
justifiable  to  adopt  radical  measures  at  once.  My  object  was  to  com- 
bat first  the  immediate  danger  to  life  and,  giving  her  a  chance  to  re- 
cuperate from  the  severe  septic  infection,  to  proceed  with  the  ultimate 
radical  operation  at  a  later  and  more  favorable  time.  On  the  17th  of 
October  the  patient  was  anaesthetized.  There  being  a  nasty,  purulent 
discharge  from  the  uterus,  I  considered  it  imperative,  first  to  sterilize 
the  uterine  cavity.  A  sharp  curette  brought  away  a  quantity  of 
broken-down  blood-clots  and  thoroughly  diseased  endometrium.  Ir- 
rigation and  tamponade  of  the  cavity  were  practiced.  A  free  incision 
was  then  made  into  the  exudate  in  Douglas's  pouch  and  about  a 
pint  of  foul-smelling,  discolored  blood  came  away.  On  inserting  the 
finger,  1  found  a  very  large  cavity  containing  a  great  amount  of  dis- 
colored blood-clots  which  were  removed  by  gentle  manipulation  and 
irrigation,  and  the  cavity  was  packed  with  gauze.  The  change  in  the 
patient's  condition  was  very  apparent.  Within  a  few  days  the  tym- 
panitis subsided,  the  temperature  became  near  to  normal,  the  pulse 
below  100,  the  cavity  was  found  smaller  with  every  dressing  and  the 
patient  rapidly  gained  in  strength.  Four  weeks  afterward  I  consid- 
ered it  safe  to  undertake  the  radical  operation,  which  was  performed 
on  November  20,  1893.  The  cavity  and  the  vagina  having  been  thor- 
oughly cleansed,  the  abdomen  was  opened  in  the  median  line.  Dense 
adhesions  between  all  the  viscera  were  found.  Having  separated 
them,  the  appendages  could  not  be  made  out  distinctly  ;  everything 
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appeared  as  one  mass,  in  which  the  uterus  was  impacted.  Taking 
care  to  avoid  the  ureters,  the  entire  mass  was  removed.  Very  little 
haemorrhage  occurred.  The  pelvis  was  packed  with  iodoform  gauze, 
after  the  stumps  had  been  inverted  into  the  vaginal  opening.  The 
abdominal  wound  was  closed.  The  highest  temperature  after  the 
operation  was  100. 8°  ;  recovery  was  without  an  untoward  symptom, 
and  the  patient  was  discharged  December  13,  1893. 

Owing  to  the  septic  changes  in  the  sac,  it  was  impossible  to  prove 
the  existence  of  chorionic  villi.  The  case,  therefore,  is  open  to  doubt, 
whether  it  really  was  an  extra-uterine  pregnancy  ;  still,  I  am  convinced 
that  so-called  hematocele  in  ninety-nine  out  of  one  hundred  cases  is 
the  result  of  a  ruptured  extra-uterine  pregnancy  and,  considering  the 
history  of  the  patient,  I  think  in  this  case  it  ought  to  be  classified  as 
such. 

Case  II. — On  November  29,  1893,  a  patient,  aged  twenty-six  years, 
was  admitted  to  the  German  Hospital,  with  quite  an  interesting  his- 
tory. In  January,  189c,  she  had  been  brought  to  the  same  hospital 
in  an  ambulance,  in  a  deep  state  of  collapse.  Shortly  before  she  had 
been  dismissed  from  one  of  our  city  hospitals.  Later  on  it  was  learned 
that  she  had  had  one  child,  that  she  had  menstruated  several  times 
afterward,  then  went  over  her  time,  and  applied  for  medical  advice 
on  account  of  severe  pains  in  her  back  and  side.  The  family  physi- 
cian found  a  tumor  posterior  and  to  the  left  side  of  the  uterus,  made 
the  probable  diagnosis  of  a  pyosalpinx  and  referred  her  to  the  afore- 
said hospital  for  operative  treatment.  A  trachelorrhaphy  was  per- 
formed there.  The  silver-wire  sutures  still  being  in  situ,  the  patient 
was  discharged  and  it  was  soon  after  that  the  sudden  collapse  oc- 
curred. When  I  saw  the  patient,  shortly  after  her  admission  to  the 
German  Hospital,  she  was  moribund  ;  extremities  cold,  radial  pulse 
not  to  be  felt,  abdomen  tympanitic.  Vigorous  stimulation  was  resorted 
to.  In  a  few  days  the  patient  rallied  and  an  examination  was  made. 
External  palpation  revealed  an  exudate  on  the  left  side  of  the  abdo- 
men. Per  vaginam,  three  silver-wire  sutures  in  the  cervix  were  felt. 
Posterior  to  and  mostly  to  the  left  side  of  the  uterus,  filling  the  entire 
pelvis,  a  large  mass  was  made  out  which,  however,  did  not  seem  to 
communicate  with  the  exudate  felt  externally.  An  incision  along 
Poupart's  ligament  was  made  and  about  a  pint  of  sero-purulent  fluid 
evacuated.  The  cavity,  which  did  not  communicate  with  the  perito- 
neal cavity  nor  with  the  mass  felt  below,  was  washed  out  and  drained, 
with  great  improvement  in  the  patient's  general  condition.  About  a 
week  afterward  the  patient  was  anaesthetized  and  an  incision  made, 


664 


Florian  Krug,  M.  D. 


per  vagi  nam,  into  the  pelvic  mass.  A  quantity  of  fcetid  blood  and 
blood-clots,  together  with  a  macerated,  three-months'  foetus  and  dis- 
organized placental  structures,  were  removed  and  the  cavity  thor- 
oughly irrigated  and  packed  with  gauze.  Unfortunately,  in  trying 
to  remove  all  the  placental  structures  the  sac  was  ruptured,  and  a  coil 
of  intestine  protruded.  Still,  I  was  able  to  push  it  back  and  apply 
the  gauze  dressing  in  a  satisfactory  way.  For  several  days  the  patient 
had  high  fever  and  well-marked  peritonitic  symptoms.  Within  a  week, 
however,  the  temperature  became  normal  and  the  cavity  commenced 
to  grow  smaller.  About  six  weeks  afterward  she  was  discharged  in 
good  condition.  I  have  seen  her  off  and  on  since  and  have  learned 
from  the  family  physician  that  she  has  had  repeated  peritonitic  at- 
tacks, several  of  them  of  a  very  severe  nature.  She  now  asked  for 
admission  in  order  to  have  the  radical  operation  performed,  as  she  is 
tired  of  being  more  or  less  an  invalid  all  the  time.  Examination, 
under  ether,  showed  a  swelling  on  the  left  side  of  the  uterus  and  the 
uterus  fixed.  On  the  19th  of  December  the  abdomen  was  opened. 
Considering  the  history  of  the  patient,  comparatively  few  adhesions 
were  found.  The  left  tube  was  universally  adherent  and  reduced 
nearly  to  its  normal  size,  but  it  showed  plainly  where  the  original  rup- 
ture had  taken  place  over  two  years  ago.  The  right  appendages  were 
also  adherent  and  matted  together  ;  the  uterus  large  and  showed  free 
oozing  from  where  the  adhesions  were  severed.  Total  extirpation  of 
uterus  and  appendages,  pelvis  packed  with  iodoform  gauze,  so  as  to 
cover  all  raw  surfaces  and  abdominal  wound  closed.  Absolutely 
smooth  recovery  and  the  patient  was  discharged  on  the  26th  of  Janu- 
ary, 1894.  The  specimen  was  exhibited  before  this  society  at  a  pre- 
vious meeting.  The  patient  has  since  reported  to  me,  as  free  from 
all  former  complaints. 

Case  III. — The  patient,  aged  thirty-one,  has  had  two  children  ; 
the  last  one  twenty  months  ago.  Last  menstruation  on  October  20, 
1893.  Cessation  of  menses  until  eight  weeks  later,  when  she  had  a 
severe  metrorrhagia  with  violent  pains  in  the  left  side.  Since  that 
time  the  haemorrhage  has  never  ceased,  sometimes  being  very  severe; 
pains  constantly,  with  occasional  exacerbations.  She  was  referred  to 
me  by  her  family  physician,  but  as  she  could  not  at  once  be  accom- 
modated in  a  suitable  room  in  the  German  Hospital  she  went  to  an- 
other city  hospital,  where  she  was  curetted  by  one  of  the  attending 
gynaecologists  and  discharged  after  one  week.  In  addition  to  her 
haemorrhages,  she  now  had  chills  and  high  temperature.  On  the  15th 
of  February  she  was  admitted  to  the  German  Hospital.  Examination 
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under  narcosis  revealed  a  large  uterus,  on  the  right  side  of  which  was 
found  a  swelling  of  a  doughy  consistence  and  of  about  the  size  of  a 
child's  head  ;  abdomen  tender  and  slightly  tympanitic.  On  the  20th 
of  February  the  abdomen  was  opened  and  about  a  pint  and  a  half  of 
liquid  blood  was  found  in  the  abdominal  cavity,  with  enough  coag- 
ulated blood  to  fill  a  quart  measure.  The  right  tube  was  distended 
by  blood-clots  to  about  the  size  of  a  child's  head  and  could  not  be 
separated  from  the  posterior  surface  of  the  uterus.  On  the  upper  side 
near  the  fimbriated  end  the  point  of  rupture  was  plainly  seen.  On 
the  left  side  the  tube  contained  pus,  was  occluded  and  matted  together 
with  the  ovary,  so  that  it  had  to  be  shelled  out  from  universal  adhe- 
sions. Some  years  ago  I  would  have  extirpated  the  two  appendages 
and  drained  the  cavity  according  to  the  Mikulicz  method,  taking  the 
risk  of  a  large  ventral  hernia.  In  the  light  of  our  modern  experience 
with  hysterectomy,  I  did  not  hesitate  a  moment  to  make  up  my  mind 
to  extirpate  the  uterus  together  with  the  diseased  appendages.  There 
was  no  way  of  saving  any  of  them  and,  as  the  woman  had  to  be  cas- 
trated anyway,  I  deemed  it  infinitely  better  and  more  rational  to  re- 
move the  uterus  which  had  become  an  absolutely  useless  organ. 
There  was  no  palpable  disease  in  the  uterus  ;  still,  peeling  off  the 
right  tube  would  have  left  a  large  raw  surface  on  the  posterior  wall 
of  the  uterus,  inviting  intestinal  adhesions  and  subsequent  suffering. 

The  result  was  gratifying  in  every  respect  ;  the  patient's  tempera- 
ture never  touched  ioo°  and  she  was  discharged  March  14th,  three 
weeks  after  the  operation.    She  is  in  perfectly  good  health  now. 

Case  IV. — The  patient,  thirty-eight  years  of  age,  a  native  of 
Poland,  was  admitted  to  the  German  Hospital  on  March  2d.  It  was 
difficult  to  obtain  a  satisfactory  history,  as  the  patient  could  only 
speak  her  native  tongue.  She  had  had  two  children,  the  last  one 
eight  years  ago,  and  no  miscarriages.  She  had  been  menstruating 
regularly  until  three  months  ago.  Six  weeks  ago  she  had  severe  pain 
in  the  right  side,  which  caused  her  to  faint.  The  same  day  severe 
haemorrhage  set  in,  which  has  kept  on,  more  or  less,  ever  since. 
Colostrum  in  the  breast ;  uterus  large  and  softened.  On  the  right 
side  a  mass,  about  the  size  of  a  grape  fruit,  of  a  doughyeconsistence. 
The  probable  diagnosis  of  a  right  extra-uterine  pregnancy  was  made. 
On  the  6th  of  March  a  cceliotomy  was  performed  and  the  diagnosis 
confirmed.  There  was  a  large  amount  of  dark  blood  and  blood-clots 
in  the  abdominal  cavity,  the  right  tube  distended  by  blood-clots  and 
chorionic  structures  and  the  place  of  rupture  easily  found  on  the 
upper  border  ;  the  left  tube  thickened  and  occluded  ;  the  left  ovary 
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contained  a  hematoma.  I  admit  that  there  might  have  been  a  possi- 
bility of  resecting  part  of  the  left  tube  and  of  extirpating  the  hema- 
toma of  the  left  ovary  and,  in  this  way,  of  doing  some  so-called  "  con- 
servative surgery."  But,  considering  that  this  patient  was  a  working- 
woman,  who  had  to  depend  on  her  ability  to  work  for  a  living,  and 
taking  into  account  that  the  resection  of  the  tube,  as  advocated  by 
Dr.  Polk,  is  still  in  the  experimental  state,  I  felt  that  I  was  doing  the 
right  thing  by  this  woman  to  perform  a  radical  operation  and,  there- 
fore, removed  the  uterus  and  all.  There  was  another  point  to  be  con- 
sidered and  that  was  that  the  case  clearly  demanded  drainage.  Be- 
lieving that  drainage  through  an  abdominal  wound  is  one  of  the  most 
frequent  causes  of  ventral  hernia,  I  preferred  to  drain  through  the 
vagina  and  close  the  abdominal  wound.  The  patient's  temperature 
was  ioi°  in  the  rectum  on  the  following  day  but  fell  to  normal  after 
the  bowels  had  moved  on  the  second  day.  The  further  recovery  of 
the  patient  was  without  an  untoward  symptom  and  she  was  dis- 
charged cured,  April  ist. 

In  both  of  the  last-named  cases,  microscopic  examination  showed 
chorionic  villi  and  thus  proved  the  existence  of  extra-uterine  preg- 
nancy, although  the  foetus,  which  evidently  had  perished  before,  was 
not  found. 

I  suppose  it  is  needless  to  state — still  I  might  do  so  in  order-  to 
avoid  any  possible  misunderstanding — that  I  would  never  think  of 
performing  a  hysterectomy  in  a  case  of  ectopic  gestation  with  per- 
fectly healthy  appendages  on  the  other  side.  In  fact,  I  have  operated 
during  the  same  period  of  time  on  several  extra  uterine  pregnancies, 
where  the  radical  procedure  was  not  indicated.  Among  these  was  a 
case,  where  I  had  removed  a  tubal  pregnancy  from  the  right  side  over 
two  years  ago  and  was  called  upon  to  remove  the  left  pregnant  tube 
this  winter.  There  being  but  few  adhesions  and  the  uterus,  which 
was  curetted,  being  healthy,  it  was  left  and  has  not  troubled  the 
patient. 

The  points  I  wish  to  emphasize  are  briefly  these  : 
e.  If  you  meet  with  a  tubal  pregnancy  and  find  the  other  append- 
ages in  such  a  state  that  their  removal  is  necessary,  it  is  better  surgery 
to  remove  the  uterus  at  the  same  time,  thus  saving  your  patient  all 
subsequent  trouble. 

2.  Even  if  there  be  a  doubt  whether  a  part  of  the  ovary  on  the 
other  side  may  be  saved,  in  the  presence  of  such  extensive  adhesions 
as  will  create  a  large,  raw  oozing  surface  on  the  posterior  wall  of  the 
uterus  necessitating  free  drainage,  it  is  infinitely  better  to  remove  that 
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uterus  and  secure  drainage  per  vaginam  than  to  leave  it  and  drain 
through  the  abdomen. 

In  speaking  of  drainage,  I  mean  drainage  in  the  surgical  sense  of 
the  word,  implying  a  rather  larger  opening  at  the  lower  angle  of  the 
abdominal  incision  and  a  generous  use  of  gauze  ;  not  a  little  drainage- 
tube,  through  which  hardly  more  than  the  exudation  caused  by  that 
foreign  body  itself  in  the  peritoneal  cavity  may  be  pumped  up. 


MYOMECTOMY  DURING  PREGNANCY. 
By  Albert  L.  Stavely, 

Resident  Gynaecologist,  Johns  Hopkins  Hospital. 

We  have  come  to  learn  by  a  slow  deduction  from  cases  recorded 
in  medical  literature  that  operations  performed  upon  the  pregnant 
uterus  or  its  annexa  during  pregnancy  are  not  attended  by  extreme 
danger.  Thus  out  of  forty-one  cases  subjected  to  operations  on  the 
annexa,  which  I  have  collected  at  random  from  the  literature,  thirty- 
two  went  to  term  and  were  delivered  of  living  children,  while  seven 
aborted  and  two  died.  Statistics  collated  by  other  writers  show  re- 
sults almost  as  good. 

Myoma,  complicating  pregnancy,  is  rather  uncommon  on  account 
of  the  tendency  of  this  growth  to  cause  sterility  or,  in  the  event  of  im- 
pregnation, to  cause  an  early  abortion.  Virchow  and  Scanzoni  state 
that  fully  fifty  per  cent,  of  women  with  myomata  are  sterile. 

If  pregnancy  occurs  notwithstanding  the  existence  of  myomata, 
the  necessity  for  surgical  interference  must  be  considered,  and  the 
decision  will  depend  upon  the  individual  peculiarities  of  each  case. 
A  small  myoma  may  not  complicate  labor  no  matter  where  situated. 
An  interstitial  myoma  of  the  upper  zone  of  the  uterus,  even  though  of 
considerable  size,  usually  offers  no  mechanical  obstruction  to  labor 
and,  unless  untoward  symptoms  arise  which  render  an  operation  im- 
perative, should  not  be  touched. 

Tumors,  which  in  the  early  months  of  pregnancy  are  situated  in 
the  lower  part  of  the  body  ot  the  uterus,  may  gradually  ascend  from 
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the  pelvis  and  occupy  such  a  position  at  term  that  labor  is  in  no  way 
complicated  by  their  presence.* 

A  pedunculated  myoma,  blocking  the  pelvis  and  causing  severe 
pressure  symptoms,  may  frequently  be  freed  from  its  confining  posi- 
tion by  careful  manipulation.  This  is  sometimes  accomplished  more 
readily  by  placing  the  patient  in  the  knee-chest  position.  Occasion- 
ally manipulation  fails  either  on  account  of  the  cramped  environment 
of  the  tumor  or  on  account  of  adhesions  which  bind  it  so  firmly  in 
the  pelvis  that  attempts  at  displacement  may  be  attended  by  disas- 
trous consequences.  Two  cases,  cited  by  Phillips,f  aptly  illustrate 
some  of  the  dangers  of  too  forcible  or  too  persistent  efforts  in  dis- 
placing these  tumors.  The  first  case  was  operated  on  by  Knowsley 
Thornton  J  for  incarcerated  pedunculated  myoma.  After  making  the 
abdominal  incision  the  tumor  was  forced  out  of  the  pelvis  and  such 
profuse  bleeding  occurred  that  the  patient's  life  was  at  first  de- 
spaired of. 

In  the  second  case,  operated  on  by  Hanfield-Jones,  a  myoma,  the 
size  of  a  fcetal  head,  was  impacted  and  adherent  in  the  pelvis.  Be- 
fore the  operation — a  Porro-Caesarean — persistent  efforts  were  made 
to  liberate  the  growth  but  without  success.  Following  the  operation 
the  patient  died  of  peritonitis.  At  the  autopsy  the  tumor  was  found 
to  be  much  "  bruised  "  and  Phillips  who  saw  the  case  thought  that  the 
preliminary  manipulation  might  have  had  some  bearing  on  the  fatal 
termination. 

In  considering  the  advisability  of  an  operation  it  is  necessary  to 
weigh  the  risks  of  interference  and  non-interference. 

The  dangers  from  an  operation  are  shock,  abortion,  haemorrhage, 
intestinal  obstruction,  and  infection.  Shock  depends  in  a  great  meas- 
ure upon  the  dexterity  of  the  operator  and  the  duration  of  operation  ; 
abortion  depends  upon  the  amount  of  manipulation  of  the  uterus, 
upon  the  extent  of  involvement  of  the  uterine  wall  and  upon  the 
absence  or  presence  of  a  tendency  to  abortion.  If  the  uterine  cavity 
is  opened,  abortion  is  inevitable.  Haemorrhage  is  to  be  feared  on  ac- 
count of  the  great  vascularity  of  the  uterus.  This  applies  only  to  the 
sessile  myomata,  and  a  series  of  successful  operations  performed  for 
the  removal  of  these  growths  show  that  even  this  fear  is  somewhat 
exaggerated. 

Abortion  and  haemorrhage  after  operation  in  the  majority  of  in- 


*  Phillips.  British  Medical  Journal,  1888,  i,  p.  1331. 
f  Ibid.  \  Referred  to  in  the  table. 
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stances  may  be  averted  by  prolonged  rest  in  bed  with  a  judicious  ad- 
ministration of  morphine.  The  danger  of  infection,  which  may  be 
somewhat  greater  than  in  ordinary  abdominal  operations,  depends 
upon  the  thoroughness  of  the  surgical  technique. 

The  dangers  from  non-interference  with  obstructing  myomata  are 
abortion,  haemorrhage,  sepsis,  rupture  of  uterus,  pressure  symptoms 
and  intestinal  obstruction.  When  there  is  a  large  myoma  growing  in 
the  substance  of  the  uterus  the  free  haemorrhages,  frequently  induced, 
tend  to  detach  the  ovum.  Gusserow  *  thinks  it  is  not  yet  proved  that 
abortion  is  more  frequent  where  myomata  exist.  He  says,  however, 
that  abortion  may  be  due  directly  to  the  tumor  or  to  its  effect  on  the 
uterine  wall. 

It  has  been  stated  by  several  writers  that  when  pregnancy  goes  to 
term  haemorrhage  is  almost  certain  to  occur  in  those  cases  in  which 
an  interstitial  myoma  is  situated  opposite  the  placental  attachment 
and  that,  when  abortion  occurs  under  such  circumstances,  the  haemor- 
rhage is  always  profuse  and  sometimes  fatal.  Although  it  is  claimed 
by  some  writers  that  placenta  previa  is  more  frequent  in  pregnancy 
complicated  by  myomata,  the  research  of  Naussf  seems  to  disprove 
this  statement  as  he  only  found  this  anomaly  twice  in  two  hundred 
and  forty-one  cases. 

Playfair  X  says  haemorrhage  is  not  so  frequent  as  might  at  first  be 
supposed  and  in  twenty-six  cases  collected  by  Magdelaine  no  cases 
of  this  character  are  reported.  In  nineteen  cases  of  haemorrhage  col- 
lected by  Nauss,*  eleven  of  the  myomata  were  submucous,  six  inter- 
stitial and  two  subperitoneal. 

During  pregnancy  myomata,  as  a  rule,  grow,  very  rapidly.  Cazeaux 
says  :  "  I  have  known  them  in  several  instances  to  acquire  a  size  in 
three  or  four  months  wmich  they  would  not  have  done  in  several 
years  in  the  non-pregnant  condition."  After  labor  the  myoma,  origi- 
nally of  low  vitality,  often  passes  through  a  degenerative  or  absorptive 
process,  thus  offering  an  opportunity  for  entrance  and  growth  of 
pyogenic  organisms. 

A  case  is  reported  in  the  Homoeopathic  Journal  of  Obstetrics,  for  Sep- 
tember, 1892,  in  which  a  myoma,  the  size  of  an  orange,  was  detected 
in  the  left  side  of  the  fundus  uteri.  Twelve  days  after  labor,  which 
nearly  terminated  fatally,  the  patient  developed  all  the  symptoms  of 


*  Gusserow.  Neubildungen  des  Uterus,  1886. 
I  Playfair.    Midwifery,  1889,  p.  363. 

*  Gusserow.    Netibi'dungen  des  Uterus,  1886. 


\  Ibid. 
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septic  infection.  The  uterus  gradually  enlarged  to  its  size  at  term 
and  then  suddenly  discharged  an  enormous  quantity  of  pus,  contain- 
ing shreds  of  myomatous  tissue.  A  well-defined  instance*  has  been 
recorded  in  which  a  myoma  undergoing  softening  so  weakened  an 
area  in  the  wall  of  a  uterus  already  softened  by  pregnancy  that  it 
ruptured. 

Peritonitis  occasionally  occurs  during  pregnancy  apparently  as  a 
result  of  myomata  \  and  deaths  have  been  reported  from  this  cause. 
Pressure  from  a  large  myoma  may  cause  marked  dyspnoea,  obstinate 
constipation  or  suppression  of  urine,  depending  upon  the  location  of 
the  growth.  Pain  from  pressure  is  also  unendurable  in  some  cases. 
Statistics  collected  to  show  the  results  of  non-interference  in  pregnancy 
complicated  with  myomata  are  interesting.  One  author  J  reports 
three  hundred  and  seven  cases  in  which  thirty-nine  abortions  and 
fourteen  maternal  deaths  occurred  ;  another  *  two  hundred  and  forty- 
one  cases  with  forty-seven  abortions.  Siisserott  ||  in  one  hundred  and 
forty-seven  cases  records  eight  deaths  after  application  of  the  forceps, 
twelve  after  version  and  thirteen  after  artificial  removal  of  the 
placenta. 

Jetter  A  records  two  hundred  and  fifteen  deliveries  in  one  hundred 
and  sixty-five  mothers  with  sixty-four  maternal  deaths.  Gusserow  () 
reports  two  hundred  and  twenty-eight  cases,  collected  from  different 
sources,  of  which  one  hundred  and  twenty-three  died.  Suturgin  J 
states  that  scarcely  one  fifth  of  the  cases  complicated  with  myomata 
terminate  without  surgical  assistance  and  that  about  one  third  of  the 
mothers  and  one  half  of  the  children  die  during  or  soon  after 
labor. 

The  immediate  occasion  of  the  remarks  and  analysis  here  pre- 
sented was  the  occurrence  of  two  cases  in  the  gynaecological  wards 
of  the  Johns  Hopkins  Hospital. 

In  1892  two  patients  with  myomata  complicating  pregnancy  were 
admitted  to  the  gynaecological  wards  who  were  operated  upon  by  Dr. 
Kelly.    The  following  is  a  synopsis  of  their  histories  : 

*  Alabama  Med.  and  Surg.  Journal,  October,  1891. 

\  Worship.    Obstcl.  7'rans.,  London,  vol.  xiv,  p.  305. 

\  Lefour.     Uterine  Fibroids  in  Relation  to  Pregnancy,  Paris,  18S0. 

*  Nauss.    Inaug.  Dissert.,  Halle,  1882. 

I  Siisserott.    Inaug.  Dissert.,  Rostock,  1870. 
A  Die  jVeubildungen  des  Uterus,  1886. 
0  Ibid. 

%  Annual  of  Universal  Medical  Sciences,  1891. 
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Case  L — Mrs.  S.,  aged  twenty-five,  admitted  March  7,  1892;  mar- 
ried eleven  months  before  admission  to  hospital ;  menstruated  first  at 
eleven  years  of  age,  never  regular,  last  period  December  17,  1891  ; 
complained  of  occasional  sharp  pain  in  the  ovarian  and  sacral  region, 
severe  headache  and  nausea.  She  was  examined  under  anaesthesia, 
and  a  diagnosis  of  myoma  of  the  posterior  part  of  the  fundus  uteri,  with 
pregnancy,  was  made.  The  pregnancy  was  judged  to  be  about  two 
and  a  half  months  advanced,  by  the  size  of  the  uterus  and  menstrual 
history.  The  tumor  was  about  six  centimetres  in  diameter,  and  its  ex- 
tirpation was  deemed  advisable  on  account  of  its  probable  interference 
with  parturition.  Operation,  March  9th.  A  median  incision  exposed 
a  firm  sessile  myoma  directly  behind  the  abdominal  wall  and  situated 
on  the  posterior  and  right  side  of  the  fundus,  forming  a  round  boss 
about  the  size  of  an  orange.  An  incision  was  made  through  the 
capsule  of  muscular  fibers  over  the  tumor,  and  it  was  removed  with- 
out difficulty  by  enucleation,  three  or  four  silk  sutures  having  first 
been  passed  under  the  tumor  as  it  was  drawn  up  out  of  its  bed ;  these 
were  tied  immediately  after  the  enucleation  and  at  once  re-enforced  by 
others,  in  all  ten  or  twelve.  The  bleeding  was  slight  and  easily  con- 
trolled, the  abdomen  was  closed  without  drainage  and  the  patient 
made  an  uneventful  recovery,  and  was  delivered  at  term  of  a  living, 
healthy  child. 

Case  II. — Mrs.  W.,  aged  thirty-five,  admitted  July  23,  1892  ;  nullip- 
ara, menstruated  first  when  thirteen  years  of  age,  flow  regular  ;  mar- 
ried twice  ;  first  time  fourteen  years  before,  second  time  four  months 
before,  admission.  Last  menstrual  period  occurred  three  weeks  after 
her  second  marriage.  She  complained  of  a  lump  in  the  right  ovarian 
region,  which  had  been  noticed  for  six  weeks  and  which  was  growing 
very  rapidly.  For  a  week  she  had  suffered  with  cramplike  pains  in 
the  abdomen  radiating  into  the  back  and  down  the  right  leg.  These 
pains  were  very  severe  and  resembled  those  of  labor.  On  examination 
the  lower  part  of  the  abdomen  was  found  to  be  irregularly  distended 
by  two  masses,  evidently  the  pregnant  uterus  and  a  myoma.  The 
uterus  was  rounded  in  outline,  rather  soft,  extending  fifteen  centi- 
metres to  the  right  of  the  median  line  of  the  abdomen.  The  myoma 
was  situated  to  the  right  and  above  the  plain  of  the  uterus  ;  it  was 
about  eight  centimetres  in  diameter,  of  firm  consistence;  and  grew 
from  the  cornu  of  the  uterus.  Operation  advised  on  account  of 
threatened  abortion.  Operation,  July  27,  1892.  Incision  made  along 
the  outer  border  of  the  right  rectus  muscle,  revealing  a  myoma  situ- 
ated at  the  right  cornu.    The  capsule  was  incised  and  the  tumor 
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removed  by  enucleation,  and  the  uterine  wound  closed  by  catgut 
sutures.  There  was  free  bleeding,  until  the  sutures  were  tied.  This 
patient  likewise  had  an  uncomplicated  convalescence,  and  was  deliv- 
ered at  term  of  a  living  child. 

In  reviewing  the  literature  on  this  subject,  thirty-one  additional 
cases  have  been  found  which  are  tabulated  here.  Pozzi  *  reports 
seventeen,  Landau  f  seventeen,  and  Routier  \  fifteen  cases,  each  writer 
having  duplicated  the  cases  of  the  others  with  one  or  two  exceptions. 
Cases  are  reported  #  where  enucleation  was  attempted  before  resorting 
to  Porro's  operation.  Fibroid  tumors  of  the  ovary,  which  may  produce 
symptoms  identical  with  those  of  incarcerated  pedunculated  myomata, 
have  been  removed  during  pregnancy.  Operations  upon  myomata, 
not  involving  cceliotomy,  growing  in  the  cervical  portion  of  the 
uterus,  have  been  performed  several  times,  ||  but  as  it  is  not  the  object 
of  this  paper  to  discuss  them,  they  will  be  passed  without  further 
notice.  The  following  table  includes  only  those  cases  requiring  open- 
ing of  the  abdominal  cavity  for  the  removal  of  myomata  per  se. 

The  indications  for  myomectomy  are  not  always  clear.  An  incar- 
cerated myoma  or  one  so  situated  as  to  cause  great  pressure  upon  such 
important  structures  as  the  blood-vessels,  ureters,  nerves,  and  intes- 
tines, or  a  myoma  which  constantly  threatens  abortion  in  cases  where  it 
is  extremely  desirable  for  reasons  of  inheritance  that  pregnancy  should 
continue,  or  where  the  life  of  the  patient  is  endangered  from  constant 
and  profuse  haemorrhages,  call  for  an  operation.  Any  one  of  the -fol- 
lowing operations  may  be  resorted  to  in  these  cases  :  The  induction  of 
abortion  or  premature  labor,  craniotomy,  symphyseotomy,  myomec- 
tomy, the  Caesarean,  the  Porro  and  the  Porro-Caesarean  operation. 
Craniotomy,  except  in  case  of  foetal  death,  is  practically  an  operation 
of  the  past.  Symphyseotomy  is  a  very  safe  operation,  and  is  indicated 
in  properly  selected  cases.  The  Porro  and  Caesarean  operations  are 
sometimes  called  for,  where  myomectomy  would  be  of  no  avail.  The 
recent  results  in  the  last-named  operations  give  them  an  important 
place  in  the  consideration  of  the  treatment  of  myomata  complicating 
pregnancy.    In  five  years,  from  1885  to  1890,  one  hundred  and  fifty- 


*  Gynecology,  vol.  i,  p.  424,  London,  1892. 

\  Sammlung  klin.  Vortragc,  N.  F.,  No.  26;  Gy)i.,  No.  9,  p.  217. 
\  Bull.  Soc.  Chirurg.,  November,  1889. 

*  British  Med.  Journal,  1888,  vol.  i,  p.  1331. 

||  Munde,  Trans.  Am.  Gyn.  Soc,  1884;  Hicks,  Obs.  Trans.,  xii,  1871,  p.  273; 
Lomer,  Zeitschr.  f.  Geburt,  el  Gynak.,  1883,  ix,  p.  302  ;  Sims,  Uterine  Surgery,  p. 
117  ;  Schroder,  Gusserovv's  Die  NeuHldungeti  des  Uterus,  18S6,  etc. 
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seven  Porro  operations  were  performed,  with  forty-eight  maternal 
deaths  (30  +  per  cent.)  and  a  fcetal  mortality  of  twenty-five  (15.9 
per  cent.).  In  1887  there  were  fifty-three  Csesarean  operations,  with 
a  maternal  mortality  of  20.8  per  cent.,  and  in  1888  seventy-nine 
operations,  with  a  mortality  of  24  per  cent.  The  infant  mortality  in 
the  one  hundred  and  thirty-two  cases  was  5.3  per  cent. 

An  analysis  of  the  following  table  shows  a  maternal  mortality  of 
24.25  per  cent,  or  eight  deaths  in  thirty-three  cases.  Of  these  deaths 
two  were  due  to  haemorrhage,  one  to  "  long-standing  aortic  disease  " 
and  one  to  peritonitis.  Three  died  after  the  occurrence  of  abortion, 
probably  from  infection,  and  in  one  case  the  cause  was  not  specified. 

Twenty-four  of  these  cases  have  been  reported  since  1884  or  near- 
ly 80  per  cent,  of  the  whole  number.  Eliminating  the  cases  operated 
upon  before  1885  there  remains  a  mortality  of  16.66  per  cent.  Since 
1889  seventeen  cases  have  been  reported  or  over  one  half  of  the 
whole  number,  with  a  death-rate  of  11.75  per  cent.  The  excellent 
results  obtained  in  the  later  cases  is  unquestionably  due  to  improved 
surgical  technique.  An  investigation  of  the  fcetal  mortality  shows  a 
death-rate  of  30.30  per  cent,  or  nine  abortions  and  one  miscarriage. 
Twenty  women  were  delivered  at  term  of  living  children  and  one  had 
a  premature  delivery  in  the  eighth  month,  nearly  six  months  after  the 
operation.  In  three  cases  where  the  mothers  died,  no  statement  is 
made  concerning  abortion.  Sixteen  myomata  are  reported  as  pedun- 
culated ;  with  these  four  deaths  occurred,  including  the  patient  with 
aortic  disease.  One  case  aborted  and  one  gave  birth  to  a  stillborn 
child,  after  which  she  died.  In  fifteen,  cases  of  sessile  myoma  six 
abortions  occurred  and  four  patients  died.  Nine  were  operated  on 
in  the  last  eight  years  with  two  deaths  and  one  abortion,  the  abortion 
occurring  in  one  of  the  cases  that  died. 

From  this  analysis  it  is  evident  that  operations  performed  during 
the  last  eight  years  have  been  attended  with  much  better  results 
than  in  former  years,  that  operations  for  sessile  myomata  are  more 
disastrous  to  the  foetus  than  are  those  for  pedunculated  tumors  and 
that  in  properly  selected  cases  myomectomy  for  pedunculated  or  ses- 
sile myomata  is  comparatively  safe  and  thoroughly  justifiable. 
46 
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Further  remarks. 

Patient  a  widow  nine 
years, pregnancy  not 
suspected.  Only  a 
small  portion  of  the 
sac  was  removed,  the 
rest  being  stitched 
in  the  abdominal 
wound  to  shut  out 
infection. 

Tumor  had  thick  ped- 
icle, and  was  adhe- 
rent to  intestines 
and  Douglas's  cul- 
dc-sac. 

Forceps  delivery. 

Death  from  peritoni- 
tis on  third  day. 

Result  to 
foetus. 

Abortion  on 
the  day  fol- 
lowing the 
operation. 

Stillborn  on 
the  following 
day. 

Delivery  at 
term. 

Not  stated. 

Abortion  day 
after  opera- 
tion. 

Result  to 
patient. 

Recovery. 

Died  on 
the  seventh 
day. 

Recovery. 

Died. 

Died  on 
the  sixth 
day. 

Exact  location. 

Situated  on  the 
upper  and  ante- 
rior part  of  uterus. 

Wedged  in  the 
pelvis. 

Three  large  myo- 
mata, situated  on 
the  fundus  ;  two 
pedunculated, 
one  sessile. 

Not  specified. 

Not  specified. 

Characteristics 
of  tumor. 

Large  iibro-cystic 
tumor,  containing 
ten  litres  of  serous 

fluid,  the  solid 
portions  weighing 

7,300  grammes. 

Large  peduncu- 
lated myoma. 

Multiple  peduncu- 
lated myomata, 
one  sessile  myoma. 

Soft  peduncu- 
lated myoma,  with 

broad  pedicle. 
Multiple  myoma- 
ta, with  broad 
bases. 

Advance- 
ment of 
pregnancy 
at  time  of 
operation. 

5  months. 

7  months. 
4  months. 

3  months. 

4  months. 

Date  of  operation  or 
reference  to  report 
of  case. 

Operation,  Dec. 
15,  1874.  Lrcons 
de  clin.  c/iir.,  vol. 
i,  p.  679. 

Trans.  Obstet.  Soc. 
June  4,  1879. 

Operation,  Nov. 
16,  1879.  Die 
Laparotomie  in 
der  Schwanger- 

schaft,  Zeitschtift 
f.  Geburi.  und 
Gynakol.,  Bd.  v. 
Operation,  1880. 
Op.  Gyndk.,  3d 
ed.,  p.  475. 

Operation,  March, 
1881.  Landau, 
Sam  ?n  lung  klin. 
Vorlrage,  N.  F., 
No.  26.  Gyn., 
No.  9,  p.  217. 

Name  of 
operator. 

Pean. 

Thornton. 
Schroder. 

Hegar. 
Martin. 

M 
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Further  remarks. 

Enucleation. 

Broad    ligament  and 
tumor  stripped  out. 

Enucleation. 
Ligation  of  pedicle. 

Ligation  of  pedicle. 

Ligation  of  pedicle. 

Incision  through  pos- 
terior  vaginal  for- 
nix,    clamping  of 
pedicle. 

Result  to 
foetus. 

Delivery  at 
term. 

Delivery  at 

Delivery  at 
term. 

Delivery  at 
term. 

Delivery  at 
term. 

Delivery  at 
term. 

Delivery  at 
term. 

Result  to 
patient. 

Recovery. 
Recovery. 
Recovery. 
Recovery. 

Recovery. 

Recovery. 
Recovery. 

Exact  location. 

Posterior  surface 
of  fundus  uteri. 

Situated  on  right 
side  of  uterus. 

At  right  cornu 
uteri. 

Growing  from 
posterior  and 
lateral  surface  of 
uterus,  blocking 
the  pelvis. 
Growing  from 
posterior  and 
lateral  surface  of 
uterus,  blocking 

the  pelvis. 
Situated  on  ante- 
rior surface  of 
uterus. 

Growing  from 
posterior  surface 
of  uterus. 

Characteristics 
of  tumor. 

Sessile  myoma, 
size  of  orange. 

Intra-ligamentary 
myoma,  size  of 
child's  head. 

Sessile  myoma, 
size  of  duck's 
egg- 

Pedunculated 
myoma,  size  of 
fcetal  head. 

Pedunculated 
myoma,  size  of 
fcetal  head. 

Pedunculated 
myoma,  size  of 
hen's  egg. 

Large  pedicu  - 
lated  myoma. 

Advance- 
ment of 
pregnancy 
at  time  of 
operation. 

4  months. 

1  IH  ATI  trie 

i  \    111W11  l  I  L  o  . 

13  weeks. 

5  months. 

5  months. 

5  months. 
4  months. 

Date  of  operation  or 
reference  to  report 
of  case. 

1S92.  Abstract 
from  history  of 
case  for  this 
article. 
Operation,  1892. 
Miinch.  vied. 
IV oc  he  n  sen  rift, 
No.  14,  1893. 
1892.  Abstract 
from  history  of 
case  for  this 

article. 
Personal  com- 
munication. 

Personal  com- 
munication. 

Operation,  1893. 
Miinch.  vied. 
Wochenschrifty 
No.  14,  1893. 
Personal  com- 
munication. 

Name  of 
operator. 

Kelly. 
Frommel. 
Kelly. 
Price. 

Price. 

Frommel. 
Price. 

No. 
of 
case. 

CO                     OO                          M                          M  CO 
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IN  MEMORIAM.  * 
ALEXANDER  DUNLAP,  A.  M.,  M.  D. 

By  J.  C.  Reeve,  M.  D. 

Alexander  Dunlap  was  born  in  Brown  County,  Ohio,  on  the 
1 2th  of  January,  1815.  His  academic  education  was  acquired  by 
two  years'  study  at  Athens,  Ohio,  and  by  two  years  at  Miami  Uni- 
versity at  Oxford,  Ohio,  where  he  graduated  in  1836.  He  read 
medicine  with  his  brother,  Milton  Dunlap,  at  Greenfield,  Ohio,  and 
attended  lectures  at  the  Cincinnati  Medical  College,  where  he  ob- 
tained his  medical  degree  in  1839.  He  then  entered  upon  practice 
with  his  brother,  but  moved  to  Ripley,  Ohio,  in  1846,  and  to  Spring- 
field, Ohio,  in  1856,  where  he  resided  until  his  death  which  took  place 
February  16,  1894. 

The  life,  a  brief  record  of  which  is  here  given,  extends  over  a 
period  of  time  in  which  surgery  made  one  of  its  most  brilliant  ad- 
vances. The  performance  of  ovariotomy  and  its  establishment  as  a 
legitimate  operation  was  the  first  step  in  the  field  of  abdominal  sur- 
gery. Further  cultivation  of  that  field  has  led,  with  the  assistance  of 
anaesthetics,  to  operative  procedures  which  the  wildest  imagination 
would  not  have  conceived  and  has  rendered  to  humanity  substantial 
benefits  unsurpassed  in  any  other  department  of  the  art.  Dr.  Dunlap 
played  no  unimportant  part  in  this  great  advance.  He  was  one  of  its 
pioneers.  Among  the  first  to  perform  ovariotomy,  he  undertook  it 
without  instruction  or  clinical  study,  and  repeated  it  many  times  be- 
fore the  principles  upon  which  its  success  depends  were  established. 
While  demonstrating,  in  spite  of  professional  discountenance,  its 
feasibility,  he  advocated  its  performance  when  such  advocacy  not 
only  awakened  opposition  but  entailed  obloquy.  Some  record  of  his 
work  is  therefore  due,  not  only  to  the  memory  of  a  man  who  rendered 
good  service  in  the  cause  of  medical  progress,  but  to  the  surgical 
history  of  a  section  of  our  country,  then  almost  a  wilderness,  where 
ovariotomy  had  its  birth,  and  it  is  due  to  the  history  of  American 
surgery  at  large. 

Dr.  Dunlap  wrote  but  little  ;  he  published  no  reports  Of  cases  and 
kept  no  accurate  record  of  his  work.    He  was  not  ready  with  the 


*  Read  before  the  American  Gynaecological  Society,  in  Washington,  D.  C,  May 
31,  1S94. 
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pen,  but  there  was  another  and  more  effective  reason  for  his  silence, 
as  will  be  seen  later.  In  i860  the  State  Medical  Society  of  Ohio 
made  a  formal  request  upon  him  for  a  paper  upon  the  operation  of 
ovariotomy,  in  the  performance  of  which  he  had  by  that  time  achieved 
a  reputation  which  extended  beyond  the  limits  of  the  State.  This 
request,  however,  he  did  not  comply  with  until  1868,  and  the  volume 
of  Transactions  of  the  Society  for  that  year  contains  his  first  paper 
upon  the  subject.  The  tone  of  this  paper  is  markedly  practical. 
The  author  presents  the  results  of  his  work  with  clearness  and  advo- 
cates the  operation  with  dignity  and  firmness.  The  action  of  the 
society  in  i860  showed  plainly  that  a  change  was  taking  place  in  the 
direction  of  the  current  of  professional  opinion.  From  1843,  tne  year 
in  which  John  L.  Atlee,  of  Lancaster,  Pa.,  and  Dr.  Dunlap  performed 
their  first  operations,  ovariotomy  had  been  opposed  with  a  bitterness 
which  it  is  difficult  now  to  comprehend.  The  operation  was  declared 
by  those  occupying  high  places  in  the  profession  as  unjustifiable  or 
criminal,  and  those  who  performed  it  were  denounced  in  no  measured 
terms  and  even  threatened  with  legal  prosecution.*  The  opposition 
was  slowly  yielding  before  increased  experience  and  the  advocacy  of 
able  men,  a  very  efficient  factor  in  promoting  its  disappearance  being, 
doubtless,  a  paper  read  by  Dr.  Peaslee  before  the  New  York  Academy 
of  Medicine  in  1864. 

Up  to  1868  Dr.  Dunlap  had  performed  thirty-eight  ovariotomies. 
Of  these,  two  were  abandoned  uncompleted;  one  of  them  being  ma- 
lignant in  character  and  nine  had  proved  fatal.  Two  deaths  were 
from  haemorrhage  and  one  from  narcotism,  over-doses  of  morphine 
having  been  administered  by  mistake.  Many  things  in  this  paper 
seem  very  queer  to  us  now  ;  many  doctrines  then  accepted  have  be- 
come obsolete,  many  measures  then  considered  essential  to  success 
have  been  proved  worthless  or  even  positively  injurious.  It  is  stated 
in  the  paper  that  in  all  his  operations  the  "long  incision"  had  been 
made.  The  warm  contest  between  the  advocates  of  the  long  and 
short  incision  through  the  abdominal  walls  is  unknown  to  this  genera- 
tion. The  doctrine  as  to  the  conservative  influence  of  the  stretching 
and  pressure  which  the  peritonaeum  undergoes  from  the  growth  of 
the  tumor  would  scarcely  be  accepted  to-day  !  There  is  a  distinct 
disclaimer  in  the  paper  of  any  desire  to  interfere  with  tumors  which 
had  not  attained  a  weight  of  at  least  twenty  pounds,  or  that  had  not 


*  A  Retrospect  of  the  Struggles  and  Triumphs  of  Ovariotomy  in  Philadelphia. 
By  Washington  L.  Atlee.    Pamphlet,  1875. 
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yet  affected  the  general  health  !  But  this  remained  the  teaching  of 
the  highest  authority  for  a  considerable  time  afterward.  "  Never 
regard  ovariotomy  as  an  operation  to  be  performed  while  the  patient 
is  in  good  health."*  This  doctrine  did  not  entirely  disappear  until 
after  the  publication  of  Dr.  Bantock's  Plea  for  Early  Ovariotomy  in 
1881. 

It  was  the  lot,  as  it  was  the  good  fortune  of  the  writer,  to  assist 
Dr.  Dunlap  in  some  of  his  early  operations.  Two  of  these,  both  suc- 
cessful, he  felt  impelled  to  report,!  as  a  plea  for  an  operation  then 
"not  everywhere  recognized  as  legitimate  or  even  justifiable,"  and 
also  in  order  to  present  the  method  of  operating  followed,  in  regard 
to  the  relative  value  of  some  points  of  which  there  was  wide  differ- 
ence of  opinion.  Dr.  Dunlap's  manner  of  operating  at  that  time  was 
in  the  highest  degree  primitive.  Scalpel,  forceps  and  director  were 
the  only  instruments  provided.  The  abdomen  was  opened,  the  cyst 
exposed,  then  incised  with  the  scalpel  and  its  contents  caught  in  a 
wash-basin.  Adhesions  were  separated  as  the  cyst  was  withdrawn,  or 
the  incision  was  extended  without  hesitation  in  order  to  gain  access 
to  them.  Bleeding  from  separated  adhesions  was  checked  by  the 
application  of  cold  water.  In  one  case  this  was  continued  for  twenty 
minutes  and  no  evil  results  followed.  \  In  closing  the  wound  the 
stitches  were  not  passed  through  the  peritonaeum.  The  pedicle  was 
transfixed  with  a  ligature  of  heavy  silk,  each  half  tied  separately,  then 
one  end  carried  around  the  whole  and  tied  again  ;  one  end  was  then 
cut  short-  and  the  other  brought  out  at  the  lower  angle  of  the  wound, 
there  to  hang  until  separated  by  process  of  ulceration.  This  always 
required  weeks,  sometimes  many  months.  In  a  case  of  a  girl,  aged 
thirteen,  operated  on  by  the  writer,  where  this  plan  was  followed, 
more  than  a  year  elapsed  before  the  ligature  came  away,  and  this  in 
spite  of  all  measures  to  hasten  it.  Thib  mode  of  treatment  of  the 
pedicle  seems  very  strange  in  view  of  the  fact  that  in  Dr.  Dunlap's 
first  case  both  ends  of  the  ligature  were  cut  short,  the  pedicle  dropped 
back  and  the  wound  closed.  There  is  not  the  slightest  probability 
that  Dr.  Dunlap  knew,  even  as  late  as  1868,  that  this  was  the  plan 
pursued  by  Nathan  Smith,  in  1821,  the  second  operator  in  the  United 
States,  and  by  D.  L.  Rogers  of  New  York,  the  fourth,  in  1829.  It 


*  Peaslee  ;  paper  of  1864.  See  his  work  on  Ovarian  Tumors,  New  York,  1872,  p. 
255. 

f  Amer.  Jour.  Med.  Sciences,  April,  1864. 
%  Paper  before  State  Medical  Society. 
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looks  very  much  as  if,  after  his  first  case,  he  informed  himself  as  to 
the  plan  followed  by  McDowell  and  Atlee  and  made  this  step  back- 
ward under  the  influence  of  their  example. 

Dr.  Dunlap  prepared  a  paper  for  the  Ninth  International  Medical 
Congress  which  convened  at  Washington  in  1887.  It  was  on  the 
Early  History  of  the  Revival  of  Ovariotomy  and  was  published  in 
pamphlet  form.  In  this  he  gives  a  graphic  account  of  his  first  case, 
his  anxieties  as  he  pondered  the  case,  and  his  hesitation  in  under- 
taking it.  He  recognized,  after  several  tappings,  the  nature  of  the 
tumor.  He  knew  that  McDowell  had  successfully  removed  such 
tumors,  and  that  was  about  the  extent  of  his  knowledge.  He  sought 
in  vain  for  information  as  to  the  different  steps  of  the  operation  or  as 
to  what  difficulties  he  might  meet  with  in  the  attempt.  Journals 
were  few  and  books  not  accessible  to  him  in  those  days.  "  I  was  as 
one  in  the  dark,  with  no  one  to  bring  me  a  light.  I  was  alone,  with 
no  one  to  advise  me."  These  words  reveal  a  situation  difficult  to 
realize  now.  Fortunately  Dr.  Dunlap  had  a  patient  of  no  ordinary 
mold.  She  urged  him  to  undertake  the  operation,  although  there  was 
no  anaesthetic  to  save  her  from  suffering,  and  she  took  upon  herself 
all  the  responsibility  in  case  of  failure.  This  heroism  recalls  that  of 
the  young  woman  who  submitted  over  and  over  again  to  operation  by 
Marion  Sims  and  upon  whom  he  established  the  operation  for  vesico- 
vaginal fistula.  The  names  of  these  humble  women  have  passed 
away  ;  their  memories  deserve  a  tribute  from  those  who  practice -or 
who  profit  by  improvement  in  surgical  methods.  Finally,  the  opera- 
tion was  performed  on  the  17th  of  September,  1843.  The  patient 
did  not  reap  the  reward  she  deserved  ;  she  died  on  the  twentieth  day, 
from  what  cause  does  not  clearly  appear.  Dr.  Dunlap  did  not  operate 
again  until  1849,  and  this  second  operation  was  also  done  without  an 
anaesthetic.  In  June,  1843,  ^r  Jonn  L.  Atlee,  of  Lancaster,  Pa.,  had 
performed  his  first  operation  which  was  not  known  at  the  time  to  Dr. 
Dunlap.  In  the  following  year  Dr.  Washington  L.  Atlee,  of  Phila- 
delphia, began  to  operate,  and  the  skill  and  energy  of  these  two 
brothers,  their  position  in  a  more  densely  populated  section,  and  in 
and  near  a  great  medical  center,  transferred  to  the  East  the  major 
part  of  the  revival  of  the  abandoned  operation. 

There  now  occurred  an  incident  which  exerted  a  very  great  influ- 
ence upon  Dr.  Dunlap  ever  afterward  : 

"  With  a  great  deal  of  labor  and  care  I  prepared  a  report  of  the 
case  [his  first  operation]  for  a  Cincinnati  medical  journal,  the  editor 
of  which  was  my  old  professor  of  materia  medica  in  the  Cincinnati 
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Medical  College — Dr.  John  P.  Harrison.  The  editor  returned  the 
manuscript  with  a  note  explaining  that  his  reason  for  not  publishing  it 
was  that  it  would  encourage  an  unjustifiable  and  murderous  operation 
which  had  already  been  tried  and  condemned  by  the  profession,  both 
in  this  country  and  Europe."  * 

In  resentment  the  manuscript  was  destroyed  and  the  doctor  essayed 
no  more  reports  of  cases.  Some  time  afterward  he  received  a  rebuff 
from  Dr.  Reuben  D.  Mussey,  then  a  leading  surgeon  of  the  country. 
After  listening  to  a  report  of  Dr.  Dunlap's  case  he  solemnly  warned 
him  that  "  he  ought  not  to  be  doing  such  things  !  "  Possibly  the  doc- 
tor was  over-sensitive,  very  likely  his  personal  appearance  did  not 
correspond  with  his  surgical  achievement — he  says  himself  that  he 
was  ''boyish  in  appearance."  Dr.  Mussey,  too,  spoke  under  the  in- 
fluence of  his  own  experience.  In  1828  he  had  attempted  ovariotomy. 
He  could  not  remove  the  tumor  on  account  of  adhesions,  but  cured 
the  patient  by  emptying  the  sac  and  stitching  it  to  the  abdominal 
wall.f  He  afterward,  however,  favored  the  operation  and  became  a 
friend  of  Dr.  Dunlap.  Dr.  Atlee  does  full  justice  to  this  honored 
name  in  American  surgery,  in  relating  a  visit  made  to  him  by  Dr. 
Mussey  in  1850  and  his  eager  desire  to  learn  all  the  particulars  of  the 
operation.! 

The  treatment  received  by  Dr.  Dunlap  and  which  inflicted  a 
wound  from  which  he  never  entirely  recovered  was  the  same  kind  as 
that  meted  out  to  McDowell.  The  comments  of  the  Mcdico-Chirurgi- 
cal  Review  of  London,  then  the  leading  journal  of  the  world,  upon 
his  operation  are  well  known:  "We  entirely  disbelieve  that  it  has 
ever  been  performed  with  success — nor  do  we  think  it  ever  will  !  " 
The  extent,  the  bitterness,  the  persistency  of  the  opposition  to  ovari- 
otomy, the  denunciation  of  those  who  performed  it,  can  scarcely  be 
imagined  now.  It  is  recorded  in  the  pages  of  Peaslee  and  of  Atlee. 
Nor  was  this  feeling  confined  to  this  country.  Mr.  Ernest  Hart  has 
recently  told  us  that  in  London  during  the  first  attempts  at  ova- 
riotomy, Dr.  Robert  Lee,  then  the  leading  obstetrician,  openly  stated 
that  he  was  watching  for  a  fatal  case  that  he  might  cause  the  operator 
to  be  legally  prosecuted  !  *  He  who  now,  after  fifty  years  of  service, 
would  indicate  the  most  striking  contrast  between  the  profession  as  it 
is  to-day  and  as  it  was  when  he  entered  it  would  not  find  that  contrast 
in  the  possession  of  anaesthetics  nor  in  the  triumphs  of  abdominal 


*  Early  History,  etc. 
\  Address,  p.  16. 
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surgery,  where  even  ovariotomy  has  sunk  to  a  position  of  minor  im- 
portance, but  he  would  find  it  in  the  different  spirit  with  which  new 
doctrines,  new  measures  and  new  operations  are  received.  The 
"Zeitgeist"  of  medicine  has  taken  on  an  entirely  different  form  from 
that  of  a  generation  ago. 

During  his  career  Dr.  Dunlap  performed,  as  stated  by  his  son,  four 
hundred  and  twenty-eight  abdominal  sections,  of  which  sixteen  or 
eighteen  were  hysterectomies,  with  eighty-three  per  cent  recovery. 
But  it  is  his  early  work  which  most  deserves  consideration  and  the 
time  at  which  it  was  done  and  the  circumstances  under  which  it 
was  performed  should  ever  be  kept  in  mind.  Preceding  him  in  the 
operation  were  McDowell,  thirteen  cases,  and  one  case  each  by  Nathan 
Smith,  182 1  ;  Alban  G.  Smith,  1823  ;  David  L.  Rogers,  1829  ;  J.  Bil- 
linger,  1825  ;  J.  L.  Atlee,  1843.  But  more  influential  as  to  the  prog- 
ress of  the  operation  were  the  failures  that  had  been  experienced,  all 
of  them  in  the  best  surgical  hands  of  the  United  States,  and  among 
the  operators  several  who  had  been  successful.  Thus  there  were  fail- 
ures and  abandoned  operations  by  Nathan  and  by  Alban  G.  Smith, 
by  Gallup,  Trowbridge,  Mussey,  Billinger  and  Warren  of  Boston.* 
Of  all  this  Dr.  Dunlap  at  the  time  of  his  first  operation  knew  nothing 
except  the  bare  fact  that  McDowell  had  operated  successfully.  It  is 
doubtless  well  that  he  did  not  know  of  the  failures.  He  did  not  know 
what  Atlee  had  done  any  more  than  Atlee  knew  of  what  had  been 
done  by  Clay  in  the  latter  half  of  1842.  Publication  did  not  then 
follow  operation  as  meat  follows  grace.  Seven  years  elapsed  be- 
tween the  performance  of  McDowell's  first  operation  and  its  pub- 
lication ! 

It  may  be  of  interest  to  compare  the  progress  of  ovariotomy  in 
Great  Britain  during  the  same  period  of  time.  Lizars,  of  Edinburgh, 
made  three  attempts  in  1825,  but  up  to  1862  there  had  been  only  one 
successful  case  in  Scotland  and  three  unsuccessful  ones  in  Ireland. 
In  England  two  attempts  had  been  made  in  i82o-'27,  but  the  first 
successes,  three,  were  achieved  in  1836.  London,  one  of  the  great 
surgical  centers  of  the  world,  had  the  first  successful  operation  in 
1842  ;  the  first  case  in  one  of  its  hospitals,  then  as  now  renowned 
schools  of  learning,  was  in  1840,  and  was  unsuccessful,  the  first  suc- 
cessful case  in  these  institutions  not  occurring  until  1846.  There  had 
been  ten  successful  cases  in  the  provinces  up  to  T842,  in  which  year 
Clay  of  Manchester  began  his  successful  career.    He  had  four  opera- 


*  See  I'easlee,  Ovarian  Tumors. 
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tions  with  three  successes  in  that  year  and  in  1843  fourteen  opera- 
tions, the  successes  and  failures  being  equally  divided. 

These  facts  are  presented  to  show  the  relative  position  of  Dr. 
Dunlap  among  the  early  operators,  as  well  as  to  trace  the  slow  and 
struggling  progress  of  the  operation.  Ovariotomy  did  not  attain  a 
legitimate  footing  in  this  country  or  in  Great  Britain  previous  to  1855 
and  in  both  countries  the  large  cities  remained  behind  the  provincial 
districts  in  accepting  it.  Even  in  1864  when  Dr.  Peaslee  read  his 
paper  before  the  New  York  Academy  of  Medicine,  "  there  was  not 
another  surgeon  in  the  city  to  defend  the  operation."  * 

In  results  attained  in  his  early  operations  Dr.  Dunlap  will  also  bear 
comparison  with  his  compeers.  Previously  to  the  year  1850  twenty- 
two  surgeons  had  attempted  ovariotomy  in  this  country  and  eighteen 
had  performed  it ;  of  all  the  completed  operations,  thirty-six  in  num- 
ber, twenty-one  recovered  and  fifteen  died."f  Three  of  these  cases 
were  by  Dr.  Dunlap  with  two  successes.  Up  to  1864  his  mortality 
was  21  per  cent.  A  collection  of  cases  by  English  operators  was 
then  made  for  comparison,  which  showed  187  cases  with  58  deaths, 
a  mortality  of  31  +  per  cent.]; 

But  he  who  would  make  a  just  estimate  of  the  relative  success  of 
early  ovariotomies  in  the  West  must  not  fail  to  note  the  adverse  cir- 
cumstances under  which  they  were  performed.  Chief  among  these 
was  the  entire  absence  of  skilled  nursing.  A  nurse,  in  the  sense  in 
which  the  term  is  now  understood,  did  not  then  exist,  and  a  distinct 
advance  was  made  when  the  few  who  performed  the  operation  refused 
it  unless  ,  all  the  conditions  could  be  secured  most  favorable  for  the 
recovery  of  the  patient.  The  writer  well  remembers  a  case,  the  cause 
of  more  than  usual  anxiety  because,  for  the  first  time,  some  dozen 
ligatures  to  bleeding  points  had  been  cut  short  and  the  abdomen 
closed  over  them.  This  patient  was  nursed  by  her  mother,  a  Ger- 
man peasant,  who  clattered  about  the  two-roomed  house  in  wooden 
shoes.  Yet  this  case  was  successful.  In  carrying  out  the  minute 
and  beneficent  precautions  of  aseptic  surgery,  it  is  well  to  remember 
that  patients  sometimes  recovered  without  them.  Dr.  Dunlap  over- 
came the  difficulties  arising  from  want  of  nurses  by  a  most  efficient 
and  practical  measure — he  nursed  his  patients  himself.  He  was  ac- 
customed to  stay  with  them  many  days  after  the  operation,  giving 


*  Peaslee,  op.  cit. 
f  Ibid.,  p.  245. 
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them  his  personal  attention,  and  in  this  way  doubtless  insured  the 
success  of  many  cases. 

It  is  evident  from  the  career  sketched  that  Dr.  Dunlap  had  strong 
points  of  character.  As  a  man  he  was  a  type  of  those  hardy  pioneers 
who  cleared  the  forests  from  the  territory  between  the  Alleghanies 
and  the  Mississippi  River  and  brought  the  soil  under  cultivation. 
These  men  were  not  wise  in  book  lore  nor  polished  by  intercourse 
with  refined  society,  but  in  the  undertakings  of  practical  life  they 
showed  all  the  characteristics  of  stalwart  manhood.  Dr.  Dunlap's 
academic  course  gave  him  probably  as  good  an  educational  prepara- 
tion as  was  then  attainable,  but  that  course  in  the  institutions  he  at- 
tended did  not  mean  then  what  it  would  now.  The  times  and  the 
circumstances  were  not  favorable  to  study.  The  writer  has  a  keen 
remembrance  of  the  difficulties  of  attaining  the  elements  of  an  educa- 
tion in  Ohio  during  the  fourth  decade  of  this  century.  Again,  tem- 
perament and  tastes  must  be  taken  into  consideration.  Books  were 
not  Dr.  Dunlap's  companions  nor  scholarship  his  aim  in  life.  But  in 
careful  study  of  what  came  under  his  observation,  in  sound  reflection 
upon  the  possibilities  of  following  an  unknown  course  and  in  courage 
in  entering  upon  it  he  merits  the  highest  commendation.  By  stead- 
fastness of  purpose  in  spite  of  professional  opposition,  even  of  pro- 
fessional odium,  continuing  his  course  supported  alone  by  the  con- 
viction of  the  rectitude  of  his  conduct  and  the  soundness  of  his 
position,  he  exhibited  a  heroism  higher  than  that  of  the  battlefield. 
His  triumph  was  that  he  lived  to  see  a  recognition  of  the  principles 
he  contended  for  and  a  general  acceptance  of  the  operation,  to  the 
promotion  of  which  he  had  devoted  all  his  energies. 

The  claims  of  Dr.  Dunlap  to  recognition  as  a  surgeon  rest,  of  course, 
upon  his  achievements.  He  undoubtedly  undertook  the  operation  of 
ovariotomy  with  less  clinical  and  anatomical  preparation  than  any  of 
his  predecessors  or  contemporaries.  McDowell  was  supported  by 
the  teachings  of  Bell  as  to  the  feasibility  of  the  operation  and  he  had 
enjoyed  the  advantages  of  the  hospitals  of  Edinburgh.  Alban  G.  Smith 
had  seen  McDowell  operate.  Nathan  Smith  had  made  several  autop- 
sies, or  examinations  of  ovarian  tumors  removed  post  mortem,  and  had 
observed  how  slender  was  the  pedicle  by  which  they  were  connected 
to  the  body.  He  had,  besides,  for  his  first  case  one  in  which  the 
tumor  was  of  no  great  size  and  very  movable.*    These  facts  are  not 


*  Smith's  Med.  and  Surg.  Memoirs,  Baltimore,  1831,  p.  230.  Oilman  Kimball, 
Pres.  Address,  Amer.  Gyn.  Soc.,  1882. 
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mentioned  to  the  disparagement  of  these  men  but  to  place  the  under- 
taking of  Dr.  Dunlap  in  its  true  light.  Undoubtedly,  by  his  own  show- 
ing, he  would  have  been  justly  deemed  guilty  of  foolhardiness  had  not 
success  crowned  his  attempt  and  repeated  operations  manifested  his 
skill. 

If  anything  more  than  the  narrative  given  is  needed  to  establish 
the  reputation  of  Dr.  Dunlap  as  a  surgeon  two  points  may  be  adduced. 
His  seventh  case  was  one  which  went  on  to  New  England  for  opera- 
tion under  the  idea  that  there  was  no  one  west  of  the  Alleghanies  who 
could  perform  it.  An  incision  eight  inches  long  was  made  and  the 
operation  abandoned  on  account  of  adhesions.  She  returned  home 
and  Dr.  Dunlap  operated  upon  her  in  the  face  of  this  experience  ;  he 
removed  the  tumor  and  she  recovered.  Adhesions  were,  at  that  early 
day,  the  great  stumbling  block,  and  to  appreciate  this  case  it  is  only 
necessary  to  look  over  the  list  of  early  operations  and  note  how  many 
were  abandoned  on  account  of  them.  Again,  in  another  early  case 
internal  bleeding  occurred  after  the  wound  had  been  closed  for  six 
hours.  Dr.  Dunlap  promptly  opened  the  abdomen,  sought  and  tied 
the  vessels  and,  although  he  did  not  succeed  in  saving  his  patient, 
he  demonstrated  his  courage  and  his  good  judgment  in  adopting  a 
course  which  has  since  been  many  times  followed  with  success. 

Attention  has  been  directed  perhaps  too  exclusively  to  the  opera- 
tion which  he  aided  so  much  to  establish,  but  Dr.  Dunlap  did  some 
very  good  surgery  in  other  lines.  Once  he  removed  the  entire  clavicle, 
three  times  the  inferior  maxillary  and  removed  a  stone  from  the  male 
bladder  which  weighed  twenty  ounces. 

Dr.  Dunlap  was  a  member  of  the  American  Medical  Association ; 
he  was  twice  elected  one  of  its  judicial  council  and  served  as  one  of 
its  vice-presidents  in  1877.  In  1868  he  was  elected  president  of  the 
State  Medical  Society  of  Ohio.  He  was  made  a  member  of  the  Ameri- 
can Gynaecological  Society  in  1877  but  his  name  was  placed  among 
the  honorary  members  some  years  before  his  death.  He  was  also  an 
honorary  member  of  the  American  Association  of  Obstetricians  and 
Gynaecologists.  From  1874  to  1885  he  filled  the  chair  of  Gynaecology 
and  Surgical  Diseases  of  Women  at  Starling  Medical  College,  Colum- 
bus, Ohio. 

The  latter  years  of  his  life  were  years  of  suffering.  He  lived  long 
into  the  feebleness  of  age  and  he  twice  underwent  the  operation  of 
lithotripsy  at  the  hands  of  Dr.  Dandridge,  of  Cincinnati.  * 

Two  members  of  his  family  survive  him,  Dr.  C.  W.  Dunlap  and 
Mrs.  Mary  E.  Hamilton,  both  of  Springfield,  Ohio. 
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EDITORIAL. 
PELVIC  ABSCESS  AND  VAGINAL  PUNCTURE. 

An  excellent  article  on  The  Treatment  of  Pelvic  Abscess  by 
Vaginal  Puncture  and  Drainage,  by  Dr.  Clement  Cleveland,  appears 
in  this  issue  and  furnishes  much  food  for  reflection.  The  author  ab- 
solutely fixes  his  position  and  anticipates  all  cavil,  while  he  establishes 
his  work  at  the  same  time  on  the  true  scientific  basis,  by  the  first  rule 
which  he  has  laid  down  for  his  own  guidance  in  the  matter  of  vaginal 
puncture  versus  extirpation.  This  he  expresses  as  follows  :  "  In  re- 
gard to  the  condition  of  the  patient — whether  to  puncture  the  sup- 
posed abscess  without  opening  the  abdomen  or  to  open  the  abdomen 
and  then  puncture  depends  entirely  upon  my  judgment  of  her  ability 
safely  to  endure  the  laparotomy."  The  doctor  here  announces  two 
very  important  things.  First,  he  acknowledges  that  extirpation  is  the 
ideal  operation  and,  secondly,  he  insists  upen  the  paramount  right  of 
the  individual  judgment  of  the  operator  as  to  which  of  the  two  pro- 
cedures is  indicated  in  each  particular  case.  This  latter  dictum  is  so 
plainly  true  and  the  question  of  personal  equation  must  so  necessarily 
enter  into  every  operation,  that  it  would  seem  a  commonplace  un- 
worthy of  mention  ;  yet  we  constantly  hear  men  insisting  upon  the 
adoption  of  the  same  method  of  treatment — out  of  several  equally 
justifiable  ones — in  every  case,  quite  ignoring  the  particular  circum- 
stances and  conditions  which  determine  the  peculiar  complexion  of 
each  case.  The  operator  himself  must  be  the  judge  of  the  signifi- 
cance of  these  and  it  is  his  by  right  to  decide  as  to  the  form  of  opera- 
tion indicated.    The  list  of  interesting  cases  which  he  narrates  seems 
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fully  to  justify  his  decision  in  favor  of  vaginal  puncture  in  each  in- 
dividual case. 

In  these  days  of  unscientific  abdominal  surgery — we  say  it  advised- 
ly— it  is  most  hopeful  when  men  of  prominence  in  this  branch  call  at- 
tention to  the  importance  of  the  patient's  life  as  a  factor  in  the  choice 
of  operative  measures.  This  factor  is  apt,  to  some  extent,  to  be  over- 
looked just  now  by  the  following  majority,  who  become  dazzled  too 
often  by  apparent  brilliance  and  the  charm  of  the  word  "  radical." 
"  Rerum  fames  novarum  "  is  undoubtedly  the  motto  of  our  day,  when 
men  who  glory  in  their  emancipation  from  old  ideas  quite  fail  to  real- 
ize their  slavery  to  the  new. 

There  are  but  two  points  in  Dr.  Cleveland's  paper  to  which 
exception  may  be  justly  taken  and  these  are,  first,  the  too  sweeping 
character  he  appears  to  give  to  his  opposition  to  the  breaking  up  of 
firm  intestinal  adhesions;  secondly,  the  ignoring  of  what,  in  our 
opinion,  is  a  very  important  contra-indication,  cceteris paribus,  to  vagi- 
nal puncture.  Dr.  Cleveland  is  very  positive  in  regard  to  the  first 
proposition  noted.  He  says  :  "  Experience  has  taught  me  profound 
respect  for  intestinal  adhesions  and  I  never,  now,  attempt  to  remove 
them  either  with  the  fingers  or  scissors,  when  they  are  firm  and  ex- 
tensive." We  believe  this  is  the  only  place  in  the  whole  paper  where 
his  statement  is  uncompromising  in  its  scope  and  is  not  regulated  by 
scientific  moderation.  This  is  especially  noteworthy,  for  the  great 
merit  of  his  article,  as  a  whole,  lies  especially  in  this  valuable  and  un- 
usual quality. 

Granted  the  patient's  condition  at  the  time  of  operating  will  war- 
rant the  extra  time  and  increase  of  shock  inflicted,  we  fail  to  see  the 
objection  to  removal  of  all  intestinal  adhesions  which  may  be  re- 
moved by  manipulation,  even  to  the  extent  of  moderate  rupture  of 
the  gut  itself.  In  these  days  of  easy  and  efficient  closure  of  intestinal 
tears,  we  do  not  believe  the  existence  alone  of  firm  and  extensive  ad- 
hesions to  be  any  contra-indication  to  the  removal  of  the  pus  sac.  Of 
course,  there  is  the  danger  of  rupture  of  the  sac  itself  to  be  considered 
— a  far  more  dangerous  matter  than  that  of  the  intestine — and  there 
are  intestinal  adhesions  which  would  tempt  only  an  idiot  but,  generally 
speaking,  we  believe  our  efforts  at  separation  of  these  adhesions 
should  not  stop  at  the  limit  quoted  above. 

Our  second  objection  refers  to  the  omission  of  the  very  important 
part  these  and  other  peritoneal  adhesions  not  infrequently  play,  when 
firm,  in  abscess  both  of  the  tube  and  of  the  ovary.  The  tough  walls  of 
the  sac,  in  these  cases,  are  often  rendered  incapable  of  contracting 
47 
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after  vaginal  puncture,  and  the  direction  of  the  cavity  is  so  distorted 
by  these  adhesions,  especially  when  there  exist  attachments  to  the 
rectum  or  bladder  or  both,  that  proper  drainage  becomes  impossible. 
Such  a  case  as  this  will  finally  require  a  secondary  laparotomy  for  the 
removal  of  the  sac,  with  generally  a  much  weakened  condition  of 
health  and  greater  danger  of  sepsis  from  the  presence  of  the  opening 
below.  The  intestinal  adhesions,  which  were  tried  and  abandoned, 
have  also  become  more  resisting,  as  a  rule. 

With  these  exceptions  the  paper  is,  we  think,  very  opportune  and 
of  great  vaiue  and  will  be  read  with  much  profit  by  every  reader  of 
the  Journal. 


THE  AMERICAN  GYNAECOLOGICAL  SOCIETY. 

We  congratulate  our  readers  and  ourselves  upon  the  successful 
carrying  out  of  the  brilliant  enterprise  evidenced  in  this  number  of 
the  Journal.  We  present  in  one  number,  and  within  a  few  days  of 
the  termination  of  the  Society's  meeting,  the  complete  Transactions 
(including  full  and  excellent  abstracts  of  all  the  original  papers)  of 
the  American  Gynaecological  Society.  Our  report  of  the  discussion 
is  complete  and  practically  verbatim  and  we  can  say,  with  just  pride, 
that  so  great  an  undertaking  has  never  been  attempted  hitherto  in 
American  medical  journalism.  It  must  set  the  pace  hereafter  for  our 
would-be  competitors  and  is  an  earnest,  moreover,  to  our  friends  and 
subscribers  of  what  the  Journal  means  to  accomplish  and  to  become 
in  the  future  course  of  its  career,  already  remarkably  successful. 

It  has  been  our  custom  to  notice  editorially  and  more  or  less 
critically,  of  late  years,  the  annual  meeting  of  this  distinguished  So- 
ciety. This  year  editorial  comment  is  unnecessary  ;  our  readers  have 
all  the  material  before  them  and  can  decide  for  themselves. 

While  we  are  naturally  modest  in  reference  to  our  own  part  in  this 
great  enterprise,  we  can  not  pass  over  our  acknowledgments  and 
thanks  to  our  publishers,  Messrs.  D.  Appleton  &  Co.,  for  their  hearty 
support,  their  admirable  facilities  and  their  intelligent  appreciation  of 
the  possibilities  of  medical  journalism,  of  which  we  here  give  an  ex 
amplification. 
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TRANSACTIONS  OF  THE  NEW  YORK  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  April  3,  1894. 

Charles  Jewett,  M.  D.,  President,  in  the  Chair. 

The  Treatment  of  Pelvic  Abscess  by  Vaginal  Puncture  and  Drainage. 

Dr.  Clement  Cleveland  read  a  paper  with  this  title.  (See  page 
652.) 

Discussion. 

Dr.  G.  M.  Edebohls  said  that  the  logical  presentation  of  the  cases 
and  the  logical  deductions  from  a  study  of  these  cases  as  presented  in 
the  paper  must  appeal  to  every  fair  mind.  It  was  only  a  new  demon- 
stration to  him  of  the  fact  that  we  had  not  reached  the  final  dictum 
or  conclusion  in  regard  to  the  treatment  of  pelvic  abscesses.  The  old 
story  of  the  pendulum  was  repeated  here;  it  had  swung  first  in  one 
direction,  then  too  far  to  the  other  and  was  now  oscillating  between 
the  two  extreme  points.  At  present,  as  the  matter  confronted  him, 
there  were  a  number  of  successful  ways  of  dealing  with  pelvic  ab- 
scesses and,  in  selecting  one  of  these  ways,  it  was  necessary  not  alone 
to  consider  the  particular  operation  preferred  by  the  surgeon,  but  the 
one  best  suited  to  the  individual  patient.  After  all  we  were  coming 
down  mbre  and  more  to  the  matter  of  individualization  in  the  treat- 
ment of  diseases  of  women.  Although  he  was  still  inclined  to  favor 
cceliotomy  wherever  applicable,  as  against  other  procedures,  in  the 
treatment  of  pus  tubes  and  pus  in  the  pelvis,  he  was  willing  to  make 
exceptions  in  those  cases  in  which  the  patient's  condition  made  the 
operation  of  cceliotomy  extra-hazardous.  A  variety  of  resources  are 
at  our  command.  Some  operators  employed  cceliotomy  in  every  case, 
and  some,  especially  of  the  French  school,  adopted  the  other  extreme 
and  selected  vaginal  extirpation  of  the  uterus  as  the  best  method  ; 
others  again  were  adopting  anew  the  vaginal  incision  or  vaginal  punc- 
ture as  far  as  it  could  be  practiced  in  cases  of  pus  in  the  pelvis.  He 
believed  that  each  operator  was  perfectly  justified  in  looking  at  the 
matter  in  his  own  way  and  that  each  method  would  give  desirable  re- 
sults if  properly  carried  out.  When  trying  to  determine  which  method 
to  adopt,  the  best  guide  would  be  found  in  the  general  condition  of 


692 


Transactions  of  Societies. 


the  patient.  If  the  patient  had  been  septic  for  a  long  time  and  had  a 
feeble  pulse  of  120  or  130,  and  there  was  reason  to  fear  that  the  shock 
would  endanger  life,  then  one  should  be  very  careful  about  undertak- 
ing cceliotomy,  for  there  could  be  no  doubt  that  of  the  three  measures 
already  alluded  to  cceliotomy  produced  the  greatest  shock  and  hence 
was  the  most  hazardous  to  a  weak  patient.  The  next  factors  to  be 
taken  into  account  were  the  findings  on  physical  examination  of  the 
pelvis,  such  an  examination  being  made  in  an  extremely  careful  man- 
ner and  in  an  extremely  critical  spirit.  In  a  case,  for  instance,  where 
there  was  a  well-rounded  tumor  in  the  pelvis  whose  connection  with 
the  pelvic  floor  was  not  very  intimate  and  which  reached  fairly  well 
into  the  abdomen,  there  was  likely  to  be  a  pus  sac  not  very  adherent 
to  the  surrounding  intestines  nor  to  the  pelvic  floor.  Such  a  pus  sac 
could  probably  be  easily  removed  by  cceliotomy  and  would  be  dan- 
gerous to  approach  by  the  vagina.  In  every  case  in  which  the  inlet 
of  the  pelvis  was  not  completely  filled  with  inflammatory  pathological 
masses,  he  believed  cceliotomy  preceding  the  vaginal  puncture  was 
the  proper  method  to  pursue.  In  doing  this,  however,  he  would  pre- 
fer, instead  of  having  the  assistant's  hand  in  the  abdomen  as  a  guide 
while  the  vaginal  puncture  was  being  made,  to  have  one  of  his  own 
hands  in  the  abdomen,  while  the  other  hand  was  making  the  puncture 
through  the  vagina,  either  with  the  excellent  instrument  devised  and 
just  presented  by  Dr.  Cleveland  or  with  any  other  suitable  instrument 
passed  through  the  fornix  of  the  vagina.  Having  made  the  puncture 
and  secured  drainage  of  the  abscess  cavity,  he  would  leave  the  assist- 
ant to  close  the  abdominal  wound,  as,  of  course,  it  would  not  be 
proper  for  the  operator  to  take  his  hand  from  the  abscess  and  work 
with  it  in  the  abdomen. 

The  speaker  said  he  had  practiced  much  the  same  method  of  treat- 
ment as  the  author,  although  with  not  quite  such  good  therapeutic 
results.  It  was  very  fortunate  that  the  writer  should  have  presented 
to  the  Society  such  a  careful  record  of  cases.  The  logic  of  the  deduc- 
tions was  incontrovertible.  Nobody,  however,  at  the  present  time 
had  safe  ground  to  stand  upon  when  he  claimed  for  any  one  method, 
to  the  exclusion  of  others,  pre-eminent  application  in  the  treatment  of 
pelvic  abscess. 

Dr.  J.  Riddle  Goffe  also  thought  we  were  indebted  to  the  author 
for  elevating  this  procedure  to  the  dignity  of  a  surgical  operation  and 
for  the  construction  of  such  perfect  instruments  for  facilitating  the 
treatment.  He  thought,  however,  that  the  method  was  applicable 
only  to  a  limited  number  of  cases,  more  especially  those  which  were 
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extremely  acute.  In  some  instances  it  might  be  employed  to  relieve 
the  acute  symptoms  in  cases  too  exhausted  to  withstand  the  major 
operation,  the  more  perfect  relief  afforded  by  cceliotomy  being  re- 
served for  a  later  date. 

Dr.  Malcolm  McLean  indorsed  very  fully  the  sense  of  this  paper 
and  also  wished  to  thank  the  autho.  for  the  very  direct  way  in  which 
the  subject  had  been  treated.  He  believed  the  writer  was  in  the  right 
direction  in  calling  our  attention  to  the  fact  that,  if  we  could  relieve 
the  patient  of  the  pus,  Nature  would  do  much  toward  restoring  the 
tissues  so  frequently  extirpated  with  the  knife.  We  had  certainly  seen 
most  amazing  recoveries  of  tissues  about  the  uterus  in  cases  where 
they  seemed  utterly  ruined.  He  had  seen  two  cases  in  which  the 
tubes  and  ovaries  had  been  imbedded  in  one  mass  of  inflammation, 
and  yet  in  the  course  of  twelve  months  this  whole  thickening  had  dis- 
appeared and  even  the  child-bearing  function  had  been  restored.  If 
Nature  will  do  so  much  it  was  certainly  our  duty  to  assist  her  by 
evacuating  the  pus,  and  certainly  it  was  logical  to  evacuate  it  from 
below.  Too  much  stress  could  not  be  laid  upon  the  importance  of 
opening  the  abdomen  in  those  cases  where  there  was  the  slightest 
doubt  about  the  propriety  of  opening  from  below.  On  the  other 
hand,  he  could  refer  to  a  recent  case  in  his  own  practice  where  it  had 
been  decided  by  himself  and  a  number  of  consultants  that  cceliotomy 
should  be  done  for  the  removal  of  an  accumulation  of  pus  supposed 
to  be  in  the  tube  on  the  left  side.  On  opening  the  abdomen,  he  found 
a  parovarian  cyst  and  beneath  this  an  abscess  so  imbedded  and  asso- 
ciated with  intestinal  adhesions  that  he  was  baffled  in  the  attempt  to 
remove  it.  In  breaking  up  the  adhesions  such  injury  was  done  to  the 
tissues  that  the  patient  eventually  died.  He  had  always  felt  that  if 
he  had  deliberately  and  scientifically  tapped  that  abscess  from  below, 
as  advised  in  the  paper  this  evening,  his  patient  would  probably  have 
lived. 

Dr.  Francis  Foerster  said  he  believed  with  the  author  that  in 
cases  of  pelvic  abscess  or  pyosalpinx  agglutinated  to  the  surrounding 
tissues,  the  first  step  should  be  a  laparotomy  to  determine  whether  or 
not  we  were  able  to  remove  the  focus  of  suppuration.  If  this  were 
impossible  then  we  had  at  least  obtained  definite  information  which 
would  be  of  the  greatest  value  in  the  subsequent  steps  of  the  opera- 
tion. He  believed  that  puncture  from  below  had  certain  limits  and 
to  his  mind  the  procedure  advocated  in  the  paper  could  hardly  be 
called  strictly  a  surgical  one,  for  after  all  in  most  cases  we  were  work- 
ing in  the  dark.    He  had  seen  conditions  where  loops  of  intestine 
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were  imbedded  in  masses  of  exudate  and  pus  was  collected  between 
these  loops.  In  thrusting  the  needle  in  from  below,  it  would  be  ex- 
tremely easy  to  wound  the  intestine.  With  abscesses  high  up  in  the 
pelvis  and  wrhere  considerable  induration  was  to  be  felt  from  below,  it 
was  our  absolute  duty  to  see  if  we  could  not  reach  the  collection  of 
pus  from  above.  If  this  is  practicable,  the  pelvic  cavity  would  have 
to  be  protected  by  gauze,  thus  forming  an  artificial  cavity  and  allow- 
ing the  evacuation  of  pus  from  above.  Gauze  drainage  would  be  ap- 
plied afterward.  The  second  case  cited  in  the  paper  reminded  him 
that  in  recent  cases  of  pyosalpinx  we  could  not  be  sure  that  the  pyosal- 
pinx  was  incapsulated,  so  to  speak — that  is  to  say,  that  there  was 
enough  exudate  around  it  to  make  close  connection  between  the  vagi- 
nal wall  and  the  underlying  structures  and  the  tube  itself  ;  and  con- 
sequently when  such  a  tube  were  punctured  it  might  happen  that  pus 
escape  into  the  abdominal  cavity  and  cause  a  fatal  peritonitis. 

Dr.  Joseph  Brettauer  said  that  he  agreed  with  Dr.  Edebohls 
that  we  should  analyze  every  case  carefully,  and  where  the  patient 
could  stand  a  prolonged  operation — perhaps  one  and  a  half  to  two 
hours — laparotomy  was  preferable  to  vaginal  puncture.  A  method  of 
treatment  not  yet  mentioned  in  the  discussion  had  been  quite  recently 
published  in  Berlin.  This  method  consisted  in  a  partial  resection  of 
the  uterus  up  to  the  level  of  the  mass,  at  which  point  the  mass  could 
be  opened.  There  would  be  no  spontaneous  closing  of  the  opening. 
He  had  had  one  case  where,  by  using  this  method  and  irrigating  once, 
a  cure  was  effected  without  the  use  of  any  drainage-tube  or  gauze. 
This  was  the  only  case  he  had  had  under  this  method  of  treatment 
but  it  had  impressed  him  very  favorably. 

Dr.  Cleveland,  in  closing  the  discussion,  said  with  reference  to 
the  remarks  made  by  Dr.  Goffe  regarding  resort  to  tapping,  to  relieve 
a  patient  from  danger,  that  he  thought  it  unwise  to  puncture  before 
opening  the  abdomen  where  there  was  a  possibility  of  the  entire  re- 
moval of  the  mass  by  laparotomy.  Those  cases  which  were  the  most 
difficult  to  remove  were  the  very  ones  in  which  there  had  been  a  leak- 
ing into  the  rectum  or  elsewhere,  for  the  adhesions  under  such  cir- 
cumstances were  usually  extremely  firm. 
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Stated  Meeting,  April  17,  1894. 
Charles  Jewett,  M.  D.,  President,  in  the  Chair. 

Vaginal  Fixation  ;  Mackenrodf  s  Operation. 

Dr.  H.  N.  Vineberg  presented  a  patient  with  the  following  his- 
tory :  The  patient  whom  I  wish  to  present  to  this  society  to-night  had 
vaginofixation  performed  on  her  by  me  on  November  6,  1893.  (Case 
III  in  my  paper  on  Anterior  Vagino-Fixation,  read  November  21st.) 
She  was  one  of  my  earliest  cases,  and  I  present  her  to  show  that  the 
uterus  after  a  period  of  nearly  six  months  is  in  good  anteversion  and 
that  the  woman  has  been  cured  of  all  her  former  symptoms,  which 
consisted  of  pain  above  the  pubes,  backache,  frequent  micturition  and 
profuse  leucorrhoea. 

She  had  anteversion  of  the  uterus  to  the  second  degree  and  the 
uterus  was  moderately  adherent  posteriorly.  She  had  a  thickened 
tube  and  an  enlarged  ovary  on  the  left  side  and  a  laceration  of  the 
posterior  lip  of  the  cervix  in  the  median  line. 

At  the  time  of  the  operation  I  did  a  curettage,  vagino-fixation 
and  repaired  the  tear  in  the  posterior  lip. 

She  had  a  chill  twenty-four  hours  after  the  operation  and  some 
temperature  for  thirty-six  hours,  evidently  due  to  some  sepsis,  as  I 
had  used  a  borrowed  scalpel  and  sponges  which  I  had  not  myself 
prepared.  As  a  result  of  this  the  vaginal  wound  did  not  heal  by 
primary  union.  Out  of  my  ten  cases  this  is  the  only  one  which  has 
had  any  fever  following  the  operation. 

What  I  wish  to  draw  particular  attention  to  is  the  good  position  of 
the  uterus  and  the  absence  of  all  bladder  disturbances,  though  prior 
to  the  operation  she  suffered  from  frequent  micturition.  This  neces- 
sitated her  getting  up  several  times  during  the  night  and  voiding  urine 
almost  every  half  hour  during  the  day. 

The  patient  says  that  for  the  past  few  months  her  menses  have  re- 
curred in  from  nineteen  to  twenty -three  days  instead  of  twenty-eight 
days,  as  had  been  her  habit.  She  does  not  lose  much  and  has  no 
pain  with  the  flow.  I  don't  think  this  menstrual  disturbance  has  any 
connection  with  the  operation.  I  have  not  observed  any  similar  dis- 
turbance in  any  of  my  other  cases. 

.  Drs.  Grandin  and  Goffe  were  appointed  a  committee  to  examine 
the  patient. 
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Discussion. 

Dr.  E.  H.  Grandin  reported  that  he  found  the  uterus  in  good 
position  in  the  pelvis,  fixed  anteriorly  to  the  cicatrix  in  the  anterior 
fornix.  The  woman  had  told  him  that  she  now  had  no  pain  although 
previously  she  had  had  some  symptoms  referable  to  the  uterus,  such 
as  backache  and  dragging  pain — in  other  words,  the  operation  seemed 
to  have  a  field  of  utility  contrary  to  his  previously  formed  opinion. 
He  would  like  to  see  the  case  after  a  longer  period  had  elapsed,  be- 
cause he  thought  it  very  problematical  that  the  operation  would  give 
permanent  results. 

Dr.  VlNEBERG  said  that  so  far  as  the  position  of  the  uterus  was 
concerned,  he  would  consider  this  to  be  a  typically  successful  case. 
He  had  examined  a  number  of  patients  whom  he  had  considered  to 
be  normal  and  had  found  the  fundus  uteri  in  about  the  position  occu- 
pied by  the  uterus  in  the  patient  under  discussion.  He  had  given 
considerable  attention  to  this  point  in  cases  favorable  for  accurate 
examination.  He  had  also  been  impressed  with  the  fact  that  if  such 
a  patient  became  pregnant  there  would  be  a  bulging  of  the  vaginal 
wall,  showing  that  the  uterus  in  its  normal  position  lies  well  up  against 
the  vaginal  wall. 

Pregnancy  after  Ventral  Fixation  of  the  Uterus. 

Dr.  G.  M.  Edebohls  made  a  final  report  upon  the  case  of  the 
patient  M.  K.,  whom  he  had  presented  to  the  Society  at  the  meeting 
of  November  21,  1893.  The  patient  was,  at  that  time,  pregnant  in 
the  seventh  month,  and  he  had  promised  to  present  her  again  after 
her  delivery.  This,  unfortunately,  he  was  unable  to  do  for  the  reason 
that  she  was  no  longer  among  the  living. 

He  saw  her  for  the  last  time  on  February  20.  1894,  when  she  was 
quite  well  and  hourly  expecting  her  confinement.  On  February  23d, 
she  suddenly  dropped  dead  while  engaged  in  her  household  duties. 
The  cause  of  death  was  an  organic  cardiac  lesion — insufficiency  of 
the  mitral  valve.  Her  family  physician  Dr.  D.  J.  McDonald  could 
not  reach  her  until  two  hours  after  her  death,  too  late  for  a  post-mortem 
Csesarean  section. 

The  second  case  of  pregnancy  following  ventral  fixation  of  the 
uterus,  A.  B.,  whose  history  he  had  read  at  the  same  meeting  and  who 
was  then  pregnant  near  term,  was  delivered  of  a  full-grown  girl  on 
December  11,  1893.  Vertex  presentation;  spontaneous  delivery; 
labor  lasting  twelve  hours  ;  no  complications  nor  anything  unusual. 
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On  February  20,  1894,  he  had  again  presented  her  to  the  Society, 
when  she  was  examined  by  Drs.  Janvrin,  Goffe,  Waldo  and  himself. 
They  found  the  uterus  in  anteversion,  high  up  in  the  pelvis  and  with 
the  fundus  attached  to  the  anterior  abdominal  wall.  Cervix  in  fair 
condition.  Perinaeum  lacerated  in  the  second  degree.  The  ventral 
fixation  had  therefore  stood  the  test  of  a  subsequent  pregnancy  and 
confinement  at  term. 

Dr.  Edebohls  next  presented  a  patient  seven  months  pregnant, 
whose  history  read  as  follows  : 

E.  G.,  married,  twenty-five,  mother  of  one  child,  was  sent  to  him 
in  March,  1893,  by  her  family  physician,  Dr.  P.  J.  Lynch.  Examina- 
tion disclosed  a  slightly  enlarged,  retroverted  uterus,  normal-sized 
but  adherent  appendages,  a  cervix  lacerated  in  several  directions, 
two  cicatricial  ridges  in  the  vaginal  vault  and  a  perinaeum  lacerated 
down  to  the  sphincter  ani. 

On  March  28,  1893,  he  performed  at  one  sitting  :  1.  Curettage 
of  the  uterus  ;  2.  Trachelorrhaphy  ;  3.  Perineorrhaphy  ;  4.  Ventral  fix- 
ation of  the  uterus,  the  fundus  being  attached  to  the  anterior  abdomi- 
nal wall  by  three  buried  silkworm  sutures. 

Time  for  all  operations  seventy  minutes. 

The  patient  made  a  good  recovery  and  was  discharged  April  19, 
1893.  A  month  later  one  of  the  buried  sutures  gave  trouble  and  was 
removed. 

The  patient  is  now  seven  months  pregnant.  She  has  thus  far  not 
felt  any  difference  as  compared  with  the  corresponding  months  of  her 
first  pregnancy.  The  abdominal  cicatrix  is  firm  and  the  fundus  uteri 
is  securely"  fastened  to  its  posterior  aspect.  The  same  ballooning  of 
the  posterior  wall  of  the  uterus  can  be  felt  which  existed  in  the  pa- 
tient he  had  presented  on  November  21,  1893.  He  would  endeavor 
to  present  her  again  three  or  four  months  after  delivery. 

Dr.  Edebohls  presented  for  examination  a  second  patient  whose 
present  condition  after  a 

Pregnancy  following  Combined  Operations  for  Complete  Prolapsus  Uteri 

et  Vagince 

had  interested  him  considerably. 

The  previous  history  of  the  patient  he  had  already  outlined  as 
Case  VI,  in  a  paper  on  The  Operative  Treatment  of  Complete  Pro- 
lapsus Uteri  et  Vaginae  (American  Journal  of  Obstetrics,  vol.  xxviii, 
No.  1,  1893). 

M.  M.,  aged  thirty-five,  married,  mother  of  two  children,  came  to 
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him  in  November,  1891.  Following  the  birth  of  her  first  child,  two 
years  previously,  she  had  partial  prolapsus  ;  since  the  birth  of  her 
second  child,  six  months  ago,  there  was  complete  prolapsus  uteri  et 
vaginae,  both  these  organs  lying  entirely  outside  the  vulva.  Cervix 
deeply  lacerated  and  hypertrophied.  Ovaries  and  tubes  normal  in  size. 

On  November  11,  1891,  he  performed  upon  her  at  one  sitting  and 
in  the  order  named  :  amputation  of  cervix,  anterior  colporrhaphy, 
ventral  fixation  of  uterus  and  colpo-perineorrhaphy.  The  uterus  was 
attached  to  the  anterior  abdominal  wall  by  three  silkworm-gut  sutures 
which  were  removed  on  the  eighth  day.  All  operative  wounds  healed 
by  primary  union  and  the  patient  was  discharged  on  December  10, 
1891, 

She  remained  cured  of  the  prolapsus,  became  pregnant  and  gave 
birth  to  a  child  at  term  on  February  24,  1893.  Dr.  E.  de  Motte  Lyon 
of  Peekskill,  N.  Y.,  who  attended  her  in  confinement,  kindly  wrote 
me  that  nothing  unusual  occurred  during  labor.  Child  fully  de- 
veloped at  birth  and  still  living. 

Her  condition  to-night,  fourteen  months  after  delivery,  is  as 
follows  : 

Uterus  of  normal  size,  anteverted,  well  up  in  pelvis,  with  fundus 
firmly  attached  to  the  cceliotomy  cicatrix.  Cervix  slightly  nicked. 
Vagina  somewhat  redundant.  Laceration  of  the  perinaeum  in  the 
first  degree,  with  very  slight  eversion  of  the  posterior  vaginal  wall. 

The  case  represents  an  operative  cure  of  complete  prolapsus  uteri 
et  vaginae,  lasting  two  and  a  half  years  and  having  successfully  with- 
stood the  ordeal  and  crucial  test  of  a  subsequent  gestation  and  labor 
at  term. 

Drs.  Janvrin  and  Marx  were  asked  to  examine  the  patients  and 
report  on  the  condition. 

Dr.  Janvrin  reported  that  he  had  examined  the  two  patients.  In 
the  first  one,  who  was  pregnant  about  seven  months,  the  fundus  of 
the  uterus  was  still  firmly  attached  to  the  upper  end  of  the  abdominal 
incision  and  the  posterior  wall  of  the  uterus  seemed  to  have  become 
greatly  distended.  In  the  second,  the  one  who  had  been  operated 
upon  in  1891,  and  had  borne  a  child  one  year  ago,  the  uterus  was  found 
to  be  in  exactly  the  same  position  that  it  occupied  after  the  operation, 
i.  e.,  it  was  firmly  adherent  to  the  abdominal  wall. 

Dr.  S.  Marx  said  that  in  the  patient  who  was  pregnant  at  the 
seventh  month  the  fundus  still  remained  in  position,  and  yet  above 
this  the  uterus  was  remarkably  "  ballooned,"  as  if  the  enlargement 
were   more   posteriorly  and   to  both  sides,  at  the  expense  of  the 
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anterior  portion.  She  had  stated  to  him  that  she  never  suffered  from 
pain,  since  becoming  pregnant. 

Cysto-carcinoma  of  the  Right  Ovary. 

Dr.  H.  N.  Vineberg  :  The  specimen  was  taken  from  a  girl  twenty- 
one  years  of  age,  who  gave  the  following  history  :  When  she  was 
seventeen  years  of  age  the  menses  appeared,  and  ever  since  then  she 
has  flowed  continuously.  She  declares  that  during  these  four  years 
there  has  not  been  a  day  during  which  she  has  not  lost  some  blood. 
The  daily  amount  was  about  the  usual  quantity  lost  in  a  day  in  ordi- 
nary menstruation.  About  three  months  ago,  for  the  period  of  three 
weeks,  the  flow  was  quite  profuse  and  she  passed  several  clots.  Apart 
from  feeling  rather  weak  at  times  and  having  attacks  of  vomiting 
occasionally  she  has  been  in  good  health  and  has  filled  the  position 
of  a  general  domestic.  Her  sister-in-law  brought  her  to  me  April 
7th,  because  the  girl  had  such  a  large  stomach  and  people  were  making 
unfavorable  comments  about  it.  The  girl  herself  could  not  tell  when 
she  noticed  her  stomach  get  large — thought  it  was  always  large.  But 
the  sister-in-law  stated  that  she  had  not  seen  the  girl  for  some  years 
until  last  September,  when  she  was  struck  by  her  size  and  thought 
she  might  be  pregnant  about  four  months.  What  impressed  me  on 
hearing  the  history  was  the  girl's  seemingly  healthy  appearance — the 
large  size  of  the  abdomen  being  equal  to  that  of  gestation  at  the 
eighth  month — and  I  was  inclined  to  discredit  what  she  related.  I  took 
the  following  notes  at  my  first  examination  :  Patient  is  rather  largely 
built,  well  nourished,  mucous  membranes  of  good  color.  Abdomen 
uniformly  distended  by  a  tumor  which  reaches  to  within  two  inches 
of  the  ensiform  cartilage.  The  tumor  is  slightly  more  prominent  on 
the  left  side.  It  is  smooth  and  moderately  hard  to  the  feel  and  is 
non-sensitive.  Fluctuation  can  not  be  elicited  at  any  point.  The 
abdomen  is  so  much  distended  by  it  that  its  mobility  can  not  be 
ascertained.  On  percussion  the  note  is  dull  everywhere,  excepting  at 
both  loins,  epigastric  region  and  over  costal  margins.  Auscultation 
reveals  a  bruit  on  the  right  side  between  the  umbilicus  and  the  ante- 
rior superior  spinous  process.  No  sounds  corresponding  to  fcetal 
heart  sounds  heard  anywhere  over  the  tumor. 

On  vaginal  and  rectal  examination  the  vagina  is  found  moderately 
dilated  and  the  hymen  ruptured.  The  cervix  is  high  up  in  the  vagi- 
na and  can  just  be  reached  by  the  index  finger.  By  pressing  forci- 
bly with  the  right  hand  over  the  pubes — the  index  finger  in  the  vagina 
and  middle  finger  in  the  rectum — a  rounded  body  not  unlike  the 
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body  of  an  anteflexed  uterus  can  be  indistinctly  felt.  No  changes 
in  the  areolae.  Colostrum  can  not  be  expressed  from  nipple.  The 
probable  diagnosis  of  a  dermoid  cyst  with  cystic  or  colloid  degen- 
eration was  made. 

The  patient  was  admitted  into  the  Post-graduate  Hospital,  and 
on  April  nth  I  again  examined  her  under  ether.  At  this  examina- 
tion the  uterus  was  easily  detected  in  a  position  of  anteversion  ;  the 
left  tube  was  made  out  and  a  small  body  attached  to  its  outer  third, 
which  I  thought  might  be  the  ovary  but  it  felt  too  small  for  that 
organ.  I  thought  I  felt  the  right  tube  and  ovary  but  was  not  certain 
of  it.  On  seizing  the  lower  pole  of  the  tumor  between  the  palmar 
surfaces  of  the  fingers  of  both  hands  a  hard  round  body  not  unlike 
the  foetal  head  was  felt.  I  asked  the  house  surgeon  to  examine  it  in 
the  same  way  and  he  was  certain  he  felt  a  foetal  head  and  thought  he 
could  make  out  a  shoulder  or  elbow  higher  up. 

While  patient  was  under  ether  I  curetted  the  uterus  thoroughly, 
removing  considerable  soft  granulation  tissue.  The  uterus  measured 
three  inches  by  the  sound.  The  diagnosis  in  my  mind  lay  between 
a  dermoid  cyst  and  solid  tumor  of  the  ovary  with  cystic  degeneration. 

On  the  day  following  I  performed  cceliotomy.  After  emptying 
the  cyst  I  found  I  could  not  deliver  the  solid  part  of  the  tumor,  with- 
out enlarging  my  incision  which  was  made  fairly  long  at  first.  There 
were  some  adhesions  with  the  bowels  on  the  right  side,  which  were 
easily  removed.  The  pedicle  was  very  wide  and  seemed  to  be  made 
up  of  the  right  broad  ligament  and  the  infundibulo-pelvic  ligament. 
It  was  very  vascular,  containing  several  vessels  the  size  of  a  lead  pen- 
cil. I  ligated  it  in  sections  quite  close  to  the  right  horn  of  the  uterus 
and  to  the  wall  of  the  pelvis. 

The  left  tube  and  ovary  being  found  quite  normal  were  not  re- 
moved. There  was  a  small  cyst — the  size  of  a  cherry — attached  to 
the  lower  surface  of  the  tube,  at  the  junction  of  the  middle  with  the 
outer  third.  This  was  the  body  felt  in  the  examination  under  nar- 
cosis. The  ovary  lay  deep  in  the  pelvis  and  evidently  was  not  pal- 
pated in  the  examination. 

The  main  cyst  contained  about  two  litres  and  a  half  of  dark-red 
fluid.  There  were  a  number  of  smaller  cysts,  the  largest  of  these  be- 
ing the  size  of  a  goose  egg.  These  contained  a  clear  yellowish  fluid. 
The  solid  tumor  measured  eight  inches  in  length,  six  inches  in  width 
and  fourteen  inches  and  a  half  in  circumference. 

The  patient  is  progressing  favorably  toward  recovery  from  the  op- 
eration. 
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Pathological  Report  on  Dr.  Vine  berg's  Case. 

Johns  Hopkins  University,  Baltimore,  April  jo,  18Q4. 

Dear  Doctor  :  I  have  examined  miscroscopical  sections  from  an 
ovarian  tumor  which  you  sent  recently  to  Dr.  Osier.  These  sections 
show  the  structure  of  a  typical  carcinoma.  The  stroma  is  composed 
of  fibrillated  connective  tissue,  in  places  dense,  even  hyaline,  in  most 
places  fairly  rich  in  elongated  connective-tissue  cells.  The  alveolar 
spaces  are  large  and  of  medium  size  and  are  filled  with  epithelial 
cells.  The  epithelium  is  cylindrical  at  the  margin  of  the  alveoli  and 
irregular  or  polyhedral  (but  in  general  of  cylindrical  variety  of  epi- 
thelium) in  the  central  parts  of  the  alveoli.  Here  and  there  the  epi- 
thelium surrounds  the  lumina  and  the  structure  in  general  suggests 
that  of  a  gland,  with  lobulated  arrangement  of  the  alveoli. 

The  diagnosis  is  unquestionably  that  of  a  carcinoma.  The  type 
is  one  commonly  met  with  in  the  ovary,  and  the  origin  of  the  tumor 
is  doubtless  from  the  ovary. 

I  understand  that  parts  of  the  growth  were  cystic.  The  sections 
which  I  have  examined  are  wholly  from  the  solid  part. 

A  combination  of  cysts  with  ovarian  cancer  is  not  unusual.  Such 
cysts  may  have  various  origins,  sometimes  being  regular  proliferous 
cystomata,  sometimes  dilated  Graafian  follicles,  sometimes  dilatations 
of  glandular  parts  of  an  adeno-carcinoma,  sometimes  result  of  necro- 
sis and  softening.  Yours  truly,  William  H.  Welch. 

Discussion. 

Dr.  EpEBOHLS  said  he  had  had  an  opportunity  of  examining  the 
patient  the  day  previous  to  the  operation.  The  tumor  belonged  to 
the  class  known  as  atypical  abdominal  tumors.  It  was  a  long  tumor 
extending  from  the  right  ovarian  region  upward  and  across  the  abdo- 
men to  the  splenic  region.  The  physical  signs  were  those  of  a  tumor 
either  of  the  ovary  or  of  the  omentum.  Its  size  and  shape  were  very 
peculiar.  He  had  not  himself  seen  any  tumor  of  the  ovary  having 
such  relatively  great  longitudinal  measurements. 

Dr.  Vineberg  said  that  it  had  seemed  to  him  that  the  mass  pretty 
uniformly  distended  the  abdomen.  Careful  measurement  as  well  as 
percussion  confirmed  this  view,  for  the  dull  note  did  not  extend  to 
the  region  of  the  spleen  or  that  of  the  liver  ;  there  was  quite  a  distinct 
tympanitic  note  between  these  organs  and  the  tumor.  On  cutting 
down  upon  it  it  was  found  that  the  tumor  was  fairly  uniform  in  shape, 
projecting  a  little  more  on  the  left  side. 
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Three  Cases  of  Tubo- Ovarian  Abscess ;  Rupture  during  Removal ; 
Gauze  Packing  ;  Uneventful  Recovery. 

Dr.  Brettauer  reported  the  following  cases  with  the  respective 
specimens  : 

Case  I. — Mrs.  M.,  aged  thirty-three,  married  twelve  years  ;  had 
one  child  ten  years  ago  and  one  miscarriage  eight  years  ago  followed 
by  severe  illness  for  over  two  months.  Since  that  time  the  patient 
has  never  been  wholly  well.  Menstruation  which  had  been  normal 
became  irregular  and  was  often  accompanied  by  severe  pain  in  the 
right  inguinal  region.  About  six  months  ago  she  was  taken  suddenly 
ill  with  what,  so  far  as  I  can  judge  from  her  statements,  appears  to 
have  been  some  inflammatory  trouble  in  the  pelvis.  Since  then  she 
has  never  been  without  pains,  which  at  times  were  almost  unbearable; 
menses  retarded,  flow  scanty  ;  last  period  at  the  end  of  December. 

Examination  of  the  robust  and  healthy-looking  patient,  on  January 
5th,  revealed  the  following  condition  of  her  pelvic  organs  :  Uterus 
rather  small,  anteverted  and  hardly  movable  ;  on  either  side  a  mass 
could  be  felt,  the  size  of  a  man's  fist  on  the  left  and  about  half  this 
size  on  the  right  side.  These  were  intimately  connected  with  the 
uterus  and  firmly  attached  to  the  pelvic  wall  ;  immovable,  fluctuating 
at  several  points,  the  upper  surface  of  the  mass  on  the  left  side  quite 
hard  and  irregular.    No  discharge  from  cervix  or  vagina. 

Cceliotomy,  January  16th,  at  the  New  York  Cancer  Hospital. 
Omentum  and  coils  of  intestines  were  firmly  adherent  to  the  uterus 
and  both  masses.  Separation  of  these  adhesions  was  difficult  and 
tedious  but  finally  successful.  In  trying  to  enucleate  the  mass  on  the 
left  side  it  broke  and  emptied  about  three  ounces  of  pus  of  a  very 
offensive  odor,  which  was  sponged  oft"  with  dry  gauze  as  thoroughly 
as  possible.  The  extirpation  of  the  other  mass  was  easier  and  com- 
pleted without  rupture.  After  sponging  out  Douglas'  cavity  it  was 
lightly  packed  with  iodoform  gauze,  of  which  four  strips  were  used 
leading  out  through  the  abdominal  incision. 

Temperature  never  rose  above  ioo°  ;  the  bowels  were  easily  moved 
by  a  high  enema  on  the  fourth  day  and  the  patient  left  the  hospital 
four  weeks  after  operation,  having  made  as  rapid  and  uncomplicated 
a  recovery  as  after  the  simplest  possible  cceliotomies.  There  was  of 
course  a  small  sinus  left,  which  is  now  entirely  closed  and  the  patient 
is  to-day  in  the  enjoyment  of  perfect  health. 

The  tumor  on  the  left  side  proved  to  be  an  ovarian  abscess,  the 
size  of  an  orange  with  a  chronic  interstitial  salpingitis,  enlarging  the 
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tube  to  a  circumference  of  about  eight  centimetres.  The  tumor  on 
the  right  was  a  tubo-ovarian  abscess,  the  size  of  a  hen's  egg. 

Case  II. — Mrs.  T.,  aged  twenty,  married  three  years  ;  had  one 
child  five  months  ago,  normal  confinement  ;  last  period  fourteen 
months  ago.  Menses  had  always  been  regular  and  profuse.  Her  ill- 
ness began  soon  after  her  marriage  with  discharge  from  vagina,  burn- 
ing sensation  during  micturition  and  pain  in  the  back,  increasing 
constantly  and  radiating  into  her  legs. 

On  examination,  February  23d,  which  on  account  of  pain  was 
made  under  narcosis,  the  uterus  was  found  to  be  normal  in  position 
and  size  but  not  normally  movable.  Both  appendages  could  be  felt 
as  fluctuating  masses,  as  big  as  a  hen's  egg. 

Pyosalpinx  was  diagnosed  and  cceliotomy  performed  at  the  New 
York  Cancer  Hospital  on  March  2d.  Quite  extensive  adhesions  had 
to  be  separated,  and  the  serous  coat  of  the  intestines,  which  was  torn 
in  several  places,  had  to  be  sewed  up  before  enucleating  the  tumor  on 
the  right  side.  During  this  performance  it  ruptured  and  about  half  an 
ounce  of  sero-purulent  fluid  escaped  into  the  peritoneal  cavity.  On 
the  left  side  the  tumor  was  extirpated  without  rupture.  Douglas's 
cavity  was  packed  with  gauze,  as  in  Case  I,  the  temperature  was  con- 
stantly above  1020  during  the  first  week,  the  bowels  were  moved  by 
enema  on  the  fourth  day  and  the  patient  made  a  good  recovery. 
With  exception  of  a  still  existing  abdominal  sinus  the  patient  is  in 
first-class  condition.  The  specimens  proved  to  be  a  tubo-ovarian 
abscess  on  the  right  and  a  pyosalpinx  on  the  left  side. 

Case  III. — Mrs.  V.,  aged  forty-five,  married  twenty-six  years,  had 
six  normal  confinements,  the  last  twelve  years  ago ;  menstruation 
regular;  was  treated  locally  for  slight  endometritis  about  two  years 
ago.  She  was  taken  ill  on  December  12th,  1893,  shortly  after  her 
period,  with  intense  pain  in  the  right  inguinal  region,  nausea  and  rise 
of  temperature  to  103° ;  after  a  few  days  these  symptoms  subsided  and 
the  patient  was  out  of  bed  until  December  24th,  when  she  was  again 
taken  down  with  the  same  symptoms,  but  this  time  the  pain  was  local- 
ized on  the  left  side  and  there  was  profuse  flooding. 

Examination,  January  6th,  revealed  to  the  left  of  the  uterus  a 
tumor  the  size  of  a  small  fist,  which  however  could  not  be  distinctly 
defined,  as  bimanual  examination  was  impossible  on  account  of  pain 
and  meteorism.  The  temperature  had  been  constantly  above  1020 
since  the  beginning  of  this  attack.  Within  the  next  two  weeks  an  exu- 
date extending  up  to  the  umbilicus  formed.  It  was  closely  attached  to 
the  pelvic  wall  ;  fluctuation  being  felt  just  above  Poupart's  ligament. 
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A  needle  was  thrust  in,  but  only  serous  fluid  was  withdrawn.  Under 
symptomatic  treatment  the  patient  did  fairly  well ;  the  exudate  was 
absorbed,  the  temperature  remained  below  ioo°  ;  general  condition 
good  although  there  was  about  one  per  cent,  of  sugar  in  the  urine. 
Two  months  after  the  patient  was  first  taken  sick,  a  slightly  movable 
tumor,  the  size  of  a  large  orange,  could  be  mapped  out  to  the  left  of 
the  uterus  which  was  pushed  forward  and  to  the  right. 

A  probable  diagnosis  of  ovarian  tumor  was  made  and  an  explora- 
tory incision  advised.  This  was  done  on  March  26th.  The  operation 
was  a  most  difficult  one,  on  account  of  very  extensive  and  firm  adhe- 
sions. The  tumor  was  intraligamentous  and  was  ruptured  during  its 
removal  ;  several  ounces  of  pus  being  emptied  and  wiped  off.  A  small 
intraligamentous  cyst  was  found  in  the  right  ovary  and  the  right  ap- 
pendages were  removed  also.  The  pelvis  was  packed  with  gauze,  as 
in  the  other  cases.  Recovery  as  prompt  as  in  Case  I.  The  bowels 
were  easily  moved  by  enema  at  the  end  of  the  fourth  day  ;  the  patient 
is  now  out  of  bed  and  doing  well. 

In  presenting  these  three  cases,  which  bear  a  close  general  resem- 
blance to  each  other,  chiefly  in  that  they  belong  to  the  class  of  diffi- 
cult and  complicated  operations,  the  field  of  operation  being  a  priori 
septic — I  have  had  three  points  in  mind,  to  which  I  desire  particularly 
to  call  attention  : 

1.  The  adoption  of  Mikulicz's  method  of  packing  the  pelvis  with 
gauze,  not  so  much  for  purposes  of  drainage  as  for  shutting  off  the 
pelvic  from  the  general  peritoneal  cavity. 

2.  Not  washing  out  the  abdomen,  notwithstanding  the  rupture  of 
the  pus  sacs. 

3.  The  avoidance  of  early  catharsis  by  salines,  the  bowels  being 
left  alone  until  the  fourth  day  and  then  moved  by  enema.  The  tem- 
perature in  Case  II  would  have  served,  according  to  some,  as  an 
urgent  indication  for  early  catharsis.  I  consider  however  that  it  is 
just  in  these  cases  that  early  attempts  to  move  the  bowels  are  danger 
ous.  On  this  point  I  have  already  expressed  my  views  more  fully  in 
a  paper  which  I  had  the  honor  of  reading  before  this  Society  last  De- 
cember.* 

Discussion. 

Dr.  Florian  Krug  said  he  had  understood  the  speaker  to  say 
that  in  all  three  cases  there  had  been  bilateral  disease  and  that  bilateral 
oophorectomy  had  been  performed.    These  cases  illustrated  most 
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beautifully  the  plea  for  hysterectomy  that  Dr.  Polk  and  he  had  made 
before  the  Society.  These  cases  had  recovered  from  the  operation  but, 
although  rid  of  the  pus  tubes  and  ovarian  abscesses,  it  was  a  question 
whether  they  would  remain  cured  of  their  symptoms.  It  was  in  just 
these  cases,  which  he  had  seen  so  often,  where  drainage  was  de- 
manded and  where  on  account  of  the  liberal  gauze  packing  an  ab- 
dominal sinus  remained,  which  took  some  time  to  heal  up,  thus  favor- 
ing adhesions,  that  he  had  been  led  to  consider  ablation  of  the  uterus 
the  more  rational  procedure.  Closing  the  abdominal  wound  at  once 
and  draining  through  the  vagina — the  natural  outlet  for  pathological 
as  well  as  physiological  discharges — were  the  right  measures  to  adopt. 
These  patients  had  been  unsexed  ;  it  was  only  one  step  further  to 
take  out  the  uterus.  The  tube  histologically  was  one  part  of  the 
uterus,  and  hence  part  of  the  uterus  had  already  been  removed.  If 
the  patient  took  ether  well,  and  the  operator  was  familiar  with  the 
technique  of  hysterectomy,  it  required  little  additional  time  and 
hardly  added  to  the  risk  of  the  patient's  life  to  do  the  radical  opera- 
tion and  thus  insure  a  permanent  cure.  Every  nurse  could  tell  that 
these  cases  made  a  much  more  regular  convalescence  than  the  others, 
where  the  uterus  was  left.  He  was  glad  to  hear  that  Dr.  Brettauer 
had  refrained  from  washing  out  the  abdominal  cavity,  for  it  was  a  de- 
lusion and  a  snare  to  suppose  that  one  could  wash  out  the  pathogenic 
germs  from  the  abdominal  cavity  after  rupture  of  a  pus  sac.  The  in- 
fection of  the  abdominal  cavity  could  be  avoided  by  properly  pro- 
tecting it  with  gauze  while  the  patient  was  .in  Trendelenburg's  pos- 
ture. This  was  far  better  than  disseminating  the  pus  and  then  trying 
to  wash  it 'but.  No  pathogenic  micro-organisms  were  found  in  pus 
from  many  old  cases  of  gonorrhoea.  The  introduction  of  quantities 
of  water  to  diffuse  any  germs  that  might  be  present  should  be  con- 
demned, as  this  same  washing  would  injure  the  integrity  of  the  top  layer 
of  endothelium — that  tissue  which  could  most  efficiently  project  the  sys- 
tem against  the  invasion  of  germs.  Besides  washing  out  the  cavity, 
it  was  the  practice  of  some  to  insert  a  glass  drainage-tube  and  suck 
up  the  fluid  through  this  tube — in  his  opinion  a  very  pernicious  prac- 
tice. It  was  formerly  his  custom  to  treat  these  cases  just  as  Dr.  Bret- 
tauer had  done,  but  he  hoped  that  Dr.  Brettauer  would  soon  be  con- 
verted to  the  ranks  of  those  who  believed  in  the  more  radical  treat- 
ment. 

Dr.  J.  Duncan  Emmet  said  that  he  was  much  interested  in  the 
description  of  the  case  just  presented.    Within  the  past  week  he  had 
himself  removed  an  abscess  of  the  ovary  under  difficult  circum- 
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stances.  The  tumor,  which  was  about  the  size  of  a  large  orange,  had 
flattened  the  uterus  and  bladder  up  against  the  pubis  but  otherwise 
filled  the  entire  pelvis.  There  were  adhesions  with  the  small  intes- 
tines across  the  top  and  sides  of  the  cyst,  where  it  rose  above  the  pel- 
vic brim  about  two  inches.  One  intestinal  adhesion  was  about  three 
inches  long,  lay  across  the  top  of  the  cyst,  and  was  attached  by  fibrous 
connection  to  its  left  side.  In  separating  this  an  ulcerative  process 
was  disclosed  in  the  intestinal  coats  with  a  minute  opening  into  the 
cyst.  This  latter  opening,  however,  was  not  recognized  until  about  a 
drachm  or  more  of  pus  had  escaped  into  the  abdomen.  The  open- 
ing in  the  gut  was  closed.  While  endeavoring  to  separate  the  ad- 
hesions at  the  side  of  the  tumor  he  had  partially  enucleated  it  through 
the  opening  left  in  its  peritoneal  covering  at  the  site  of  the  separation 
of  the  large  intestine  described  above.  The  adhesions  being  numer- 
ous and  very  dense,  he  determined  to  complete  the  enucleation. 
When  this  was  done  and  the  cyst  removed,  it  was  discovered  that  it 
was  a  cyst  of  the  right  ovary  which  had  fallen  into  Douglas's  pouch 
and  had  there  become  shut  in  by  an  adhesive  inflammation  of  the 
edges  of  the  posterior  uterine  ligaments.  As  the  mass  grew,  this  roof 
of  peritonaeum  became  stretched  over  the  tumor  and  finally  formed  a 
closely  attached  outer  covering  for  its  upper  third.  The  patient  was 
in  poor  condition  and  after  the  tumor  was  removed  her  pulse  became 
weak  ;  therefore,  as  well  as  on  account  of  the  pus  which  had  escaped, 
the  patient  was  restored  to  a  level  posture  and  the  pelvis  washed  out 
with  several  gallons  of  water  at  a  temperature  of  1200.  The  opera- 
tion wound  was  closed  without  drainage.  Seven  days  had  now 
elapsed  ;  the  patient  had  had  normal  temperature  and  was  now  well 
on  the  road  to  recovery.  The  bowels  could  not  be  moved  until  the 
sixth  day.  He  differed  very  decidedly  from  Dr.  Krug  regarding  the 
washing  out  of  the  pelvic  cavity,  as  he  believed  it  very  important  to 
wash  out  any  septic  matter  that  might  have  entered  it.  Where  the 
operator  had  a  clear  field  of  operation  this  could  be  easily  and  effec- 
tually carried  out. 

Dr.  Brettauer  said  it  had  not  been  his  intention  to  bring  up  the 
question  of  hysterectomy  in  these  cases.  He  would  confess  to  a  lean- 
ing to  the  radical  measures  advocated  by  Dr.  Krug — indeed,  he  had 
only  a  few  days  before  removed  the  uterus  in  a  case  of  disease  of  the 
appendages  because  he  had  found  it  impossible  to  remove  the  append- 
ages alone. 

The  point  to  which  he  now  wished  to  draw  especial  attention  was 
the  difference  in  the  virulence  of  pus.    Dr.  Krug  had  stated  that  pus 
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from  cases  of  gonorrhoea  was  generally  harmless,  yet  in  his  second 
case  in  which  there  had  been  a  clear  history  of  gonorrhoeal  infection, 
there  had  been  a  decided  reaction.  In  the  other  cases  infection  had 
been  due  to  criminal  abortion  and  to  intra-uterine  treatment  respec- 
tively. He  felt  sure  that  in  these  two  cases  some  pus  was  left  in  the 
peritoneal  cavity,  and  yet  there  was  no  reaction  following  the  opera- 
tion. In  the  second  case  the  temperature  had  been  quite  high  for 
the  first  three  days,  but  he  had  not  attempted  to  move  the  bowels 
until  the  fourth  day,  and  then  a  good  evacuation  had  followed  the 
administration  of  a  high  enema. 

Solid  Tumor  of  the  Ovary. 

Dr.  Malcolm  McLean  :  Mrs.  McG.,  thirty,  multipara,  was  deliv- 
ered of  a  healthy  child  at  term  four  months  ago.  Had  a  slow  con- 
valescence on  account  of  great  pelvic  tenderness  and  pain  on  attempt- 
ing to  walk.  The  pain  was  located  in  the  region  of  the  uterus  and 
was  greatly  increased  by  pressure,  locomotion,  etc. 

She  says  that  the  physician,  who  saw  her  when  she  was  seven 
months  pregnant,  told  her  she  had  "a  tumor." 

On  examination  six  weeks  after  parturition  the  uterus  was  rather 
subinvoluted  and  at  first  seemed  to  be  anteflexed  in  an  exaggerated 
degree.  But  on  closer  inspection  it  was  found  that  what  appeared  to 
be  the  corpus  uteri  was  really  a  tumor  of  some  sort  attached  to  the 
anterior  surface  of  the  retroverted  uterus.  It  was  softer  than  a 
fibroid,  was  very  tender  and  was  movable  from  side  to  side.  It  rested 
exactly  behind  and  above  the  symphysis  pubis  and  was  apparently 
about  four  inches  in  diameter. 

The  patient's  history  previous  to  the  last  pregnancy  threw  no  light 
upon  the  case.    Menstruation  had  been  regular  and  never  profuse. 

At  the  end  of  the  fourth  month  the  patient  applied  to  St.  Andrew's 
Infirmary  for  Women  and  was  admitted  for  operation. 

A  preliminary  examination  under  ether  verified  the  position  of  the 
uterus  and  the  relations  of  the  tumor. 

On  April  9th,  the  usual  preparations  having  been  made,  the  uterus 
was  curetted  and  tamponed,  together  with  the  vagina,  with  sublimated 
gauze. 

An  incision  three  and  a  half  inches  long  was  made  and  the 
tumor  readily  lifted  out  of  its  position  in  front  of  the  uterus,,  to  which 
it  was  attached  by  delicate  adhesion  bands. 

As  soon  as  it  was  liberated  it  slipped  back  to  the  region  of  the 
liver  but  was  at  once  lifted  out  of  the  wound.    It  was  then  found  to. 
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be  the  right  ovary  smooth  and  enlarged  to  three  and  a  half  inches 
in  diameter.  The  corresponding  Fallopian  tube  was  long  enough  to 
permit  the  tumor  to  slip  up  to  the  border  of  the  ribs,  and  its  caliber 
was  greatly  increased  so  that  it  looked  like  a  loop  of  intestine.  The 
ovarian  artery  was  ligated  separately  and  the  tube,  having  been  also 
ligated,  was  separated  by  the  red  Paquelin  thermo-cautery.  The 
abdomen  was  closed  without  drainage  and  the  patient  has  done  per- 
fectly well. 

The  position  of  the  tumor  was  such  as  to  be  rather  unusual  and 
the  history  was  out  of  the  general  run.  The  tumor  has  not  yet  been 
examined  ;  its  character  is  not  yet  determined. 

(i)  Left  Ovary  and  Tube  and  a  Portion  of  Cyst  of  the  Right  Ovary. 

(  2 )  Tumor  of  the  Left  Ovary  prolapsed  Anteriorly.  (3 )  Lympho- 
sarcoma of  the  Uterus  Removed  by  Hysterectomy. 

Dr.  Janvrin  :  Among  the  cases  of  laparotomy  which  I  have  had 
during  the  winter  just  closing  were  two  which  presented  a  somewhat 
unusual  condition  as  to  the  location  of  the  diseased  left  ovary  in  each 
case,  and  for  that  reason  only  I  present  the  specimens. 

Case  I. — Miss  E.  R.,  aged  thirty-six  years,  an  invalid  for  the 
past  seven  or  eight  years,  suffering  from  severe  dysmenorrhea  and 
also  from  continuous  pain  at  all  times  very  low  down  in  pelvis  on  a  line 
with  the  lower  segment  of  the  uterine  body  and  close  to  it,  on  the  left 
side.  Examination  showed  a  retroverted  uterus  and  the  left  ovary 
somewhat  enlarged  and  thrown  down  and  attached  to  the  lowest  por- 
t'on  of  the  uterine  body  ;  the  position  being  partially  anterior  and 
partially  left  lateral  to  the  uterus.  The  least  touch  caused  exquisite 
pain. 

The  patient  entered  my  sanitarium  and  I  performed  laparotomy 
January  4,  1894,  removing  the  left  ovary  and  tube,  the  ovary  being  in 
a  state  of  cystic  degeneration,  as  shown  by  the  specimen,  and  firmly 
adherent  in  the  position  above  described.  The  right  ovary  was  exam- 
ined and  found  to  contain  two  small  cysts,  located  upon  its  surface. 
The  portion  of  the  ovary  containing  these  cysts  was  removed  and  the 
balance  of  the  ovary,  probably  two  thirds  of  it,  was  left  in  situ,  to- 
gether with  its  tube.  Patient  recovered  promptly  and  has  menstru- 
ated regularly  and  with  no  pain.  Is  also  absolutely  free  from  pain 
during  the  intermenstrual  period. 

The  cause  of  the  displacement  of  the  ovary  was  a  severe  fall  from 
the  lower  branch  of  a  tree  some  eight  years  since.  The  organ  had 
become  imprisoned  and  adherent  and  was  constantly  being  crowded 
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upon  by  the  surrounding  parts.  The  retroversion  of  the  uterus  prob- 
ably occurred  at  the  same  time  that  the  ovary  was  dislocated. 

Case  II. — The  history  is  nearly  identical  with  No.  I.  Mrs.  W.  W. 
C,  aged  thirty-two  years,  no  children,  came  under  my  care  in  Decem- 
ber, 1892.  Uterus  large  and  tender  but  in  good  position.  Menstru- 
ation very  free  and  painful.  Eighteen  months  previously  had  fallen 
down  the  stairs.  This  fall  had  (as  the  subsequent  developments 
proved)  caused  a  dislocation  of  the  left  ovary  downward  and  rather 
to  the  front  of  the  uterus  to  exactly  the  same  location  described  in 
Case  I.  The  dislocated  ovary  firmly  bound  in  its  position  was  the 
cause  of  a  good  deal  of  suffering  both  during  and  between  the  menses. 
The  very  firm  and  hard  condition  of  the  ovary  misled  me  and  I  took 
it  for  a  subperitoneal  fibroid,  especially  as  the  uterus  was  consider- 
ably enlarged.  Curettage  and  tamponing  was  done,  and  for  some  six 
months  the  patient  was  greatly  relieved.  Last  autumn,  however,  the 
pain  at  the  front  and  left  of  the  uterus  had  returned  and  again  made 
her  practically  an  invalid.  The  uterus  was  of  normal  size  and  men- 
struation also  had  never  been  excessive  since  the  curettage  but  rather 
scanty.  Still  thinking  the  hard  mass  (which  was  then  about  the  size 
of  a  horse  chestnut)  a  subperitoneal  fibroid  I  used  galvanism  very 
thoroughly  during  the  winter  months.  By  the  beginning  of  March  its 
character  had  changed.  It  had  increased  in  size  and  had  become 
semi-fluctuating  and  I  began  to  realize  that  it  was  either  a  fibro-cystic 
tumor  of  the  uterus  or  a  cystic  left  ovary. 

Drs.  Polk  and  Goffe  saw  the  case  in  consultation  and  both  con- 
curred with  me  in  the  propriety  of  an  exploratory  laparotomy.  She 
entered  my  sanitarium  and  I  operated  March  29th.  The  larger  tumor 
here  presented  is  the  one  which  had  caused  the  suffering.  It  is  a 
cystic  and  degenerated  left  ovary,  the  larger  sac,  about  the  size  of  a 
small  hen's  egg,  containing  a  grumous  material,  principally  broken- 
down  blood.  The  tumor  was  intimately  connected  with  and  adherent 
to  the  anterior  of  the  uterine  body,  from  the  fundus  down  to  the  low- 
est point  of  the  pelvic  cavity.  On  removing  it  and  then  examining 
the  right  ovary,  that  also  was  found  similarly  diseased,  only  to  a  more 
limited  extent,  as  here  shown,  and  it  also  was  removed.  The  patient 
has  made  an  excellent  recovery. 

The  specimens  are  presented  simply  to  show  the  unusual  position 
which  the  ovaries  had  taken  in  each  case,  together  with  the  resulting 
disease  and  the  attending  train  of  symptoms  causing  in  each  case 
chronic  invalidism,  which  has  been  perfectly  relieved  by  the  removal 
of  the  ovaries. 
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The  next  specimen  is  a  uterus  removed  from  a  lady  sixty  years  of 
age,  Mrs.  R.  S.,  the  mother  of  several  children.  The  history  is  this  : 
Two  years  since  I  saw  her  in  consultation  with  the  family  physician 
and  diagnosed  the  case  as  one  of  chronic  endometritis.  I  curetted, 
and  the  granulations  removed  were  pronounced  by  an  excellent 
pathologist  to  be  simply  fungous.  For  nearly  two  years  she  con- 
tinued in  very  good  health.  About  two  months  since  she  began  to  have 
pain  in  region  of  uterus  and  bladder  together  with  occasional  muco- 
purulent discharge  slightly  tinged  with  blood,  About  three  weeks 
since  I  curetted  again,  feeling  pretty  sure  that  the  condition  was 
malignant.  Examination  of  the  curettings  by  Dr.  Charles  Heitzmann 
confirmed  my  suspicions,  the  doctor  pronouncing  it  to  be  a  case  of 
"plexiform  lympho-sarcoma  of  intense  malignity."  He  states  that 
this  is  the  fourth  case  of  this  form  of  sarcoma  that  he  has  seen  in  his 
whole  experience,  two  of  the  other  three  cases  being  from  the  mucosa 
uteri  and  one  from  the  skin  in  the  malar  region. 

The  patient  entered  my  sanitarium  on  April  13th  and  I  removed 
the  uterus  (per  vaginam)  that  afternoon.  The  operation  was  some- 
what difficult  on  account  of  the  small  vagina  and  the  rigid  and  con- 
tracted broad  ligaments.  After  the  uterus  was  removed  considerable 
haemorrhage  occurred  from  several  haemorrhoidal  arteries  and  veins 
which  were  cut  during  the  operation.  It  was  finally  controlled  by 
applying  a  pair  of  strong  clamp  forceps.  There  had  been  but  very 
slight  bleeding  during  the  operation  and  the  broad  ligaments  "had 
been  ligated  in  the  usual  manner  with  strong  silk.  The  forceps  con- 
trolling the  haemorrhoidal  arteries  were  removed  forty-eight  hours 
after  the  operation,  and  the  patient  is  making  a  very  rapid  recovery. 
The  specimen,  as  before  mentioned,  is  presented  on  account  of  its 
extreme  rarity.  The  cavity  of  the  uterus  is  exposed  from  its  anterior, 
and  the  lining  of  the  cavity  will  be  seen  to  be  perfectly  smooth — the 
result  of  the  curettage  done  some  ten  days  prior  to  the  hysterectomy. 
It  will  also  be  seen  that  the  disease  had  begun  to  spread  downward 
upon  the  posterior  vaginal  wall.  Hence  I  removed  about  three 
fourths  of  an  inch  of  the  vagina.  In  doing  this  I  struck  the  haemor- 
rhoidal arteries  and  consequently  had  some  little  trouble  in  control- 
ling the  haemorrhage  from  them,  as  before  stated. 

Discussion. 

Dr.  Brettauer  said  that  Dr.  Heitzmann's  views  on  histology 
were  somewhat  different  from  those  held  by  other  histologists,  and 
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therefore  he  would  suggest  that  the  pathologist  of  the  Society  be  also 
requested  to  examine  the  specimen. 

Dr.  Janvrin  said  that  he  would  be  very  happy  to  have  Dr.  Free- 
born, the  pathologist  of  the  Society,  examine  the  specimen. 

Hysterectomy  in  Ectopic  Gestation  with  Disease  of  the  other  Appe?idages. 
Dr.  Florian  Krug  read  a  paper  with  this  title.    (See  page  661.) 

Discussion. 

Dr.  G.  M.  Edebohls  said  the  author  had  limited  the  discussion  to 
cases  of  extra-uterine  gestation  with  disease  of  the  opposite  append- 
ages. This  subject  to  his  mind  was  but  one  phase  of  the  general 
question  and,  as  he  had  but  recently  had  abundant  opportunity  to 
state  his  views  on  this  subject  before  the  Society,  he  would  simply 
give  now  the  reasons  for  the  position  he  took  in  this  particular  mat- 
ter. When  the  author  stated  that  in  cases  where  the  pregnant  tube, 
the  appendages  of  the  other  side  and  the  pelvic  peritonaeum  were  so 
diseased  that  it  was  thought  advisable  to  establish  drainage  to  insure 
the  patient's  recovery  from  the  operation,  he  perfectly  agreed  with 
him  that  the  best  way  to  secure  that  drainage  was  to  remove  the 
uterus  and  drain  downward  through  the  vagina  ;  but  when,  on  the 
other  hand,  the  reader  stated  that  he  would  remove  such  a  uterus 
simply  for  the  purpose  of  avoiding  possible  future  disease  of  the 
organ,  he  begged  to  differ.  In  similar  cases  his  own  method  of 
action  would  be  as  follows  :  In  no  instance  where  the  appendages 
were  removed  and  where  drainage  was  not  required  would  he  remove 
the  uterus  if  he  could  make  that  organ  healthy  by  curettement  and 
ventral  fixation  ;  if  this  could  not  be  done,  he  would  prefer  to  remove 
it  even  though  drainage  were  not  required. 

Dr.  Grandin  said  he  felt  there  was  no  reason  for  him  to  change 
the  position  he  had  taken  a  short  time  ago  ;  his  recent  experience 
had  taught  him  that  Dr.  Krug  and  Dr.  Polk  were  very  probably 
working  in  the  ri^ht  direction.  He  was  satisfied  that  in  the  past  he 
had  been  draining  the  wrong  way — i.  <?.,  uphill.  Such  drainage  was 
inefficient  and  did  have  a  weak  spot  in  the  abdominal  wall  which 
sooner  or  later  might  subject  the  woman  to  ventral  hernia.  Nature's 
method  of  draining  downward  should  be  resorted  to  ;  it  could  be 
secured  either  by  perforating  the  posterior  cul-de-sac  or  by  removing 
the  entire  uterus  and  draining  through  the  larger  opening  in  the  cen- 
ter.' He  had  lately  seen  two  cases  where  he  had  not  used  this  ideal 
method  and,  though  the  patients  were  nearly  well,  convalescence  had 
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been  very  protracted  and  he  did  not  feel  at  all  sure  that  he  had  cured 
them.  One  was  a  case  of  double  ectopic  gestation  ;  the  other  an 
ectopic  gestation  with  disease  of  the  appendages.  These  women  still 
had  what  he  considered  useless  organs.  The  uterus  in  these  cases 
being  diseased,  he  was  afraid  that  it  would  not  undergo  senile  atrophy 
but  would  cause  pain  if  nothing  else.  Where  there  were  diseased  ap- 
pendages on  both  sides,  the  uterus  was  almost  necessarily  diseased. 
Unless  it  could  be  proved  that  the  uterus  was  not  the  source  of  future 
trouble,  he  thought  it  should  be  removed,  both  to  favor  drainage  and 
to  secure  a  permanent  cure.  He  thought  Dr.  Polk  was  right  when  he 
attributed  our  ill  successes  in  the  past  to  the  fact  that  we  had  only 
partially  extirpated  the  disease.  It  was  possible,  of  course,  that  for  a 
while  the  death-rate  from  abdominal  section  would  be  a  little  higher, 
for  he  did  not  look  upon  the  radical  operation  as  being  nearly  as  safe 
as  the  simpler  one  of  removal  of  the  appendages  alone,  for  the  reason 
that  it  involved  longer  etherization,  greater  loss  of  blood  and,  cer- 
tainly, considerably  more  shock.  After  the  technique  had  been  per- 
fected he  thought  our  results  would  be  much  better.  He  believed 
the  method  was  not  as  radical  as  on  its  surface  it  appeared  to  be. 

Dr.  A.  H.  Buckm aster  said  he  would  go  further  than  Dr.  Grandin 
who  said  Dr.  Polk  and  Dr.  Krug  were  on  the  right  track,  because  he 
believed  that  in  a  number  of  respects  they  had  arrived  at  their  des- 
tination ;  but  he  would  restrict  this  hearty  concurrence  to  the  removal 
of  the  uterus  for  disease  in  that  organ  itself  or  for  the  purpose  of 
drainage.  There  seemed  to  be  a  great  misconception  of  what  could 
be  accomplished  by  drainage.  We  spoke  of  abdominal  drainage,  but 
this  could  not  apply  to  draining  the  abdominal  cavity,  for  it  is  im- 
possible to  drain  this  hypothetical  space,  but  it  must  apply  to  drain- 
ing those  portions  which  were  in  contact  with  the  gauze  or  tube.  It 
is  often  very  difficult  to  bring  the  gauze  in  contact  with  all  the  dis- 
eased tissue,  but  hysterectomy  removes  the  pockets  formed  by  the  re- 
flexion of  the  broad  ligament  and  this  difficulty  is  greatly  diminished. 
He  thought  this  procedure  would  diminish  the  mortality ;  for,  if  it  in- 
creased the  mortality,  as  Dr.  Grandin  had  suggested,  then  of  course  it 
should  not  be  used. 

Dr.  J.  Duncan  Emmet  said  he  would  like  to  protest  against  the 
principle  of  removing  the  healthy  uterus  simply  because  there  was 
disease  of  the  appendages.  He  could  not  believe  that  an  organ  so 
large  and  so  important  as  was  the  uterus  could  be  removed  without 
exerting  a  serious  moral  and  physical  effect  on  the  patient  at  a  later 
period.    If  this  were  necessary  to  secure  drainage  then  it  might  be 
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pardoned,  but  why  could  not  the  opening  be  made  behind  the  uterus 
in  the  posterior  cul-de-sac  ?  The  idea  of  removing  the  uterus  because 
the  appendages  have  been  removed  was  about  the  same  as  cutting  a 
man's  arm  off  because  it  was  withered.  If  the  arm  was  palsied  it  was 
useless,  yet  no  one  would  think  of  cutting  it  off. 

The  reader  of  the  paper  had  said  that  he  believed  ninety-seven 
out  of  every  hundred  cases  of  pelvic  hematocele  were  due  to  ectopic 
gestation.  He  could  not  accept  this  statement,  and  in  support  of  this 
he  would  mention  an  incident.  Three  or  four  years  ago  at  the 
Woman's  Hospital,  a  woman  was  brought  into  Dr.  Emmet's  clinic 
who  had  a  large  lacerated  cervix  and  a  large  uterus  caught  in  the 
posterior  cul-de-sac  behind  the  promontory  of  the  sacrum.  After  con- 
siderable manipulation  the  uterus  was  restored  to  its  proper  position 
and  the  patient  sent  to  the  ward.  Two  days  later  Dr.  Emmet  saw 
the  case  again  and  discovered  a  tumor  about  the  size  of  a  small  orange 
in  the  former  situation  of  the  fundus  uteri  in  the  posteiior  cul-de-sac  ; 
this  he  diagnosticated  as  a  hematocele.  It  was  treated  by  hot- 
water  injections  and  local  applications  of  iodine,  with  the  hope  of  ab- 
sorption, but  the  hematocele  suppurated.  As  soon  as  symptoms  of 
suppuration  appeared,  the  abscess  burst  and  diffused  itself  over  a 
large  area  and,  although  the  sacs  were  operated  upon  several  times 
and  the  abdominal  cavity  drained  in  several  places,  she  died  three  or 
four  months  later.  Her  death  was  due  originally  to  the  cautious 
manual  replacement  of  the  uterus.  He  did  not  think  any  one  had 
spoken  so  emphatically  on  the  importance  of  gentleness  in  such  ma- 
nipulations as  Dr.  Emmet,  so  that  it  could  not  be  said  that  this  woman's 
death  was  due  to  violent  manipulation.  Owing  to  this  one  and  sev- 
eral other  similar  cases  which  had  come  under  his  observation,  he 
could  not  accept  the  statement  made  by  Dr.  Krug. 

Dr.  Janvrix  said  that  in  the  recent  discussion  before  this  Society 
he  had  gone  on  record  as  in  favor  of  not  removing  the  uterus  except 
when  it  was  diseased  or  when  in  the  removal  of  the  appendages  such 
injury  was  done  to  the  parts  that  it  seemed  better  to  take  the  uterus 
out  of  the  way.  He  did  not  think  there  was  much  additional  danger 
from  shock  in  removing  the  uterus  in  such  cases,  and  for  that  reason 
the  question  of  shock  would  rarely  come  up.  If  the  uterus  were  dis- 
eased to  such  an  extent  that  it  was  doubtful  as  to  the  patient's  re- 
maining well  after  the  removal  of  the  tubes  and  ovaries  and  proper 
after-treatment,  he  certainly  would  remove  the  uterus.  He  certainly 
would  not,  however,  remove  the  sound  uterus  for  the  purpose  of  es- 
tablishing drainage  ;  he  would  drain  through  the  abdominal  wound. 


7H 


Transactions  of  Societies. 


He  had  yet  to  see  the  first  case  of  ventral  hernia  occurring  in  his  own 
practice,  although  he  had  done  many  laparotomies  and  had  used 
drainage  with  tubes  and  gauze  quite  extensively  in  years  past.  If  for 
any  cause  he  desired  to  establish  better  drainage  than  could  be  ob- 
tained through  the  abdominal  wall,  and  the  uterus  was  not  diseased, 
he  would  do  so  through  the  cul-de-sac  as  he  had  done  in  a  good  many 
cases  many  years  ago,  making  a  "through  and  through"  drainage. 

Dr.  E.  B.  Cragin  said  that  in  some  of  the  cases  referred  to  in  the 
paper  he  would  favor  removal  of  the  uterus,  that  is,  if  there  were  more 
than  an  adherent  tube  and  occluded  extremity  on  the  other  side,  as 
for  instance  when  there  was  a  pyosalpinx  forming  one  mass  with  the 
uterus.  He  would  also  favor  the  removal  of  the  uterus  in  exceptional 
instances,  as  in  one  case  in  which  he  did  this  in  June,  1892 — a  case  of 
fibroid  with  a  raptured  ectopic  gestation.  Here  it  was  necessary  to 
raise  up  the  fibroid  to  reach  the  source  of  the  haemorrhage.  In  so 
doing  the  capsule  was  lacerated  and  it  seemed  safer  to  remove  the 
uterus  than  to  attempt  to  check  the  haemorrhage  by  a  myotomy.  He 
would  not  remove  the  uterus  ordinarily  except  where  he  felt  sure  the 
disease  extended  some  distance  within  its  cornu. 

Dr.  A.  F.  Currier  thought  all  were  willing  to  defer  to  the  experi- 
ence of  Dr.  Krug  and  Dr.  Polk  to  the  utmost  in  this  particular  matter, 
and  therefore  he  had  carefully  thought  over  the  subject  during  the 
past  winter  and  had  asked  himself  whether  he  could  conscientiously 
adopt  the  line  of  procedure  which  had  been  so  ably  advocated.-  He 
had  been  unable  yet  to  see  his  way  clear  to  change  his  views  expressed 
on  a  previous  occasion.  Given  tissues  healthy  or  supposed  to  be 
healthy,  we  had  no  right  to  remove  them  on  the  ground  that  they 
might  cause  future  trouble ;  consequently  it  was  still  his  practice  to 
remove  the  diseased  portion  and  if  the  uterus  itself  were  so  injured  or 
so  involved  in  the  diseased  structures,  that  it  could  not  be  left  with 
safety,  to  remove  it  also.  About  two  months  ago  he  had  reported  to 
the  Society  a  case  quite  similar  to  the  second  one  narrated  in  the 
paper.  In  this  case  there  was  much  denudation  of  the  peritoneal  cov- 
ering of  the  uterus  and  laceration  of  the  tissue,  and  yet  the  case  pro- 
ceeded satisfactorily  with  the  use  of  the  Mikulicz  drainage.  It  had 
so  happened  that  he  had  had  about  half  a  dozen  cases  this  season 
where  drainage  had  been  demanded,  and  in  all  these  cases,  with  one 
exception  which  was  fatal,  the  use  of  this  method  of  drainage  had 
been  satisfactory.  For  this  reason  he  was  unwilling  to  admit  that 
drainage  could  not  be  effected  through  the  abdominal  wound.  The 
question  of  the  occurrence  of  hernia  was  certainly  problematical  and 
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it  was  straining  a  point  to  consider  it  a  serious  objection  to  drainage, 
for  it  was  well  known  that  hernia  not  infrequently  occurred  even  when 
draining  had  not  been  employed.  Therefore,  while  still  open  to  con- 
viction, he  had  as  yet  seen  no  reason  to  change  his  views. 

Dr.  Krug,  in  closing  the  discussion,  said  he  was  highly  gratified 
to  find  so  many  in  harmony  with  him — even  those  who  had  apparently 
criticised  him  said  they  would  remove  the  uterus  in  certain  conditions, 
and  these  conditions  were  the  very  ones  found  in  the  cases  he  had 
cited  in  his  paper.  Dr.  Edebohls  had  said  that  he  objected  to  remov- 
ing the  healthy  uterus  when  drainage  was  not  required.  The  fourth 
case  in  the  paper  was  the  only  one  in  which  there  was  a  question  as 
to  whether  the  disease  was  sufficiently  advanced  to  require  ablation. 
Here,  however,  drainage  was  absolutely  indicated.  Again,  in  the 
third  case  there  was  a  ruptured  extra-uterine  pregnancy  on  the  right 
side  and  a  pyosalpinx  with  ovaritis  on  the  other  side.  In  this  case 
there  had  been  an  elevation  of  temperature  and  other  symptoms  after 
some  one's  curetting.  The  pyosalpinx,  in  his  opinion,  originated  from 
infection  of  the  uterus,  which  certainly  could  not  be  called  healthy. 
The  second  case  showed  well  what  became  of  these  cases  if  the  uterus 
was  left  and  the  intestines  allowed  to  become  adherent.  His  being 
forced  to  ablate  the  uterus  about  three  years  afterward  was  a  strong 
argument  in  favor  of  doing  the  radical  operation  primarily.  The 
death-rate,  if  the  operation  were  done  properly,  not  only  had  not  in- 
creased but  had  actually  diminished.  He  could  substantiate  this 
statement  by  hospital  records. 

The  artificial  menopause  after  total  ablation  of  the  uterus  was  ever 
so  much  easier  for  the  woman  and  caused  very  much  less  trouble  than 
if  one  simply  took  out  the  appendages  and  left  the  uterus  with  many 
nerve  centers  behind.  There  was  absolutely  no  doubt  in  his  mind  on 
this  point ;  he  had  observed  this  in  a  great  number  of  patients.  Dr. 
J.  D.  Emmet  had  objected  to  the  removal  of  the  uterus  simply  for 
drainage  and  thought  an  opening  in  the  cul-de-sac  would  accomplish 
as  much.  Personally,  he  was  of  the  opinion  that  proper  surgical 
drainage  could  not  be  obtained  simply  from  an  incision  in  Douglas' 
pouch.  After  extirpation  of  the  appendages  the  uterus  would  fall 
backward  and  would  soon  become  adherent  near  the  promontory,  and 
so  only  a  small  space  would  be  drained.  He  had  said  that  ninety-nine 
out  of  a  hundred  cases  of  pelvic  haematocele  were  due  to  ectopic  gesta- 
tion ;  he  should  have  said  nine  hundred  and  ninety-nine  out  of  a  thou- 
sand were  due  to  this  cause.  Dr.  Duncan  Emmet  had  only  been  able 
to  relate  one  case  in  his  experience  which  had  had  a  different  origin  ! 
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AMERICAN  GYNAECOLOGICAL  SOCIETY. 

Nineteenth  Annual  Meeting,  held  in  the  Lecture  Room  of  the  Columbian 
University,  cor.  ijt/i  and  H  Streets,  on  May  29th,  30th,  and  J  1st. 

Tuesday,  May  2Qth,  Morning  Session  at  10  o'clock. 

Roll  call.    Reception  of  guests,  etc.    Address  of  welcome. 

Discussion  :  Extirpation  of  the  uterus  in  disease  of  the  annexa ;  opened  in 
the  affirmative  by  Dr.  J.  M.  Baldy,  followed  by  Drs.  Florian  Krug  and  H.  T. 
Hanks ;  in  the  negative  by  Dr.  Bache  Emmet,  followed  by  Dr.  W.  G.  Wylie. 

Discussion  :  The  management  of  face-presentation  ;  opened  by  Dr.  Edward 
R.  Reynolds,  followed  by  Drs.  Charles  Jewett,  C.  P.  Noble,  and  E.  P.  Davis. 

Evening  Session  at  8 30  o'clock. 
The  abuse  of  trachelorrhaphy;  by  Dr.  William  R.  Pry  or,  of  New  York. 
Fatal  nausea  and  vomiting  of  pregnancy ;  by  Dr.  Edward  P.  Davis,  of 
Philadelphia. 

Myomectomy  as  a  substitute  for  hystero-myomectomy ;  by  Dr.  E.  C. 
Dudley,  of  Chicago. 

Retro-peritoneal  and  intra-ligamentous  tumors  of  the  uterus  and  annexa  ; 
by  Dr.  William  H.  Wathen,  of  Louisville. 

Wednesday,  May  30th,  Morning  Session  at  10  o'clock. 

President's  address  :  The  proper  position  of  recent  surgical  methods  in 
the  treatment  of  uterine  fibroids.    General  discussion  invited. 

Discussion :  Rupture  of  the  uterus ;  palliative  versus  surgical  treatment 
opened  by  Dr.  Charles  M.  Green,  followed  by  Dr.  Malcolm  McLean. 

Business  meeting,  with  closed  doors,  5.30  to  6.30  p.  M. 

Evening  Session  at  8.30  o'clock. 

The  ultimate  results  of  the  treatment  of  retro-displacement  by  pessaries  ; 
by  Dr.  Francis  Davenport,  of  Boston. 

The  influence  of  laceration  of  the  perinaeum  on  the  uterus,  and  the  opera- 
tion for  its  repair ;  by  Dr.  W.  Gill  Wylie,  of  New  York. 

Thursday,  May  31st. 

Inflammation  of  the  ureters  from  a  medical  standpoint ;  by  Dr.  Matthew 
D.  Mann,  of  Buffalo. 

The  influence  of  minor  forms  of  tubal  and  ovarian  disease  in  the  causation 
of  sterility ;  by  Dr.  Thomas  A.  Ashby,  of  Baltimore.* 

Symphysiotomy  versus  the  induction  of  premature  labor;  by  Dr.  Charles 
P.  Noble,  of  Philadelphia. 

In  memoriam — Dr.  Andrew  Dunlap ;  by  Dr.  John  C.  Reeve,  of  Dayton. 

In  memoriam — Dr.  John  M.  Keating;  by  Dr.  Edward  P.  Davis,  of  Phila- 
delphia. 


*  Read  by  title  only. 
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TRANSACTIONS  OF  THE  AMERICAN  GYNAECOLOGICAL 

SOCIETY. 

The  Opening  Session  of  the  Nineteenth  Annual  Meeting  of  the 
American  Gynaecological  Society  was  held  at  the  Columbian  Uni- 
versity, Washington,  at  10  a.  m.,  May  29,  1894. 

The  President,  Dr.  William  T.  Lusk,  in  the  chair. 

Dr.  Fry,  secretary  pro  tern,  delivered  the  following 

Address  of  Welcome  : 

Mr.  President  and  Fellows  of  the  American*  Gynecolog- 
ical Society  :  Three  years  ago  you  were  welcomed  to  Washington 
by  a  distinguished  member  of  this  body  and  resident  of  the  city. 
To-day,  the  same  pleasant  duty  falls  to  my  privilege,  and  I  can  not 
do  better  than  repeat  the  hearty  welcome  to  you  and  assure  you  that 
the  recollections  of  that  meeting,  lingering  in  the  minds  of  the  pro- 
fession of  Washington,  accentuate  the  cordiality  of  our  greeting. 
Washington,  though  less  pretentious  than  many  of  our  American 
cities,  enjoys  certain  advantages  over  all  others.  It  is  rapidly  be- 
coming the  central  meeting  ground  for  scientific  bodies.  None  of 
these  possesses,  however,  so  much  attraction  for  the  local  medical 
profession  as  the  Congress  of  American  Physicians  and  Surgeons, 
which  collects  here  every  three  years  the  various  national  societies 
devoted  to  special  work  in  the  field  of  medicine  and  surgery.  Their 
respective  and  combined  labors,  the  crystallization  of  the  thoughts 
and  efforts  of  the  best  men  in  the  country,  give  a  result  unsurpassed 
by  the  high  standard  of  its  scientific  investigations.  The  different 
sections  afford  opportunity  to  gratify  the  tastes  for  every  variety  of 
medical  learning.  Second  to  none  for  the  original  and  progressive 
character  of  its  contributions  is  the  section  presided  over  by  the 
American  Gynaecological-  Society.  Its  members  are  men  of  more 
than  national  renown  ;  many  of  whom  are  known  to  us  personally 
but  all  by  reputation.  It  is  needless  for  me  to  say  that  Washington 
extends  a  warm  welcome.  The  only  objection  I  have  ever  heard 
about  the  city  is — it  was  usually  too  warm.  At  the  meeting  in  Septem- 
ber, 1 89 1,  the  general  sentiment  of  the  members  took  expression  in 
the  belief  that  for  a  future  meeting  place  there  was  only  one  left 
which  could  promise  a  more  elevated  temperature.  To  the  credit  of 
the  society,  however,  a  higher  moral  sentiment  prevailed,  and  it  ad- 
journed to  meet  in  Brooklyn,  "  The  City  of  Churches."    As  you  are 
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no  longer  strangers  to  Washington  I  omit  the  usual  information  given 
on  such  occasions  regarding  the  beauty  and  attractions  of  the  city, 
the  places  of  interest,  etc.,  and  will  not  delay  further  the  commence- 
ment of  your  work  as  sketched  in  the  programme  before  you.  I  ac- 
cept the  opinion  Dr.  Parvin  expressed  last  year — "  that  the  address 
of  welcome  needlessly  occupies  time,  and  it  should  be  taken  for 
granted  that  wherever  the  Society  meets  the  Fellows  will  be  gladly 
received." 

The  president  announced  that  a  discussion  on 

Extirpation  of  the  Uterus  in  Disease  of  the  Annexa 
was  now  in  order. 

Discusston. 

Dr.  Baldy  :  The  questions  involved  in  this  subject  are  not  many 
and  may  I  think  readily  be  determined.  As  in  all  other  matters,  when 
the  agitation  of  the  subject  first  began  many  of  the  points  were  ob- 
scured for  the  want  of  practical  experience  on  which  to  base  observa- 
tion. This  objection  has  now  in  great  part  disappeared  and  practice 
has  fully  borne  out  what  was  at  first  anticipated  and  predicted  from  a 
partially  theoretical  standpoint.  The  discussion  of  the  extirpation  of 
the  uterus  in  disease  of  the  annexa  will  be  confined  principally  to  the 
pelvic  inflammatory  diseases,  other  conditions  being  considered  sec- 
ondarily, for  the  reason  that  this  procedure  will  be  called  for  mostly 
in  the  former  class  of  affections. 

Certain  general  considerations  arise  in  this  connection  :  Is  the 
uterus  essential  or  useful  after  the  ovaries  have  been  removed?  if 
not — 

1.  Are  all  patients  cured  after  an  operation  requiring  double 
ovariotomy  ? 

2.  Are  patients  cured  after  hysterectomy,  when  double  ovariotomy 
has  failed  ? 

3.  Does  the  operation  of  hysterectomy  increase  the  mortality 
above  that  of  double  ovariotomy  ? 

4.  Is  the  retention  of  the  uterus  of  any  disadvantage  or  danger  to 
the  patient  ? 

Is  the  uterus  essential  or  useful  after  the  ovaries  have  been  removed? 

The  uterus  has  one  use  in  the  body;  that  of  containing  and  de- 
veloping the  human  embryo.  In  the  face  of  the  loss  of  both  ovaries 
it  seems  superfluous  to  argue  that  the  further  necessity  for  this  organ 
has  departed  and  together  with  the  necessity,  its  usefulness.    It  is 
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not  true  as  has  been  held,  that  the  womb  has  anything  to  do  with 
those  peculiarities  which  go  to  make  up  the  womanhood  of  the  wom- 
an :  this  rests  solely  in  the  ovaries.  Nor  is  it  a  demonstrable  fact 
that  this  organ  has  anything  whatever  to  do  with  the  integrity  or  sup- 
port of  the  vaginal  vault.  If  any  support  obtains  to  the  vagina  from 
above  it  is  from  the  broad  ligaments  ;  but  their  integrity  is  destroyed 
by  the  double  ovariotomy.  As  far  as  the  cervix  being  the  keystone 
to  the  vagina  is  concerned,  there  is  no  necessity  for  the  removal  of 
this  structure — the  uterus  may  be  extirpated  by  an  amputation  so  low 
down  as  to  be  practically  a  complete  removal  and  yet  leave  the  vag- 
inal portion  of  the  cervix  intact.  Thus  the  relations  of  the  vagina 
and  cervix  remain  unchanged,  and  the  pelvic  floor  with  its  attach- 
ments are  relieved  of  the  weight  imposed  upon  them  by  a  useless  and 
probably  diseased  uterus.  My  own  experience  teaches  that  there  is 
less  sagging  of  the  pelvic  floor  in  those  cases  in  which  the  uterus  has 
been  removed  than  in  those  in  which  simply  a  double  ovariotomy  has 
been  performed. 

This  question  being  satisfactorily  disposed  of,  are 

1.  All patients  cured  after  an  operation  requiring  double  ovariotomy  I 
The  proposition  is  answered  in  the  negative  by  a  common  and 

universal  experience.  There  is  no  gynaecologist  who  is  not  familiar 
with  the  patient  who  after  a  double  ovariotomy  returns  month  after 
month  suffering  with  pain,  metrorrhagia  or  discharges  of  muco-puru- 
lent  matter  from  the  uterus.  The  subject  requires  an  elaborate  dis- 
cussion and  the  conclusion  will  with  little  doubt  be  conceded  by  all. 

2.  Are  patients  cured  after  hysterectomy  when  double  ovariotomy  has 
failed! 

Experience  alone  can  provide  the  answer.  Any  amount  of  theo- 
rizing on  the  part  of  those  who  have  not  tried  the  method  can  have 
little  weight  as  against  the  actual  facts.  In  my  paper  read  before 
the  Philadelphia  Obstetrical  Society,  October  5,  1893,  two  cases  are 
reported  in  which  the  uterus  had  been  removed  subsequent  to  a 
simple  extirpation  of  the  appendages.  After  the  primary  operation 
these  patients  had  continued  to  suffer  from  leucorrhoeal  discharges, 
bleeding  and  pain.  The  secondary  operation  for  the  removal  of  the 
uteri  proved  that  the  appendages  has  been  thoroughly  and  completely 
extirpated  at  the  first  operation  and  that  no  such  causes  as  incomplete 
removal  existed  to  account  for  the  continued  suffering.  The  removal 
of  the  uterus  in  both  cases  cured  the  patients  and  at  the  present 
writing  they  both  remain  in  good  health.  Two  other  similar  opera- 
tions have  been  performed  since  that  time  with  like  results. 
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It  is  contended  that  proper  uterine  treatment  will  bring  about  the 
cure  without  the  necessity  of  removing  the  womb.  Many  attempts 
have  been  made  in  this  direction  with  failure  in  many  instances. 
The  methods  adopted  have  been  local  applications  (intra-vaginal  and 
intra-uterine)  and  curettage  with  gauze  packing  of  the  uterine 
cavity.  The  first  patient  upon  whom  hysterectomy  was  performed  in 
pursuance  of  this  plan  had  been  submitted  to  the  primary  operation 
of  double  ovariotomy  a  year  or  more  previously  and  the  second  op- 
eration was  only  undertaken  after  we  were  both  worn  out  and  dis- 
gusted with  the  lack  of  results  from  local  treatment. 

3.  Does  the  operation  of  hysterectomy  increase  the  mortality  above  that 
of  double  oi'ariotomy  ? 

No  fair  comparison  can  be  made  of  the  work  of  any  two  men  in 
different  operations ;  therefore  the  query  must  be  answered  from  my 
own  work.  In  the  paper  to  which  reference  has  already  been  made, 
eight  cases  are  reported  upon  whom  this  operation  had  been  per- 
formed. Fourteen  additional  ones  may  now  be  included,  making  in 
all  twenty-two  operations.  Of  this  number  all  recovered  from  the 
operation  and  the  great  majority  have  been  cured.  My  highest  mor- 
tality in  the  past  has  always  followed  removal  of  the  appendages  in 
this  same  class  of  patients.  At  no  time  have  I  been  able  to  pick  out 
anything  like  twenty-two  successive  successful  double  ovariotomies  in 
cases  of  the  same  character  as  those  upon  whom  I  have  found  it  ad- 
visable to  perform  hysterectomy.  Not  only  has  hysterectomy  in  my 
hands  lessened  the  mortality  very  markedly  but  it  has  rendered  the 
convalescence  infinitely  smoother,  easier  and  more  satisfactory. 

4.  Is  the  retention  of  the  uterus  of  any  disadvantage  or  danger  to  the 
pa  tie nt  / 

Not  infrequently  the  womb  bleeds  and  gives  rise  to  muco-purulent 
discharges  indefinitely  after  the  removal  of  the  appendages.  If  it  be 
argued  that  in  a  proportion  of  such  cases  the  removal  of  the  append- 
ages has  not  been  sufficiently  complete  one  reason  has  been  ad- 
vanced in  favor  of  hysterectomy  ;  for  if  this  operation  be  one  of 
choice  there  can  be  no  such  result  as  incomplete  removal,  as  there  at 
times  of  necessity  occurs  in  the  simple  removal  of  the  appendages. 
If  on  the  other  hand  these  symptoms  can  be  cured  by  the  removal  of 
the  uterus  then  there  is  at  once  an  additional  and  unanswerable  reason 
established  for  the  performance  of  the  hysterectomy.  That  these 
symptoms  can  at  times  be  cured  at  least  in  certain  cases  has  been 
proved  by  the  facts  already  quoted  from  my  own  work  as  well  as  by 
the  experience  of  other  surgeons.    The  fact  that  the  pelvic  floor  is 
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more  apt  to  sink  to  a  lower  level  after  the  removal  of  the  appendages 
than  after  a  hysterectomy,  a  fact  which  has  been  observed  by  other 
surgeons  as  well  as  by  myself,  is  a  further  argument  in  favor  of  the 
complete  operation. 

It  is  contended  that  about  twenty  per  cent,  of  all  cases  of  pus- 
tubes  are  of  tubercular  origin.  It  is  also  well  known  that  it  is  in  a 
large  proportion  of  such  cases  impossible  to  decide  this  question  at 
the  time  of  the  operation  by  the  gross  appearance  of  the  parts  con- 
cerned. Would  any  surgeon  wish  to  leave  the  uterus  in  any  case  of 
known  tubercular  disease  of  the  appendages  in  the  face  of  the  large 
proportion  of  uteri  which  are  known  to  be  infected  in  such  cases  ? 
It  would  seem  that  this  was  an  additional  strong  reason  for  the  hys- 
terectomy. 

The  elimination  of  any  fear  of  future  malignancy  in  the  uterus  is 
by  no  means  a  small  consideration. 

These  questions  being  all  settled  in  the  affirmative  it  follows  as  a 
matter  of  course  that  hysterectomy  is  the  operation  of  choice  over 
double  ovariotomy  in  a  certain  percentage  of  the  class  of  cases  to 
choose  this  operation. 

It  is  well  known  that  in  pelvic  inflammation  the  disease  first  affects 
the  mucous  membrane  lining  the  womb  and  secondarily  invades  the 
Fallopian  tubes  and  the  pelvic  peritonaeum.  In  many  cases  not  only 
is  the  endometrium  affected  but  the  inflammatory  products  invade 
the  deeper  structures  which  go  to  make  up  the  uterine  walls.  These « 
undergo  infiltration  by  the  same  elements  in  the  walls  of  the  Fallopian 
tubes,  whether  it  be  suppuration  or  partial  organization  :  in  either 
case  the  process  is  apt  to  become  a  permanent  one.  The  ease  with 
which  a  ligature  cuts  through  uterine  tissue,  when  applied  at  the 
cornua  in  cases  of  pus-tubes,  and  the  large  hard  uteri  so  often  found 
in  conjunction  with  chronic  interstitial  salpingitis  are  well-known 
demonstrations  of  the  truth  of  this. 

With  Fallopian  tubes  and  uterus,  both  of  which  are  diseased  by 
the  same  factor  and  to  the  same  extent,  is  it  reasonable  to  suppose 
that  a  cure  is  always  to  be  obtained  by  the  removal  of  the  tubes 
alone  ?  Is  it  not  rational  to  remove  the  whole  of  the  disease  and  not 
"only  a  part  ?  Theory  and  practice  both  combine  in  this  matter  to 
force  the  conclusion. 

It  must  not  be  understood  that  the  removal  of  the  uterus  together 
with  the  Fallopian  tubes  and  ovaries  is  recommended  in  all  cases  of 
pelvic  inflammatory  disease.    I  am  forced  to  dissent  to  this  point 
from  the  views  of  some  other  surgeons,  with  whose  opinion  in  other 
49 
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respects  I  am  thoroughly  in  accord.  In  many  cases  the  uterus,  pos- 
sibly on  account  of  its  anatomical  relations  which  are  so  favorable  to 
good  drainage,  has  succeeded  in  throwing  off  the  original  infection 
and  is  comparatively  healthy,  if  not  entirely  so.  Under  such  circum- 
stances hysterectomy  is  not  indicated.  But  where  an  abdominal  sec- 
tion has  been  performed  for  the  removal  of  the  uterine  appendages 
and  the  womb  is  found  enlarged  and  diseased,  especially  if  it  has  not 
been  surrounded  by  extensive  adhesions,  the  destruction  of  which 
leaves  large  areas  of  denuded  peritonaeum,  hysterectomy  should  be 
the  operation  of  choice.  Even  when  the  uterus  is  not  greatly  diseased 
if  during  the  course  of  the  operation  it  be  largely  denuded  of  its  peri- 
toneal covering  it  is  best  to  complete  the  operation  by  its  removal. 
The  sole  objection  which  could  be  urged  against  this  procedure  is  an 
increased  mortality,  but  since  this  has  been  proved  fallacious,  opposi- 
tion from  any  standpoint  must  necessarily  be  withdrawn. 

It  is  freely  granted  that  in  accepting  this  practice  uteri  will  often 
be  removed  which  might  safely  have  been  left  behind.  Even  in  the 
face  of  this  possibility  of  future  harm  on  the  one  hand  and  the  cer- 
tainty of  no  extra  risks  on  the  other,  the  decision  pro  or  con  is  at 
times  a  difficult  one  at  the  operation,  in  which  case  the  patient  should 
be  given  the  benefit  of  the  doubt  and  the  uterus  should  be  re- 
moved. 

The  same  principles  which  obtain  in  this  class  of  cases  hold  good 
in  all  other  diseases,  when  it  has  been  decided  that  both  ovaries  must 
be  removed. 

Where  the  womb  itself  is  greatly  enlarged,  infiltrated  or  diseased 
it  is  a  proper  subject  for  removal. 

Where  there  is  any  good  reason  for  believing  that  this  organ  will 
in  future  become  the  seat  of  disease  it  may  with  propriety  be  extir- 
pated. 

Where  its  removal  will  facilitate  an  operation  or  give  greater  se- 
curity against  hemorrhage  it  is  justifiable  to  extirpate  the  organ. 

In  all  cases  it  is  of  course  assumed  that  both  ovaries  must  of  ne- 
cessity be  sacrificed.  Except  in  the  presence  of  malignant  or  tuber- 
cular disease  the  womb  should  never  be  disturbed,  if  even  a  portion 
of  one  ovary  and  a  Fallopian  tube  can  be  preserved.  Nor  is  an  opera- 
tion to  be  extended  to  the  performance  of  hysterectomy  where  the 
double  ovariotomy  will  even  temporarily  answer  the  purpose,  should 
the  patient  be  in  such  condition  that  prolonged  manipulation  might 
render  the  result  of  a  case  doubtful.  Common  sense  must  be  used  in 
the  application  of  this  principle  as  in  all  surgical  procedures. 
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Hysterectomy  being  determined  upon,  especially  in  pelvic  inflam- 
matory cases,  how  should  the  operation  be  performed? 

French  surgeons  have  for  some  time  been  removing  the  uterus  by 
way  of  the  vagina.  In  doing  so  no  effort  has  been  made  to  remove 
the  appendages,  this  being  purely  a  secondary  consideration.  As  a 
matter  of  fact  it  would  be  dangerous  in  some  cases  to  attempt  their 
removal  by  this  source.  In  America  with  rare  exceptions  the  ab- 
dominal method  has  been  the  one  of  choice,  and  it  is  to  be  preferred 
for  the  reasons  : 

1.  That  all  the  parts  may  be  exposed  to  the  eye  as  well  as  to  the 
touch,  and  hence  greater  accuracy  and  security  obtained. 

2.  All  intestinal  injuries  may  be  readily  discovered  and  corrected. 

3.  The  annexa  may  be  completely  removed  together  with  the 
womb  (a  very  great  desideratum). 

4.  All  wounds  may  be  closed,  denuded  surfaces  often  covered 
over  with  peritonaeum,  and  in  many  cases  drainage  avoided.  Ameri- 
can operators  have  kept  the  mortality  by  this  method  as  low  or  even 
lower  than  the  French  surgeons  have  by  the  vaginal  method,  with  the 
additional  advantage  of  making  a  complete  removal  of  diseased  struc- 
tures, and  are  therefore  more  secure  in  the  chances  of  better  results. 
The  only  possible  condition  in  which  vaginal  hysterectomy  may  be 
preferable  is  in  those  cases  where  there  is  a  large  pelvic  abscess  ac- 
companied with  dense  and  extensive  intestinal  adhesion,  which  it 
would  be  impossible  or  highly  dangerous  to  the  intestines  to  separate. 

Dr.  Krug  :  The  Hegar-Battey  operation  of  years  ago  gave  us  re- 
sults which  in  view  of  our  utter  ignorance  of  all  that  related  to  dis- 
eases of  the  appendages  were  most  gratifying.  On  account  of  the 
misinterpretation  of  the  limitations  of  this  procedure  it  was  subject  to 
the  greatest  abuse  and  fell  into  disrepute.  We  have  now,  however, 
come  to  a  juster  estimate  of  the  value  of  the  operation  and  we  are 
ready  to  estimate  all  that  it  can  accomplish  and  wherein  it  fails. 
Whereas  the  original  operation  is  rarely  performed  upon  the  indica- 
tions first  laid  down  for  it,  it  has  opened  the  way  for  a  proper  adap- 
tation of  practically  the  same  procedure  under  more  precise  and 
limited  indications.  Until  we  had  this  operation  the  teachings  of  Ber- 
nutz  were  lost.  The  more  accurate  pathology  of  Bernutz  showed  us 
the  true  scope  of  the  Hegar-Bernutz  operation.  Thus  it  is  that,  while 
discarding  this  operation  absolutely,  we  must  yet  accord  it.the  credit 
due  it  as  a  step  in  the  proper  treatment  of  the  diseases  under  con- 
sideration. And  although  this  new  application  of  the  Hegar-Battey 
operation  to  the  treatment  of  purulent  diseases  of  the  annexa  seemed 
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to  us  to  be  about  all  that  we  might  expect  yet,  in  the  light  of  the  sur- 
gery of  to-day  and  a  more  precise  analysis  of  the  result  of  this  further 
definition  of  the  original  operation,  we  are  brought  to  the  decision  that 
it  is  wholly  unsatisfactory.  Primarily,  it  seemed  to  be  health-giving  as 
well  as  life-giving,  but,  although  the  patients  were  cured  of  the  graver 
and  more  acute  lesions  and  symptoms,  we  find  to-day  that  the  remote 
results  have  not  justified  our  expectations.  And  although  we  are  not 
content  with  these  remote  results,  yet  must  we  consider  them  glorious 
when  compared  with  the  treatment  of  neglect,  based  upon  the  theory 
of  cellulitis  as  the  cause  of  these  lesions.  Life  has  been  saved,  to  be 
sure,  but  not  so  often  as  we  expected  and  as  might  be  desired.  The 
cause  of  the  failure  symptomatically  to  cure  the  patient  lies  in  the 
extension  of  the  inflammatory  conditions  beyond  the  grosser  lesions 
made  manifest  by  coeliotomy.  Did  the  removal  of  these  grave  but 
secondary  lesions  relieve  these  symptoms  or  did  we  not,  while  remov- 
ing them,  leave  the  essential  and  primary  cause  of  all  the  trouble, 
together  with  the  less  apparent  but  more  fruitful  source  of  suffering, 
viz.  :  the  inflamed  uterus  and  its  nerve  centers  ?  I  unhesitatingly  an- 
swer Yes. 

We  are  now  in  a  position  to  justly  as  well  as  accurately  estimate 
the  benefits  derived  from  the  old  operation  of  removal  of  bilateral, 
purulent  disease  of  the  appendages  ;  and  we  are  also  able  to  say  how 
far  that  operation  has  failed.  Careful  observation  devoted  to  cases 
for  some  time  demonstrates  that  wrhile  pathologically  they  are  cured 
but  few  are  symptomatically  relieved.  The  cause  of  the  failure  to 
accomplish  all  that  might  be  desired,  so  far  as  the  subject  of  the 
operation  is  concerned,  lies  in  our  failure  to  remove  the  original  and 
persisting  source  of  infection.  The  question  has  simply  resolved 
itself  into  this  :  that  either  cases,  operated  on  by  those  who  claim 
that  the  uterus  when  left  is  not  a  cause  of  further  symptoms  and  may 
be  rendered  innocuous  by  mild  treatment,  are  not  thus  cured,  or  else 
those  making  these  statements  have  submitted  to  their  skill  the  more 
simple  cases,  as  a  rule,  and  have  in  the  severe  ones  failed  to  observe 
the  results  of  their  work.  The  causes  of  the  continuance  of  distress- 
ing symptoms  are  the  primary  lesion  in  the  diseased  uterus  ;  the  effects 
of  premature  and  artificial  menopause  upon  the  sympathetics  ;  the 
irregular  and  delayed  involution  of  the  uterus  ;  the  adhesions  formed 
between  the  intestines  and  raw  surfaces  in  the  pelvis  ;  the  possibility 
of  repeated  re-infection  of  the  uterus  ;  the  possibility  of  ventral  hernia 
owing  to  different  methods  of  drainage  ;  and  many  other  lesions,  to- 
gether with  malposition  natural  to  a  uterus  repeatedly  inflamed  and 
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deprived  of  its  natural  supports.  Broadly  stated,  a  continuance  of 
the  symptoms  is  due  to  a  retention  of  the  inflamed  uterus,  which  is 
the  primary  site  and  original  cause  of  every  lesion  found  in  these 
cases,  and  to  the  effect  of  its  long-continued  influence  upon  its  lym- 
phatics and  nerves.  Observation  of  the  results  of  my  own  operations 
obtained  by  the  old  method  made  me  eager  to  grasp  any  possibility  of 
obtaining  more  speedy  and  more  permanent  relief,  for  these  women, 
from  the  one  symptom,  pain. 

In  1890,  having  removed  many  cancerous  uteri  per  vagi  nam  with 
absolutely  uncomplicated  recoveries,  a  case  presented  itself  with  bilat- 
eral suppurative  disease  of  the  annexa  and  a  large  retroflexed  uterus. 
Curettage,  salpingo-oophorectomy  and  hysterorrhaphy  were  contem- 
plated ;  but  the  excellent  results  from  the  removal  of  the  uterus  and 
annexa  in  the  cancerous  cases  suggested  the  removal  of  the  uterus. 
This  was  done.  The  remote,  as  well  as  the  immediate  result,  was 
perfect.  The  severe  criticism  following  the  report  of  this  case  and 
the  natural  fear  of  having  made  an  error  in  my  conclusions  forced  me 
to  resume  the  generally  practiced  operation,  but  this  one  case  had 
left  a  vivid  impression  upon  my  mind.  During  this  period  of  my  re- 
lapse from  the  proper  procedure  in  these  simple  suppurative  cases  I 
removed  many  fibroid  uteri  with  purulent  annexae  ;  the  contrast  was 
unavoidably  apparent  between  the  results  obtained  by  ablation  of  the 
fibroid  uterus  with  bilateral  suppurative  tubal  disease  and  those  which 
followed  removal  of  these  tubes  and  retention  of  the  inflamed 
uterus.  In  both  classes  the  uteri  were  diseased,  and  I  became  con- 
vinced that  the  difference  in  the  immediate  as  well  as  the  remote 
results  was  due,  must  be  due,  to  the  retained  uterus  in  the  latter 
class. 

In  September,  1892,  I  again  removed  the  uterus  associated  with 
bilateral  suppurative  tubal  and  ovarian  disease,  selecting  the  abdomi- 
nal route  rather  than  the  vaginal,  for  reasons  to  be  presently  stated. 
At  this  time  I  was  yet  undecided  as  to  a  routine  practice  in  these 
cases  and,  while  adopting  the  old  method  in  some  and  the  more  radi- 
cal method  in  others,  I  was  enabled  to  compare  the  results  in  the  two 
classes.  This  contrast  was  made  more  marked  by  the  fact  that  cases 
presented  themselves  to  me  from  whom  I  had  previously  removed 
bilateral  suppurative  annexae,  with  the  persistence  of  most  distressing 
symptoms  and  who  were  immediately  relieved  of  all  symptoms  when 
I,  by  a  secondary  operation,  removed  the  uterus. 

Such  an  evidence  confirmed  me  in  my  belief  in  the  method  I  now 
employ  in  every  case  demanding  the  sacrifice  of  both  annexae.  The 
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following  reasons  appeal  to  me  why  the  uterus  should  be  removed  in 

these  cases  : 

The  uterus  without  the  annexae  is  a  useless  organ  and  devoid  of 
physiological  function. 

It  is  not  innocuous  ;  it  is,  on  the  contrary,  a  diseased  and  there- 
fore a  harmful  organ. 

Histologically  the  tubes  are  but  part  of  the  uterus,  and  their  re- 
moval is  a  partial  removal  of  the  uterus  ;  therefore,  why  should  we 
not  go  a  step  farther  and  remove  the  rest  of  the  diseased  organ  ?  Is 
it  conceivable — clinically,  is  it  a  fact — that  these  projections  of  the 
uterine  tissue,  which  we  call  the  tubes,  are  alone  diseased  and  not  the 
rest  of  the  uterus  ? 

This  question  is  pertinent  and  forceful  when  it  is  known  that  the 
primary  situation  of  the  disease  is  in  the  uterine  cavity  and  that  the 
tubes  are  involved  by  direct  continuity  of  tissue.  Although  in  the 
last  few  years  the  indications  for  drainage  have,  under  a  more  perfect 
technique,  become  limited  to  a  very  small  class  of  patients,  still  there 
are  those  which  demand  drainage  in  a  surgical  sense.  What  route 
for  this  drainage  more  proper  than  the  one  Nature  has  provided  for 
the  lochia  and  other  vaginal  discharges  ?  Leaving  the  uterus  merely 
invites  further  infection  and  it  may  be,  I  think,  justly  stated  that  a 
woman  who  has  contracted  gonorrhoea  from  lover  or  husband  will 
again  be  subjected  to  the  same  exposure  after  the  tubes  have  been 
removed.  Although  we  may,  for  the  sake  of  argument,  grant  all  "that 
those  who  practice  the  old  operation  claim  for  it,  yet  surely  these  will 
assent  to  the  fact  that  removal  of  the  uterus  relieves  a  woman  from 
the  possibility  of  further  contamination  from  this  organ.  Careful 
observation  and  questioning  of  my  patients  has  elicited  the  fact  that 
the  artificial  menopause  is  much  easier  for  the  woman  who  has  had 
the  uterus  removed,  whether  for  cancer,  for  fibroids  or  when  asso- 
ciated with  diseases  of  the  annexae,  than  when  the  tubes  alone  are 
removed.  The  explanation  of  this  lies  in  the  fact  that  when  we  re- 
move the  uterus  we  remove  the  great  mass  of  ganglionic  tissue  in  the 
organ. 

Did  this  operation  involve  an  increased  danger  to  the  woman 
some  objection  might  be  made,  but  it  does  not  ;  on  the  contrary,  it 
lessens  the  mortality  in  the  hands  of  those  familiar  with  the  technique 
of  hysterectomy.  In  its  performance  it  takes  no  longer  than  the 
admittedly  proper  procedure  of  curettage  preceding  the  cceliotomy 
and  less  time  than  to  attach  a  proper  drain,  when  drainage  is  de- 
manded, or  to  do  a  hysterorrhaphy  ;  and  when  we  consider  the  pos- 
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sible  necessity  for  a  secondary  cceliotomy  to  remove  the  uterus  for 
persistent  symptoms  or  to  close  a  hernia  following  drainage,  the  argu- 
ment for  completion  of  the  work  in  the  first  instance  becomes  still 
more  powerful.  My  objections  to  the  vaginal  route  in  hysterectomy 
is  that  when  once  begun  it  must  be  completed  and  that  this  opera- 
tion does  not  admit  of  a  clear  estimate  of  the  disease  of  one  or  the 
other  annexae  and  possibly  some  conservative  procedure.  When 
addressing  a  society  of  those  not  skilled  in  abdominal  surgery  I  might 
not  dare  to  advocate  for  their  adoption  this  complete  operation  but 
would  advise  some  palliative  procedure,  but  my  apparent  boldness  is 
born  not  of  a  disregard  for  what  the  operation  embodies  but  belief  in 
a  just  and  proper  estimate  of  the  incompleteness  of  the  old  method 
and  the  completeness  of  this.  That  I  may  not  be  misunderstood,  in 
closing  I  will  emphasize  the  fact  that  I  am  referring  solely  and  only 
to  those  lesions  of  the  annexae  where  their  removal  is  unquestion- 
ably demanded  and  the  seat  of  the  disease  precludes  the  possibility 
of  cure  by  any  conservative  method. 

Dr.  Hanks  :  Whether  the  uterus  shall  be  left  or  removed  in  any 
individual  case  of  diseased  annexa  can  only  be  determined  when  the 
character  of  the  disease,  as  well  as  the  condition  of  the  uterus,  is  con- 
sidered. And  even  when  the  pathological  condition  of  the  several 
parts  are  known,  the  uterus  should  not  be  ablated  unless  the  operator 
is  accustomed  to  do  abdominal  work.  A  too  strong  protest  can  not 
be  made  against  the  attempt  at  this  difficult  major  operation  by  sur- 
geons who  have  only  seen  it  done  in  a  few  of  our  hospitals,  but  who 
are  not  experts,  nor  in  such  public  positions  as  to  ever  expect  to  be- 
come experts. 

I  believe,  however,  with  our  present  knowledge  and  experience, 
there  are  certain  present  pathological  conditions  of  the  pelvic  organs, 
other  than  fibroids  and  cancer  of  the  uterus  which  both  justify  and 
urge  the  expert  and  judicious  operator  to  remove  the  uterus  entire, 
as  well  as  the  uterine  appendages. 

Since  the  French  gynaecologists,  Segond  *  and  Bazy,f  late  in  1891 
advocated  vaginal  hysterectomy  for  diseased  tubes  and  ovaries,  I  have 
been  carefully  watching  for  more  light  on  this  subject.  In  1893,]; 
Polk  read  a  paper  before  the  New  York  Obstetrical  Society  on  Supra- 
pubic Hysterectomy  for  Salpingitis  and  Ovaritis,  in  which  he  ad- 


*  Le  progres  medicate,  Paris,  September  17,  1891. 

f  La  semaine  medicate,  Paris,  November  18,  1891. 

X  New  York  Jour.  Gynecology  and  Obstetrics,  December,  1893. 
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vocated  the  ablation  of  the  uterus,  in  certain  types  of  tubal  and  ova- 
rian diseases  ;  giving  as  his  reasons  that,  after  the  removal  of  the 
annexa  alone  there  had  been  a  large  percentage  of  patients  who  were 
not  cured  of  troublesome  symptoms,  therefore  the  operation  was  not 
an  ideal  one  ;  and  moreover,  that,  after  the  removal  of  the  annexa 
plus  the  uterus,  in  eight  cases,  during  1893,  there  had  been  a  perfect 
recovery  from  all  those  annoying  after-symptoms,  which  have  occurred 
in  so  large  a  percentage  of  his  patients  in  the  former  list.  In  discussing 
the  paper  at  that  time,  I  stated  that  I  could  recall  a  number  of  patients 
from  whom  I  had  removed  the  annexa,  who  still  continued  to  be  in- 
valids— patients  who  had  symptoms  which  called  for  palliative  treat- 
ment, patients  with  periodical  discharges  of  blood,  or  pus,  or  severe 
and  frequently  recurring  attacks  of  pelvic  pain,  caused  by  small 
cysts  and  nodules  forming  near  the  site  of  the  pedicle,  etc.  Such 
symptoms  as  were  described  by  patients  as  a  "constant  dragging 
and  throbbing  pain  in  that  locality,"  etc.  I  said  I  had  conscien- 
tiously feared,  that  these  unsatisfactory  results  in  these  several  cases 
might  be  due  to  some  faulty  technique  on  my  part,  and  that  for 
the  past  eight  years  I  had  been  studying  to  improve  my  methods  in 
every  detail,  and  I  believed  I  had  improved  them.  Yet,  notwith- 
standing curettement,  painting  and  packing  the  uterus  before  opera- 
tion and  notwithstanding  all  special  efforts  to  prevent  possible  source 
of  infection  of  the  pedicle  ligature,  after  some  of  my  later  opera- 
tions there  were  still  many  remaining  troublesome  symptoms  similar 
to  those  for  which  I  was  primarily  consulted  by  these  unfortunate 
patients. 

At  the  present  time,  I  have  a  patient  under  treatment,  forty  years 
of  age,  who  suffers  from  chronic  metritis,  from  whom  I  removed,  two 
years  ago,  a  large  ovarian  cyst.  The  work  was  well  done  in  my  pri- 
vate sanatorium.  The  uterus  had  been  crowded  out  of  its  normal  po- 
sition by  the  cyst,  and  although  the  organ  was  carefully  enucleated 
from  its  bed  of  exudate  in  Douglas's  pouch,  it  has  remained  a  large, 
badly  nourished,  offending  body.  And  another  patient,  a  Mrs.  W., 
who  entered  the  Woman's  Hospital  in  September,  1892.  She  was  a 
tall,  perfectly  formed,  thoroughly  well-nourished  Russian.  She  was 
suffering  from  purulent  salpingitis.  Both  tubes  and  ovaries  were  re- 
moved. The  operation  was  never  done  better  by  me.  The  endome- 
trium was  carefully  curetted  and  the  cavity  painted  and  packed 
with  gauze  before  doing  the  cceliotomy.  She  made  a  slow  convales- 
cence. But  the  uterus  after  almost  two  years  is  like  a  foreign  body, 
large  and  congested,  and  although  she  belongs  to  a  hardy  race  and 
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is  a  picture  of  perfect  physical  development,  she  is  a  constant  sufferer 
from  pelvic  pains.    The  uterus  is  always  hyper-sensitive. 

And  still  another  patient.  A  Mrs.  L.  in  private  practice — a  young 
married  woman  in  the  higher  walks  of  life,  was  suffering  from  multi- 
locular  ovarian  cysts  of  both  ovaries.  I  removed  the  diseased  tubes 
and  ovaries  two  years  ago,  assisted  by  Drs.  Coe,  Abbott  and  Purdy. 
She  made  a  happy  convalescence.  The  operation  was,  to  me,  an  ideal 
one ;  but  within  six  months  she  had  an  attack  of  metritis,  together 
with  the  development  of  a  retro-peritoneal  cyst,  pressing  down  be- 
tween the  uterus  and  rectum.  The  latter  was  opened  and  drained 
and  apparently  cured,  but  the  uterus  to-day  is  firmly  held  to  the  blad- 
der by  an  exudate  and  the  patient  is  a  constant  sufferer.  In  each  of 
these  cases,  with  my  present  knowledge  of  hysterectomy,  I  could  have 
removed  the  uterus  with  almost  no  additional  risk,  and  I  would,  un- 
doubtedly, have  cured  my  patients.  I  can  truly  say  that  my  hysterec- 
tomies for  fibroid  uteri  have  shown  fewer  after-symptoms  than  have 
many  of  my  cases  where  only  the  tubes  and  ovaries  have  been  re- 
moved. I  therefore  believe  that  when  the  uterus  can  safely  be  re- 
moved with  the  annexa  our  patients  will  have  a  greater  probability  of 
freedom  from  annoying  after-symptoms.  I  use  the  word  "safely," 
because  in  my  experience,  a  certain  percentage  of  cases  must  be  oper- 
ated upon  in  thevshortest  possible  time  to  avoid  a  fatal  shock. 

But  with  conditions  which  do  not  demand  exceptionally  rapid  work, 
the  skillful  abdominal  surgeon  can  remove  the  tubes  and  ovaries  plus 
the  uterus  with  little  shock  and  with  a  better  prospect  of  an  ideal,  un- 
complicated convalescence  and  perfect  future  health  than  there  would 
be  with  drainage-tube  or  the  large  Mikulicz  gauze  packing  over  the  site 
of  the  pus-tubes.  I  say  this  advisedly,  as  this  has  been  my  experience 
in  private  practice,  in  the  Woman's  Hospital,  and  in  my  sanatorium. 

In  my  abdominal  work  in  the  Woman's  Hospital  during  the  year 
from  February  15,  1893,  to  February  15,  1894,  out  of  a  list  of  about 
thirty  cceliotomies,  there  were  ten  supra-pubic  hysterectomies  for  either 
fibroids  or  for  diseased  tubes  and  ovaries,  without  a  death.  The  drain- 
age through  the  vagina  in  these  cases  is  the  ideal  drainage,  and  nearly 
every  patient  convalesced  without  complications.  I  do  not,  however, 
urge  the  removal  of  the  tubes  and  ovaries  even,  unless  there  is  good  evi- 
dence of  a  permanent  structural  lesion  of  these  parts — a  condition  which 
will  be  a  constant  source  of  danger  to  the  patient  in  the  future,  such  as 
an  occluded  pus-tube,  and  growing  ovarian  cysts,  etc.  ;  or  a  condition 
which  will  so  change  the  nutrition  and  circulation  of  the  pelvic  organs 
as  to  cause  the  patient  to  be  a  sterile  semi-invalid  for  years,  such  as 
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prolapsed  tubes  and  ovaries,  covered  and  firmly  imbedded  in  a  plastic 
exudation.  Such  conditions  require  a  cceliotomy.  A  vast  majority 
of  cases  of  catarrhal  salpingitis  can  be  cured  and  should  be  cured 
without  an  operation,  by  palliative  treatment. 

There  are  three  conditions,  however,  in  which  I  would  advocate 
from  theoretical  grounds  and  practical  experience  the  entire  extirpa- 
tion of  the  uterus,  in  addition  to  the  appendages.  Formerly,  we  have 
removed  only  the  tubes  and  ovaries  for  such  pathological  changes. 
The  first  condition  is  when  there  is  an  old  or  recent  pycsalpinx  with 
much  exudation,  and  with  a  purulent  endometritis,  or  a  chronic  ca- 
tarrhal endometritis. 

Of  course  the  more  disease  there  is  present  in  the  uterus,  whether 
from  recent  or  remote  infection,  from  laceration  of  the  cervix,  causing 
chronic  cervicitis,  or  malnutrition  of  the  whole  organ — the  more  im- 
provement will  follow  the  removal  of  the  organ.  This  class  of  cases 
would  include  those  pyosalpinx  cases  where  there  is  most  likely  to  be 
a  necessity  for  drainage — when  the  pedicle  ligature  will  be  most  likely 
to  become  infected,  etc.  I  have  had  two  such  cases  in  my  service  at 
the  Woman's  Hospital  during  the  past  year,  and  both  have  made  sat- 
isfactory recoveries  (Mrs.  M.,  March  22,  1894  ;  Mrs.  D.,  operation 
by  Dr.  C,  April,  1894).  The  second  co?uiition  is  when  there  is  a  puer- 
peral salpingitis  and  ovaritis  and  probably  a  puerperal  endometritis. 
If  the  symptoms  do  not  indicate  that  the  pus-tubes  are  being  drained 
through  the  uterus,  a  supra-pubic  hysterectomy  and  the  removal  of  the 
tubes  and  ovaries  should  be  done  at  an  early  day.  This  case  will 
illustrate  :  Mrs.  L.,  thirty-five  years  of  age,  mother  of  five  children, 
entered  the  Woman's  Hospital  on  the  evening  of  December  10,  1893  ; 
there  was  a  temperature  of  1040  ;  pulse  125  ;  respiration  30;  she  had 
aborted  ten  days  previous  ;  there  was  tenderness  and  tumefaction  in 
the  region  of  both  tubes.  In  the  right  tube  I  found  fluctuation  and  I 
believed  it  to  be  filled  with  pus  and  pointing  toward  the  abdominal 
cavity.  I  did  cceliotomy  on  the  following  morning,  December  n,  1893. 
Both  tubes  contained  pus;  the  right  one  nearly  four  ounces;  one 
ovary  was  suppurating.  The  operation  lasted  but  forty  minutes.  The 
patient  made  an  uncomplicated  recovery;  temperature  never  rising 
above  ioo°,  and  she  was  discharged  cured  in  about  four  weeks. 

A  third  condition  on  which  hysterectomy  is  justified  is  when,  in  re- 
moving the  diseased  tubes  and  ovaries,  many  adhesions  are  broken 
up,  and  when  the  uterus  is  retroflexed  or  retroverted  and  held  firmly 
down  by  exudates.  In  other  words,  a  perimetritis  in  which  the  dis- 
eased tubes  or  ovaries,  with  a  retroverted  or  retroflexed  uterus  are 
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all  displaced  and  diseased  and  bound  down  in  Douglas'  pouch  by- 
plastic  exudations.  In  this  condition,  the  removal  of  the  uterus  gives 
the  best  opportunity  for  draining  an  abraded  Douglas'  pouch,  should 
it  be  deemed  necessary  to  resort  to  drainage.  This  class  of  cases  in- 
clude all  those  pathological  conditions,  in  which  the  tubes  are  occluded 
at  their  extremities,  and,  together  with  the  ovaries  and  uterus  are 
firmly  imbedded  in  exudate  of  plastic  lymph,  below  the  upper  bor- 
der of  the  broad  ligaments.  This  class  of  cases  include  those  cases 
when  in  order  to  remove  the  tubes  and  ovaries,  much  injury  is  done 
to  the  broad  ligament  and  uterus.  Traumatism  is  an  additional  source 
of  danger  to  future  health,  since  the  broad  ligaments  are  made  still 
weaker,  and  the  uterus,  prone  to  retrovert  before,  is  quite  certain  to 
do  so  after  destruction  of  one  third  of  the  broad  ligaments.  Formerly 
we  placed  the  distal  end  of  the  drainage-tube  in  Douglas'  pouch  and 
drained  the  cavity  and  held  the  uterus  in  situ — later  we  applied  the 
large  gauze  packing — or  we  fixed  the  uterus  to  the  abdominal  wound 
by  performing  ventro-fixation. 

Of  course  it  is  not  my  purpose  to  urge  upon  this  Society,  much 
less  the  larger  class  of  gynaecologists  who  are  not  members,  the  neces- 
sity of  removing  the  uterus  in  every  young  woman  who  may  have 
ovaries  and  tubes  diseased. 

Sufficient  for  me  to  say  that  if  the  examination  per  vaginam  re- 
veals no  evidence  of  disease,  and  inspection  of  the  uterus  after  the 
abdomen  is  opened  gives  assurance  that  only  the  tubes  and  ovaries  are 
affected,  then  remove  only  the  diseased  organs.  Such  operations  are 
to-day  almost  devoid  of  danger.  But  these  simple  uncomplicated 
cases  are  not  the  type  of  disease  which  demand  the  more  radical 
operation. 

To  recapitulate  :  When  the  condition  of  the  patient  will  allow  an 
operation  of  forty-five  minutes,  we  are  justified  in  doing  a  supra-pubic 
hysterectomy;  (1)  for  pyosalpinx,  when  there  is  possibly  a  purulent 
or  chronic  endometritis  ;  (2)  for  a  puerperal  metritis  or  perimetritis 
of  a  purulent  character  ;  (3)  for  chronic  salpingitis  when  the  uterus* 
tubes  and  ovaries  are  diseased  and  displaced  and  imbedded  in  plastic 
exudates.  There  are  other  conditions,  undoubtedly,  in  which  I  would 
advocate  extirpation  of  the  uterus,  but  in  these  three  classes  of  cases, 
I  have  had  actual  experience,  and  the  results  have  justified  these  con- 
clusions. 

Dr.  Bache  Emmet  :  It  is  with  some  diffidence  that  I  rise  after 
the  eminent  speakers  who  have  so  eloquently  contended  for  an  inno- 
vation in  gynaecological  surgery  and  have  so  ably  defended  their 
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theory  by  plausible  reasons  and  sustained  their  argument  by  a  mod- 
erate amount  of  clinical  experience. 

Furthermore,  it  would  seem  always  the  more  pleasant  task  to  ad- 
vocate the  step  in  advance  rather  than  to  detract  from  supposedly 
improved  methods,  could  one  but  be  convinced  that  the  right  lay  in 
the  former  direction  and,  on  the  other  hand,  that  preaching  conserv- 
atism was  a  fault.  I  trust,  however,  that  my  audience  will  bear  with 
me  while  I  briefly  go  over  the  points  touched  upon  by  the  gentlemen 
who  have  preceded  me  and  seek  to  establish  the  more  moderate  view 
which  should  be  our  guide  in  the  matter,  as  I  am  confident  that  the 
right  of  my  arguments  will  enable  them  to  withstand  adverse  criticism 
and  that  our  common  desire  to  adopt  the  best  course  will  warrant 
what  will  seem  a  too  positive  reluctance  to  depart  from  the  well- 
established  mode  of  practice. 

The  question,  which  is  presented  for  our  consideration,  is  whether 
we  shall  preferably,  or  is  it  not  desirable  to,  remove  the  uterus  at  the 
same  time  we  are  called  upon  to  remove  the  annexa  because  of  dis- 
ease which  renders  them  entirely  useless. 

I  interpret  the  problem  in  this  way  believing  that  the  subject  for 
elucidation  or  exchange  of  opinions,  at  any  rate,  owes  its  origin  to  a 
paper  read  by  our  distinguished  colleague,  Dr.  W.  M.  Polk,  before 
the  Obstetrical  Society  of  New  York  at  its  meeting  of  October  3, 
1893,  and  to  the  indorsement  of  the  views  therein  set  forth  by  our 
valued  confrere,  Dr.  Florian  Krug,  founded  on  a  concurrent  study  in 
surgical  work. 

This  topic,  has,  therefore,  been  in  the  minds  of  American  gynae- 
cological surgeons  for  the  past  six  months  only,  yet  has  there  been 
ample  time  to  reflect  calmly  over  it  and  to  view  the  field  leisurely, 
though,  possibly,  to  the  larger  number  is  experience  still  lacking  to 
determine  by  actual  test  the  points  in  its  favor  or  its  demerits. 

We  may,  therefore,  all  welcome  this  occasion  to  profit  by  a  full 
discussion  of  the  subject  prompted  not  by  one's  bias,  or  prejudice, 
but  by  conviction  founded  upcn  mature  thought  of  the  necessities  of 
the  case. 

Were  we  to  include  in  our  scope  the  much  larger  question  :  "  Hys- 
terectomy for  suppuration  within  the  pelvis,"  we  would  open  up 
quite  another  line  of  thought  ;  one  which  has  been  well  explored  in 
France  by  Pean,  Segond,  and  Richelot,  Terrilon,  Chaput,  Quenu  and 
numbers  of  others,  and  in  Germany  by  many  distinguished  gynaecolo- 
gists as  well,  principally  perhaps  by  Schauta,  and  Dr.  Jacobs  in  Bel- 
gium.   This  subject,  notably  the  removal  of  the  uterus  per  vaginam 
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for  suppuration  within  the  pelvic  cavity,  whether  due  to  pelvic  ab- 
scess proper,  to  pyosalpinx  or  to  ovarian  abscess  has,  I  think,  through 
the  experience  of  the  above-named  workers,  placed  its  value  almost 
beyond  dispute,  and  I  doubt  not  that  at  some  near  period  we  shall 
see  the  method  adopted  in  this  country  for  a  class  of  cases  which  is 
not  as  amenable  to  the  suprapubic  work,  on  account  of  the  positively 
fixed  character  of  intestinal  masses  and  omentum,  inclosing  the  sup- 
purating parts  in  the  depth  of  the  pelvis,  making  it  well-nigh  impossi- 
ble to  enucleate  the  pus-sacs.  A  move  in  this  direction  is  suggested 
by  a  valuable  pamphlet  just  received  from  Dr.  George  L.  Englemann 
of  St.  Louis,  in  which  he  gives  in  a  summary  some  excellent  work 
which  he  witnessed  at  the  hands  of  Dr.  Jacobs  of  Brussels  and  Dr. 
Segond  of  Paris — a  very  pleasing  supplement  to  that  which  has  come 
to  the  notice  of  us  all  in  the  French  periodicals. 

To  revert,  then,  to  our  more  limited  area  of  thought  concerning 
the  question  of  removal  of  the  uterus  with  the  appendages,  once  we 
have  opened  the  abdomen  and  found  the  latter  diseased  so  that  they 
call  for  complete  removal. 

I  say  advisedly  :  once  we  have  opened  the  abdomen  ;  for,  as  op- 
posed to  the  French  school,  Dr.  Polk  has  insisted  upon  this  mode  of 
approach  to  the  annexa,  fully  appreciating  the  advantage  to  be  gained 
by  visual  inspection.  This  being  done  then  and  finding  that  we  have 
to  remove  both  tubes  in  their  entirety,  he  now  recommends  and  asks 
our  approval  to  remove  the  uterus  as  well  in  all  cases. 

Dr.  Polk  does  not  make  the  distinction  of  pus  sacs  as  intra-  or  ex- 
traperitoneal which  can  not  be  enucleated  ;  a  reasoning  in  this  direc- 
tion, founded  upon  such  points,  would  surely  find  a  ready  response 
from  the  majority  ;  we  all  prize  the  benefit  of  a  down-hill  drainage 
too  highly  not  to  appreciate  the  urgent  necessity  at  this  day  of  utiliz- 
ing so  valuable  an  aid,  but  to  take  out  the  uterus  simply  because  one 
has  to  take  the  tubes  (and,  saying  tubes,  one  may,  of  course,  say  the 
ovaries  as  well ;  for  no  one,  I  think,  but  an  extra-conservative  would 
wish  to  leave  them  after  removing  the  tubes)  this  question  faces  us  : 
Shall  we  and,  if  we  acquiesce  in  part,  how  far  shall  we  accept  this  as  a 
usual  mode  of  practice  ? 

As  regards  our  colleague's  position,  viewing  the  ablation  of  pelvic 
organs  at  one  time  with  the  greatest  concern,  stipulating  for  the  sal- 
vation of  a  minute  portion  of  a  serviceable  organ,  and,  at  trie  present, 
considering  that  we  do  an  incomplete  operation  when  we  remove  only 
the  tube — or  as  he  says  "a  part  of  the  uterus,  the  ovaries  being  al- 
ready doomed  and  prepared  for  sacrifice  " — I  can  not  think  it  can  be 
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said  to  be  consistent,  in  spite  of  his  recent  article  in  his  own  defense 
wherein  he  establishes  a  distinction  but  without  much  difference. 
In  like  argument  he  should  as  forcibly  urge  the  removal  of  the  tubes 
and  uterus  every  time  a  double  ovariotomy  is  performed — these  too 
are  surely  just  as  useless  without  the  ovaries  ;  because,  Dr.  Polk  says  of 
the  uterus:  "  whose  very  life  is  gone  when  the  ovary  departs,"  or 
again,  "  because  the  patient  without  her  ovaries  is  much  better  with- 
out the  '  emasculated  '  uterus." 

I  do  not  think  I  need  extend  my  remarks  to  any  greater  length 
than  to  review  briefly  the  few  conditions  in  which,  it  appears,  such  a 
proceeding  as  is  proposed  would  be  justifiable. 

As  I  referred  to  non-enucleable  pus  sacs  a  moment  ago  it  may  be 
well  to  recall  a  case  reported  by  Dr.  Polk  (the  American  Journal  of 
Obstetrics,  1892,  xxv,  p.  689),  a  case  of  pyosalpinx  and  abscess  of 
the  ovary  mistaken  for  uterine  fibroid  ;  extensive  attachments  necessi- 
tating partial  hysterectomy  ;  operation  performed,  presumably,  Feb- 
ruary 13,  1892,  as  Dr.  Polk  reports  the  result  of  three  days  at  the 
meeting  of  February  16th. 

The  necessity  here  forced  upon  the  operator  may  have  been  in 
some  degree  the  origin  in  his  mind  of  the  thought  to  act  uniformly  so, 
though  as  he  somewhere  says  it  was  especially  when  he  adopted  the 
practice,  along  with  others,  of  excising  the  tube  right  into  the  uterine 
cornu  that  it  occurred  to  him  to  remove  the  uterus  along  with  the 
tubes  when  it  was  necessary  to  remove  the  ovaries  ;  but  by  this  very 
case,  at  any  rate,  does  he  beautifully  present  to  us  one  of  the  con- 
ditions in  which  such  a  course  seems  eminently  proper,  though  not 
essential. 

Now,  in  the  same  way,  were  we  considering  a  case  of  puerperal 
infection,  of  pus  in  the  uterine  tissue  from  any  other  cause  than  sus- 
pected malignant  disease  or  suddenly  discovered  fibroids,  in  short  in 
any  case  of  the  uterus  already  diseased,  we  would  also  all  be  of  one 
accord,  I  think,  in  commending  this  mode  of  practice.  This  has 
been,  however,  so  fully  anticipated  in  the  case  of  malignancy  and 
fibroids  that,  I  believe,  these  two  conditions  were  originally  removed 
from  discussion. 

Then,  again,  with  non-enucleable  pus  sacs,  or  in  cases  which  have 
become  infected  through  pus  spreading  over  the  peritoneal  surface 
during  our  efforts  at  removal,  we  have  an  entirely  different  question 
before  us.  Here,  the  one  desirable  thing  after  removal  of  the  offend- 
ing parts  is  thorough  drainage  and,  though  some  of  us  may  feel  satis- 
fied with  the  drainage  hitherto  obtained  by  gauze  packing — there  be- 
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ing  abundant  testimony  to  its  full  efficacy  in  hundreds  of  severe  cases 
— still  we  must  recognize  that  there  is  none  more  thorough  to  be 
secured  than  the  downward,  that  by  Douglas'  pouch,  which  is  thought 
sufficient  by  some,  though  none  can  deny  still  better  may  be  assured 
by  ablation  of  the  uterus. 

One  point  urged  as  a  warrant  for  hysterectomy  under  such  cir- 
cumstances, i.  e.,  removal  of  the  appendages,  is  that  the  primary  dis- 
ease may  be  more  thoroughly  eradicated,  namely,  at  the  point  of 
attachment  of  the  tube.  This  position,  it  seems  to  me,  can  not  be 
consistently  maintained.  Either  we  have  occlusion  of  the  tube  at 
that  point,  in  which  case  there  can  be  no  infection  as  there  is  no  mor- 
bid material  present  or  it  may  be  inert,  or  else,  if  the  tube  be  opened, 
we  should  be  busy  draining  it  by  the  uterine  cavity  and  curing  our 
case  in  that  manner  without  resorting  to  ablation. 

Again,  if  we  have  passed  that  stage  and  feel  that  no  cure  is  to 
result  except  through  laparotomy,  we  are  able  to  dissect  out  the  tube, 
cut  right  into  the  uterine  cornu  and  bring  the  peritonaeum  together 
after  turning  its  edges  in.  We  can  also  burn  out  the  center  of  the 
tubal  entrance  or  heal  it  by  pure  carbolic  acid  or  peroxide  of  hydro- 
gen. By  these  means  which  are  quick  and  effectual  I  think  we 
fully  meet  the  desired  end. 

Is  it  possible  that  any  new  disease  may  spring  up  in  a  uterus  de- 
prived of  its  annexa,  through  a  change  in  the  circulation  ?  I  presume 
no  one  can  say  nay,  but  who,  again,  is  in  a  position  to  establish  any- 
thing more  than  that  atrophy  takes  place  ? 

As  in  thfe  preceding  category,  so  here  I  fancy,  it  is  only  in  a  very 
small  percentage  of  cases  that  any  special  trouble  is  noted  in  those 
instances  in  which  the  uterus  is  allowed  to  remain  ;  certainly,  in  my 
experience,  the  examples  are  few,  if  one  has  taken  the  precaution, 
prior  to  the  laparotomy,  of  curetting  and  draining.  I  will  admit  that 
in  case  of  incipient  disease  there  may  be  a  warrant  for  the  removal  of 
the  uterus,  but  unless  there  is  ground  for  a  suspicion  to  that  effect,  it 
should  not  be  undertaken. 

It  is  maintained  that  the  uterus  may  still  be  the  seat  of  symptoms, 
without  the  presence  of  actual  disease.  Terrillon  has  also  mentioned 
{Bulletin  de  la  Soc.  de  Cliir.  de  Paris,  1891,  n.  s.  xvii,  p.  606)  the  same, 
viz.  :  "  that  a  uterus  left  in  situ  after  some  of  these  laparotomies  for 
removal  of  pelvic  suppuration  alone  may  become  the  cause  of  many 
accidents  such,"  he  says,  "as  serious  and  persistent  haemorrhages  and 
inflammation  in  the  neighborhood  of  the  cornu."  These  may,  he  fur- 
ther says,  necessitate  the  subsequent  removal  of  the  uterus,  as  he  was 
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called  upon  to  do  twice,  subsequent  to  laparotomies,  and  it  is  also 
suggested  that  by  this  method  the  cure  of  symptoms,  notably  pain, 
will  be  more  complete ;  in  short,  that  a  large  proportion  of  cases  in 
which  removal  of  the  tubes  has  been  practiced  have  not  been  relieved. 
Such  cases  I  am  disposed  to  work  upon  with  some  misgiving  and  to 
hold  either  that  the  diagnosis  has  not  been  sufficiently  full  and  cor- 
rect or  that  the  operation  has  not  been  as  perfect  as  it  should  have 
been. 

I  can  even  see  in  the  tendency  in  some  quarters  to  be  too  con- 
servative the  very  reason  for  the  persistence  of  pain  and  even  for  the 
development  of  new  symptoms.  The  guiding  motive  to  leave  how- 
ever small  a  portion  of  ovary  on  one  or  both  sides  is  certainly  most 
praiseworthy  and  commendable  and  the  reward  in  subsequent  preg- 
nancy has  seemed  fully  to  justify  such  attempt  being  continued,  yet 
I  firmly  believe  that  this  occasional  occurrence  is  most  painfully  off- 
set by  continued  suffering  in  the  great  majority  of  women  in  whom 
such  conservative  treatment  is  carried  out.  I  would  not  be  misunder- 
stood. I  am  not  taking  a  position  against  the  conservative  idea  as  a 
theory  and  I  am  also  practicing  this  method  weekly.  Still  it  has 
been  my  experience  that  such  cases  return  and,  I  doubt  not  the  ma- 
jority of  my  listeners  will  testify  in  the  same  direction,  with  suffering 
not  abated  only  modified  and  that  not  because  the  uterus  has  been 
left  but  a  portion  of  diseased  ovary.  Indeed  it  is  my  growing  con- 
viction that  in  cases  of  cystic  disease  of  the  ovaries  in  which  the  pain 
has  become  sufficiently  intense  to  demand  a  section  of  the  abdomen, 
it  is  seldom  our  good  fortune  to  find  an  ovary  thoroughly  sound  in 
the  smallest  portion.  The  circumstances  of  each  case  may  govern 
here  as  in  most  other  surgical  problems  :  which  is  the  more  desirable  ? 
that  the  patient  be  capable  of  bearing  children  or  that  she  be  relieved 
of  her  suffering  totally  ?  she  may  answer  the  questions  herself  before 
the  operation,  according  to  her  needs.  In  those  cases  in  which  I 
have  been  led  to  total  ablation  because  of  the  urgency  to  stop  suffer- 
ing at  once,  even  though  a  section  of  the  ovary  has  led  me  to  feel 
that  a  portion  of  the  organ  had  not  been  invaded,  I  have,  on  closer 
inspection  later,  been  astonished  to  see  that  every  part  was  minutely 
studded  with  cysts  which  in  time  must  reproduce  the  very  trouble 
which  the  woman  has  hoped  to  be  rid  of.  I  fully  agree,  however,  to 
the  proposition  that,  if  a  child  is  of  paramount  importance,  the  best 
appearing  portion  of  an  organ  should  be  left  to  yield  its  ovum  and 
have  its  nine  months  of  quiet,  the  woman  taking  her  own  chance  of 
subsequent  suffering  and  severe  operation. 
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Apart  from  this  element  as  a  cause  of  renewed  symptoms  or  new 
developments,  my  mind  reverts  to  the  possibility  of  other  pathological 
conditions  overlooked,  and  these  would  be  referable  to  the  interior 
of  the  uterus  and  must  be  treated  concurrently. 

If  such  prior  treatment  be  fully  carried  out  I  believe  that  the  ex- 
perience will  be  small  indeed  which  shall  show  any  subsequent  devel- 
opment of  uterine  disease,  and  it  is  also  my  conviction,  from  experi- 
ence and  reading,  that  the  instances  are  few  and  far  between  in  which, 
if  disease  was  not  evident  in  the  uterus  at  the  time  of  ablation  of  the 
annexa,  the  surgeon  has  been  made  aware  of  any  subsequent  disease 
in  its  structure  which  he  could  confidently  assert  was  not  a  new  im- 
plantation. 

I  might  go  still  further,  I  think,  and  assert  that  the  proportion  of 
cases  must  be  exceedingly  small  in  which,  with  extensive  disease  of 
the  tubes  involving  even  the  uterine  cornu,  it  has  been  found  later  that 
removal  of  the  uterus  would  have  been  a  wise  measure  to  carry  out 
at  the  time  of  performing  salpingo-oophorectomy,  unless  such  disease 
be  tuberculosis  or  malignant. 

Beyond  these  objections  to  such  practice,  then,  that  it  is  uncalled 
for  except  in  rare  cases,  I  think  we  should  also  consider  the  difficul- 
ties and  the  danger  attendant  upon  it. 

Before  expressing  ourselves  as  willing  to  see  such  an  operation  as 
this  superadded  to  that  already  not  insignificant  one  of  removal  of  the 
tubes  and  ovaries,  we  should  bear  in  mind  the  many  various  kinds  of 
subjects  we  have  to  deal  with.  There  are  the  nullipara  and  the  mul- 
tipara, those  having  firm  tense  abdominal  walls,  others  with  relaxed, 
thin  parietes.  Some  present  only  the  normal  fat  of  adolescence, 
others  the  accumulation  of  mature  life  and  overfed  habit.  In  some 
women  the  intestines  will  recede  toward  the  diaphragm  when  the 
Trendelenburg's  position  is  adopted  ;  in  others  they  prove  uncon- 
trollable in  volume,  very  materially  interfere  with  one's  work  and 
mar  an  operation  considerably. 

Abdominal  hysterectomy,  to  be  neatly  done,  always  requires  a 
very  much  more  extensive  opening  also  than  one  needs  for  removal 
of  the  tubes  and  ovaries  and,  if  the  uterus  have  been  in  any  way 
bound  down,  the  difficulty  of  the  operation  is  still  further  increased. 

Minimize  as  one  will  the  difficulties  to  be  met  with,  as  I  have 
represented  them  in  the  average  case  especially  of  a  nullipara,  one 
can  not  belittle  the  impression  which  an  operation  of  this  character, 
at  all  prolonged,  will  produce  upon  a  sensitive  system  or  a  highly  de- 
veloped nervous  organization.  Dr.  Coe  truly  remarks  in  a  report  of 
50 
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a  case  of  this  nature  (New  York  Journal  of  Gynecology  and  Obstetrics) 
that  "the  amount  of  shock  attending  the  operation  has  certainly 
been  overestimated  in  the  general  application  of  this  radical  measure 
in  cases  of  bilateral  suppurative  disease  of  the  annexa."  Omitting, 
for  the  sake  of  argument,  that  the  average  hospital  case  may  be  fitted 
to  bear  such  added  abdominal  work,  many,  per  contra,  have  already 
endured  too  much  and  have  kidney  and  heart  complications;  their 
frames  are  unfit  to  bear  more  than  the  essential  surgical  work  and 
they  would  succumb  to  any  superlative  demand  upon  their  vitality. 
Still  more  forcibly  does  such  reasoning  apply  to  women  of  finer  fiber, 
who  have  already  borne  illness  and  whose  power  of  resistance  is 
already  sapped.  It  would  be  ill-judged,  I  take  it,  to  urge  upon 
ladies  about  to  give  up  their  tubes  and  ovaries,  through  no  fault  of 
their  own  probably,  the  necessity  of  also  removing  their  womb.  I 
fancy  the  larger  number,  by  many,  would  decline  with  thanks,  even 
though  one  sought  to  persuade  them  that  apart  from  some  risk  of 
shock  and  a  possible  danger  from  secondary  haemorrhage,  if  they  re- 
covered they  would  ultimately  be  spared  a  possible  metrorrhagia  or 
some  exaggerated  reflex  symptom  and,  unless  one  anticipates  finding 
complications,  I  can  not  see  that  one  is  justified  in  making  the  sug- 
gestion. 

Dr.  W.  Gill  Wylie  :  Although  I  am  placed  in  opposition  to  the 
first  three  gentlemen,  with  the  exception  of  one  of  them  I  can* not  say 
that  I  have  any  very  great  objection  to  their  remarks,  except  that  the 
first  was  very  positive  in  his  opinions  about  certain  questions  which 
are  not  settled  certainly  and  which  may  be  settled  later.  The  only 
serious  objection  I  have  to  the  remarks  of  the  second  speaker  is  where 
he  says  that  in  all  cases  where  the  annexa  are  removed  we  should  re- 
move the  uterus.  When  we  remove  the  Fallopian  tubes  and  ovaries, 
should  we  remove  the  uterus  also  in  all  cases  ?  If  I  must  answer  this 
question  by  Yes  or  No,  I  would  say  No.  In  what  cases  should  the 
uterus  be  removed  when  it  is  necessary  to  remove  the  tubes  and  ova- 
ries ?  When  there  are  indications  of  cancerous  or  malignant  disease 
of  the  uterus,  when  there  are  fibromata  in  the  uterus,  when  there  are 
indications  of  intractable  disease  of  the  uterus,  and  as  a  rule,  when 
the  patient  is  over  thirty-five  years  of  age.  It  is  true  that  in  many 
cases,  where  the  tubes  and  ovaries  have  been  removed,  the  patients 
have  suffered  from  incomplete  removal  of  all  ovarian  or  tubal  tissues, 
especially  when  menstruation  keeps  up,  and  from  existing  or  subse- 
quent disease  of  the  uterus,  or  from  suppuration  about  the  stump, 
which  is  prolonged  by  the  presence  of  the  ligature  ;  but  in  the  large 
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majority  of  cases  where  the  tubes  and  ovaries  have  been  carefully  re- 
moved by  operation,  the  subsequent  suffering  has  been  slight  and  a 
Complete  cure  effected.  Most  of  those  who  do  suffer  after  removal  of 
the  appendages  would  have  escaped  any  unusual  pain  had  the  uterus 
been  divulsed,  curetted  and  drained  before  the  tubes  and  ovaries 
were  removed,  or  where  this  is  not  practicable,  before  the  laparotomy. 
If  the  divulsion,  curetting  and  draining  or  other  proper  treatment  is 
carried  out  after  the  patient  has  fully  recovered  from  the  laparotomy, 
there  will  be  no  unusual  suffering.  So  far  as  it  goes,  my  experience 
is  that  where  the  uterus  is  removed  together  with  the  tubes  and  ova- 
ries, there  is  less  reflex  disturbances  such  as  are  common  in  women 
at  the  menopause  who  have  or  have  had  disease  of  the  uterus,  than 
there  is  in  similar  cases  where  the  uterus  is  not  removed  when  the 
tubes  and  ovaries  are  taken  out.  Because  we  can  now  with  our 
greater  experience  and  improved  methods  do  a  complete  hysterec- 
tomy with  very  little  more  risk  to  life  than  we  could  formerly  remove 
the  tubes  and  ovaries,  we  should  not  be  so  carried  away  by  our  success 
as  to  lay  down  an  absolute  law,  that  in  all  cases  where  the  tubes  and 
ovaries  are  removed  we  must  or  should  remove  the  uterus,  but  we 
should  make  a  careful  study  of  the  effects,  immediate  and  remote,  of 
removal  of  the  uterus,  before  we  go  ahead  and  remove  the  uterus  re- 
gardless of  its  condition,  merely  because  we  must  remove  the  tubes 
and  ovaries.  In  the  past  twelve  years,  I  have  removed  the  tubes  and 
ovaries  for  actual  disease  many  hundred  times,  and  I  have  carefully 
watched  my  .cases  and  studied  the  remote  effects,  but  still  feel  that  I 
have  much  to  learn,  and  can  not  answer  satisfactorily  many  impor- 
tant questions.  Within  the  last  few  years  I  have  discovered  new 
facts  about  the  remote  effects.  All  of  us  believe  without  ever  having 
had  much  actual  experience  on  women  at  least,  that  complete  removal 
of  the  tubes  and  ovaries  in  women  before  puberty  or  development  of 
the  generative  organs  would  change  the  woman  greatly  in  character 
and  perhaps  in  form,  etc.  Now,  it  is  generally  recognized  as  a  fact 
that  removal  of  the  ovaries  in  a  fully  grown  woman  does  not  change 
her  character  but  brings  on,  as  a  rule,  the  menopause.  Still,  I  am 
not  willing  to  say  that  it  does  not,  after  a  few  years  time,  remove  all 
sexual  desire  or  at  least  prevent  consummation  of  the  complete  act  of 
sexual  intercourse.  In  the  last  few  years  I  have  noticed  that,  as  a 
rule,  the  younger  the  woman  the  more  marked  is  the  tendency  of  the 
uterus  and  vagina  to  atrophy,  to  lose  their  normal  elasticity  and 
healthy  tone,  and  in  many  cases  under  thirty,  especially  in  young 
women  who  have  never  had  children,  the  vagina  and  the  tissue  about 
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the  vagina  and  vulva  atrophy  and  grow  smoother,  lose  their  normal 
elasticity,  and  become  so  hypenesthetic  that  the  approach  of  the  hus- 
band not  only  fails  to  give  pleasure,  but  the  introduction  gives  great 
pain,  and  intercourse  may  become  impossible.  Besides,  the  parts  in 
some  cases  become  the  seat  of  intractable  erosions  about  the  ostium, 
vagina  and  urethra.  Whether  this  is  due  to  the  fact  that  these  wom- 
en have  never  been  fully  developed,  so  far  as  their  generative  organs 
are  concerned,  or  merely  because  they  are  young,  I  have  not  yet  been 
able  to  determine.  After  thirty-five  years  of  age  such  conditions  ap- 
pear to  be  rare,  and  I  have  not  noticed  it  in  women  over  forty  nor 
more  than  what  is  observed  after  the  natural  menopause.  Although 
my  first  hysterectomy  was  done  twelve  years  ago,  until  within  the  last 
few  years  my  hysterectomies  have  been  done  almost  entirely  for  can- 
cer and  fibromata  and  with  few  exceptions  in  women  over  thirty,  and 
in  most  cases  about  forty  or  over  that  age,  and  I  am  not  prepared  to 
say  what  the  remote  effects  of  complete  removal  of  the  uterus  and  the 
appendages  are.  Besides,  we  may  find  some  cases  of  hernia,  or  trou- 
blesome prolapse,  where  we  remove  the  uterus  and  broad  ligaments 
and  are  a  little  careless  as  to  how  much  we  may  destroy  of  what  Hart 
and  Barber  call  the  anterior  segment  of  the  tissue  of  the  pelvis.  Some 
have  had  long  runs  of  consecutive  cases  of  hysterectomy  without  a 
death,  but  it  must  always  be  considered  to  some  extent,  at  least,  a 
more  dangerous  operation  to  remove  the  uterus  with  the  appendages 
than  to  stop  the  operation  with  removal  of  the  tubes  and  ovaries  ;  es- 
pecially in  those  cases  where  the  tubes  and  ovaries  are  badly  diseased 
and  the  uterus  is  small  and  healthy,  or  where  we  feel  the  urgent  ne- 
cessity to  save  the  patient  from  a  more  extended  operation  than  is 
absolutely  necessary  on  account  of  a  bad  general  condition. 

General  Discussion. 

Dr.  William  H.  Wathen  :  As  this  is  comparatively  a  new  ques- 
tion that  has  arisen  in  practical  laparotomy,  it  is  particularly  interest-, 
ing  and  ought  to  be  very  carefully  considered  before  a  positive  de- 
cision is  had  in  favor  of  or  against  the  total  extirpation  of  the  uterus 
in  cases  of  diseased  appendages.  There  are  certain  arguments  that 
have  been  presented  to-day,  decidedly  in  favor  of  total  extirpation, 
and  others  in  favor  of  the  old  method  of  removing  the  appendages 
without  the  uterus.  I  am  opposed  to  hysterectomy  for  diseased  ap- 
pendages in  nearly  every  case.  Where  there  is  malignant  disease  of 
the  uterus  or  a  myoma  of  the  uterus,  though  it  be  small,  or  where  a 
uterus  is  very  large,  hysterectomy  may  be  done  if  the  woman's  con- 
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dition  is  such  after  enucleation  or  the  removal  of  the  appendages  that 
her  life  is  not,  because  of  the  hysterectomy,  greatly  endangered.  But 
where  these  conditions  do  not  exist,  I  am  positively  opposed  to  the 
removal  of  the  uterus  at  all.  It  can  not  be  gainsaid  that  it  must  add 
immensely  to  the  mortality  of  the  operation.  The  danger  in  the 
enucleation  of  the  diseased  structure  is  as  great  as  it  would  be  were 
you  to  entirely  remove  them  without  the  hysterectomy,  and  to  this  you 
must  superadd  the  dangers  of  the  hysterectomy,  so  that  the  mortality 
must  be  greatly  increased.  Again,  we  all  know  that  the  majority  of 
women  recover  permanently  from  the  removal  of  the  ovaries  and  are 
always  well  afterward.  Those  cases  that  do  not  recover  are  so  much 
in  the  minority  that  if  a  hysterectomy  at  any  time  becomes  necessary 
we  can  remove  the  organ  through  the  vagina,  with  much  better  re- 
sults to  the  patient  than  we  could  by  doing  this  universal  hysterec- 
tomy. I  do  not  believe  that  there  is  one  case  in  twenty  of  diseased 
appendages  that  can  not  be  cured  without  the  removal  of  the  uterus, 
and  if  the  twentieth  case  can  not  be,  we  can  do  a  vaginal  hysterec- 
tomy afterward.  The  argument  in  favor  of  drainage  through  the 
vagina  amounts  to  nothing,  because  we  can  drain  just  as  well  through 
the  vagina  by  opening  Douglas'  pouch.  So,  in  conclusion,  I  believe 
that,  with  the  exception  of  the  conditions  named  in  the  beginning  of 
my  remarks,  hysterectomy  ought  not  to  be  done.  Probably  you  have 
read  the  reports  of  the  series  of  operations  for  the  removal  of  the 
uterus  without  the  appendages,  for  neurotic  trouble,  which  had  re- 
sisted other  treatment  and  in  which  it  is  claimed  it  was  not  necessary 
to  remove  the  appendages  at  all. 

Dr.  Byford  :  I  think  a  protest  ought  to  be  made  against  these  ex- 
treme views.  It  seems  to  me  that  it  is  somewhat  absurd  to  say  that 
the  uterus  has  to  be  removed  in  all  cases.  If  you  take  off  the  uterus 
and  the  appendages  as  a  punishment  to  a  woman,  why,  we  should 
adopt  the  same  rules  and  the  same  method,  but  to  make  the  woman 
fit  the  operation  instead  of  the  operation  fitting  the  woman  is  wrong. 
There  must  be  something  wrong  about  it.  I  think  the  whole  thing 
can  be  put  in  a  nutshell  by  giving  two  reasons  for  removing  the 
uterus.  One  is  that  it  is  safer  to  remove  the  uterus  and  the  ovaries 
both  than  to  remove  the  ovaries  alone.  And  the  other  is  that  you 
can  not  remove  the  uterus  without  removing  them.  It  is  sometimes 
safer  to  remove  the  uterus  with  the  ovaries  because  we  can  remove  it 
by  the  vagina,  and  there  we  have  an  ideal  drainage  ;  and  we  have 
quite  a  number  of  cases  in  which  the  parts  are  walled  up  above  by  in- 
testinal adhesions,  pus,  etc.,  in  such  a  manner  that  it  is  not  safe  to 
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protect  them  from  that  side.  And  yet  in  this  case  we  can  restrict 
the  operation  still  more  in  case  we  are  not  anxious  to  take  out  the 
uterus,  merely  for  the  effect  of  taking  it  out,  by  removing  the  ovaries 
through  the  vagina  and  leaving  the  uterus.  It  is  certainly  a  very 
much  less  formidable  operation  in  a  great  many  cases,  and  the  results, 
as  I  know  from  a  good  many  cases,  are  just  as  favorable.  In  the 
other  class  of  cases,  in  which  the  uterus  is  affected,  of  course  we 
should  remove  it,  and  yet  this  doctrine  ought  net  to  be  enunciated 
without  care.  I  think  the  successful  surgeon,  the  man  who  has  the 
cases  sent  to  him  which  are  necessarily  surgical,  has  not  the  patience 
for  continued  treatment,  that  some  others  have.  A  great  many  op- 
erations are  imperfect,  a  great  many  of  these  cases  are  not  treated  as 
they  ought  to  be  treated — they  are  not  treated  persistently — and  we 
have  bad  results  from  operations,  not  because  the  principle  of  the  op- 
eration is  bad  but  because  the  methods  are  bad — because  the  patient 
has  not  been  properly  treated.  It  is  wrong,  I  think,  to  say  anything 
about  the  troubles  with  the  uterus  that  might  occur  at  some  future 
time,  unless  you  are  radical  ;  then  it  must  be  taken  out  in  all  cases. 
If  it  ought  to  be  taken  out  in  one  case  because  trouble  with  the 
uterus  may  occur,  the  argument  has  weight  in  all  cases.  There  are 
other  minor  reasons  why  the  uterus  should  not  be  taken  out.  If  a 
man  had  lost  his  smell,  he  would  not  have  his  nose  cut  off  merely  be- 
cause it  was  a  useless  member.  The  uterus  has  certain  reasons  for 
remaining,  besides  the  mere  fact  that  it  is  of  no  further  use.  In 
young  women  its  removal  produces  atrophy  of  the  sexual  organs.  It 
produces  atrophy  of  the  vagina  and,  as  long  as  existing  conditions  re- 
main as  they  are,  either  from  an  aesthetic  or  a  sexual  point  of  view, 
there  is  an  objection  to  removing  the  uterus  in  toto.  Of  course  it 
contracts  the  upper  part  of  the  vagina  more  than  removing  the  an- 
nexa  alone  would  do.  Take  off  the  upper  part  of  the  uterus  and 
leave  the  lower  portion,  and  we  have  the  portion  that  is  most  likely 
to  become  diseased  from  any  future  infection. 

Dr.  Edebohls:  The  question,  I  think,  has  been  imperfectly  stated. 
There  has  been  an  affirmative  and  a  negative  side  arranged  for  this 
discussion,  which  makes  it  in  the  nature  of  a  debate  and  which  I  con- 
sider to  be  an  unfortunate  position  to  be  placed  in  in  discussing  a 
paper  of  this  kind.  The  question  should  rather  be  :  In  which  cases 
of  disease  of  tbe  annexa  is  it  advisable  also  to  remove  the  uterus? 
Under  what  conditions  is  it  best  to  remove  the  uterus  also,  when  we 
have  to  remove  the  tubes  and  ovaries  ?  To  endeavor  to  put  the  thing 
in  a  nutshell,  I  would  say  that  there  are  two  reasons  for  removing  the 
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uterus  under  those  conditions  where  we  have  to  remove  both  tubes 
and  ovaries.  One  of  these  reasons,  in  my  opinion,  is  when  we  desire 
to  obtain  absolutely  first-class  drainage  down  to  the  vagina.  In  nasty, 
ugly  pus  cases,  where  we  have  some  doubt  about  the  results — inflam- 
mation of  the  lower  pelvis  and  subsequent  suppuration — it  is  best  to 
remove  the  uterus  and  secure  a  free  outlet  for  all  this  material  in  the 
pelvic  cavity  downward.  The  next  condition  under  which  I  should 
remove  the  uterus  would  be  in  cases  where  it  was  so  diseased  that 
curettage  and  ventrofixation  would  be  insufficient  to  restore  it  to 
health.  I  think  we  find  cases  where  the  uterus  is  not  healthy  but  can 
be  made  healthy  by  a  thorough  curettage  and  ventrofixation,  and 
under  these  conditions  we  do  not  need  to  remove  the  uterus.  I  have 
already  made  the  point  that  if  you  are  to  remove  every  healthy  uterus, 
when  the  abdomen  is  opened  and  you  have  found  it  necessary  to  re- 
move both  tubes  and  ovaries,  then  the  same  reason  applies  to  the  ap- 
pendix vermiformis  ;  and  in  every  case  where  you  have  opened  the 
abdomen  you  should  remove  every  healthy  appendix  you  find,  because 
the  uterus  is  no  more  liable  to  be  diseased,  in  fact  it  is  less  liable  to 
be  diseased  after  the  operation  for  the  removal  of  the  ovaries  than 
the  vermiform  appendix,  in  that  particular  case,  is  liable  to  be  subject 
to  future  disease.  In  regard  to  the  matter  of  drainage,  there  is  no 
question  in  my  mind  that  if  you  need  drainage  and  wish  it  thoroughly 
first-class,  you  can  get  it  by  removing  the  uterus  in  ioto  ;  therefore  I 
would  object  to  the  position  Dr.  Baldy  took  some  time  ago  of  doing 
a  hysterectomy  and  leaving  the  cervix.  That  interferes  with  the 
thorough  drainage  that  I  desire  in  those  cases,  and,  as  Dr.  Byford  re- 
marks, leaves  the  cervix  itself  just  as  liable  to  be  diseased  as  the 
uterus. 

Dr.  Cushing  :  I  quite  agree  with  the  last  speaker  that  it  is  not 
necessary  that  we  should  take  the  affirmative  or  negative  side  on  the 
whole  subject.  It  seems  to  me  that  our  views  are  not  so  very  far 
apart  after  all,  remembering  the  limitations  which  the  introducers  of 
this  discussion  have  put  on  the  performance  of  the  operation,  namely, 
where  it  can  be  safely  done,  considering  the  state  of  the  patient  and 
the  skill  of  the  operator.  Those  are  two  great  factors.  There  are 
many  cases  and  many  men  who  can  safely  cut  out  the  tubes  when 
they  are  not  in  a  position  to  go  ahead  and  remove  the  uterus  without 
greatly  prolonging  the  operation  and  without  greatly  adding  to  the 
shock.  I  will  not  say  that  there  are  not  a  dozen  men  in  the  country 
who  can  remove  the  uterus  so  quickly,  so  surely  and  so  safely,  having 
their  hand  in  all  the  time  in  that  line  of  work,  that  it  appreciably  does 
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not  increase  the  shock  to  the  patient ;  but  there  are  many  of  us  who, 
although  we  can  remove  the  uterus,  find  that  it  delays  the  operation 
anywhere  from  fifteen  minutes  to  half  or  three  quarters  of  an  hour. 
I  remember  a  man  removing  a  uterus  in  a  perfectly  straight,  clean 
case  of  fibroid — he  removed  the  whole  thing — did  it  carefully,  nicely 
and  skillfully,  but  it  was  just  about  two  hours  and  he  was  a  hospital 
surgeon.  Some  men  can  do  it  in  twenty  minutes  and  others  can  not. 
Therefore  the  personal  factor  of  the  man  must  enter  into  this  when 
we  seek  to  establish  a  general  rule,  and  there  is  no  use  in  promulgat- 
ing it  as  the  view  of  this  Society  that  it  is  just  as  easy  to  remove  the 
whole  uterus  as  it  is  to  remove  the  tubes.  I  firmly  believe  Dr.  Krug 
can  do  the  one  as  easily  as  the  other,  but  I  can  not  and  there  are 
other  men  here  who  are  the  same  way.  Therefore,  the  question  of 
the  operator  comes  in  very  strongly.  Secondly,  to  consider  the  pa- 
tient !  I  see  a  good  many  cases  where,  by  the  time  I  get  the  tubes 
enucleated,  I  feel  as  if  the  patient  had  about  enough  surgery  for  that 
day  and,  as  Dr.  Wathen  has  said,  it  is  easier  to  perform  hysterectomy 
afterward,  if  it  becomes  necessary,  than  to  make  a  general  rule  for 
removing  the  uterus.  In  regard  to  drainage,  I  disagree  somewhat 
with  the  other  speakers.  A  glass  drainage-tube,  properly  used,  will 
drain  the  pelvic  cavity,  and  there  is  no  doubt  about  it.  The  vaginal 
drainage,  from  the  bottom  of  the  vagina,  does  not  reach  the  lowest 
part  of  the  pelvic  cavity.  There  is  a  sac  below  it — you  can  see  it  in 
vaginal  hysterectomy,  you  can  put  your  finger  into  it.  After  you 
have  done  this  very  operation  you  can  reach  down  and  see  the  pelvic 
cavity  below  your  opening.  I  know  it  because  I  have  tried  it  and 
have  put  the  drainage-tube  down  below.  Secondly,  in  some  cases, 
owing  to  the  adhesions,  there  is  an  oozing  from  a  large  bleeding  sur- 
face, where  good  drainage  is  needful,  and  where  we  have  to  use  pack- 
ing in  order  to  prevent  this  leaking,  in  a  weak  and  exhausted  woman 
of  very  little  vitality.  That  is  not  accomplished  by  going  on  and  re- 
moving the  uterus.  I  have  had  cases,  as  we  have  all  had,  where  there 
has  been  a  large,  heavy  uterus,  evidently  subject  to  an  old  metritis, 
where  in  removing  the  tubes  it  would  have  been  perfectly  simple  and 
easy  to  remove  the  big  uterus.  In  competent  hands,  and  in  cases 
which  will  endure  the  operation  without  undue  shock,  I  can  see  that 
it  will  be  very  useful,  in  certain  selected  cases,  to  remove  the  whole 
uterus. 

Dr.  Kollock  :  My  experience  is  limited,  and  I  can  not  say  that  I 
can  count  my  cases  by  the  hundred  or  by  the  score,  but  I  have  done 
a  number  of  them.    It  is  necessary  in  malignant  disease  to  remove  not 
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only  the  uterus  but  the  appendages  also,  because  they  are  so  asso- 
ciated and  connected  that  if  one  is  affected  the  other  certainly  is  af- 
fected also.  In  all  the  operations  I  have  ever  done  we  had  the  most 
wonderful  success,  so  great  that  I  am  almost  afraid  to  tell  you  how- 
many  times  I  have  succeeded.  I  have  never  lost  a  case  yet  of  hys- 
terectomy. I  never  had  one  die  yet  and  I  always  removed  the  tubes 
and  ovaries  where  the  uterus  was  affected  and  where  they  could  not 
escape  being  affected. 

Dr.  Jaxvrix  :  It  strikes  me  that  the  discussion  we  have  gone 
through  with  this  morning  has  been  very  exact  on  both  sides,  and  at 
the  same  time  both  sides  have  come  so  closely  together  that  it  leaves 
very  little  to  say.  It  strikes  me  that  the  only  point  before  us  is  this  : 
What  disease  of  the  uterus,  and  how  much  disease  of  the  uterus,  de- 
mands its  removal  when  we  remove  a  diseased  appendage  ?  It  has 
been  pretty  thoroughly  settled  by  the  discussion.  In  our  own  dis- 
cussion in  New  York  last  fall,  when  Dr.  Polk  opened  it  on  the  one 
side  I  had  the  pleasure  of  opening  it  on  the  other,  I  take  the 
same  ground  now  that  I  took  then,  that  where,  in  the  operation  the 
uterus  is  so  injured  in  the  removal  of  the  appendages,  where  we  find 
that  there  is  such  a  diseased  condition  of  the  organ  itself,  either  pos- 
sibly a  malignant  disease  or  a  chronic  endometritis  which  has  been 
improperly  treated  and  has  not  been  cured,  or  any  condition  which  to 
the  eye  of  the  surgeon  at  the  time  of  operating  promises  an  incomplete 
cure  for  the  patient — under  all  such  circumstances,  the  uterus  should 
be  removed.  As  to  the  comparative  fatality  of  the  two  operations,  I 
must  confess  that  I  see  very  little  difference,  in  the  hands  of  a  man 
who  is  performing  both  operations  frequently.  The  improved  meth- 
ods for  the  ablation  of  the  uterus  at  the  present  time  are  such  that  it 
adds  very  little  shock  to  the  patient  and,  as  a  rule,  the  prolongation 
of  the  operation  is  limited  to  a  very  few  minutes.  There  are  condi- 
tions, however,  w  hich  I  believe  hold  true,  in  which  the  uterus  should 
not  be  removed,  and  that  is  where  the  surgeon  is  satisfied,  at  the  time, 
that  the  diseased  condition  of  the  uterus,  if  such  a  condition  exists, 
is  of  such  minor  importance  that  it  can  be  readily  cured  by  proper 
treatment  afterward,  viz.:  simple  curettage  and  drainage.  In  addition 
to  that,  I  think  we  should  include  among  those  classes  to  be  elim- 
inated from  total  extirpation  and  hysterectomy,  all  cases  in /which  we 
can  not  find  any  actual  disease  of  the  uterus.  I  see  no  reason  for  re- 
moving it  when  there  is  not  palpable  to  the  eye  some  actual  diseased 
condition  of  the  organ  itself. 

Dr.  Gordon  :  I  want  to  state  just  one  point.    Dr.  Palmer  pre 
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sented  to  this  Society  two  years  ago  a  very  complete  paper  on  what  he 
termed  intermenstrual  pain,  and  which  he  believed  was  due  to  a  con- 
dition of  the  ovary  itself,  in  which  its  function  was  destroyed.  Now, 
those  of  us  who  have  found  a  good  many  of  those  cases,  and  I  am  free 
to  confess  I  have,  frequently  find  that  the  tube  itself  is  not  affected  by 
any  disease.  You  will  find  it  is  not  enlarged  but  normal  and,  so  far  as 
the  tube  itself  is  concerned,  there  is  very  little  trouble.  Now,  in  that 
class  of  cases  we  do  not  expect  to  find  a  diseased  uterus,  and  yet  I 
believe  fully  with  Dr.  Palmer  that  these  cases  require  the  removal  of 
the  ovary.  Of  course  it  requires  removal  of  the  tube  with  it.  I  do 
not  believe  with  Dr.  Baldy  that  in  this  class  the  uterus  should  neces- 
sarily be  removed.  It  seems  to  me  that  there  is  no  possible  reason 
why  we  should  remove  it  if  the  uterus  is  in  place,  if  it  is  not  reflexed 
or  retroverted,  if  it  is  not  enlarged,  as  it  usually  is  not ;  and,  especial- 
ly if  the  woman  is  young,  I  believe  there  is  every  reason  for  leaving 
it.  Those  of  you  who  remember  the  position  that  I  took  last  year  in 
regard  to  hysterectomy  for  fibroids — in  which  I  claimed  that,  in  every 
case  of  fibroid  sufficient  to  justify  the  woman  in  consulting  a  surgeon 
in  consequence  of  it,  hysterectomy  ought  to  be  made — will  not  be- 
lieve I  am  slow  in  advising  hysterectomy.  I  still  maintain  that  same 
position.  I  maintain  that  hysterectomy  should  be  performed  in  all 
those  cases,  alluded  to  by  some  of  the  gentlemen,  where  there  is  un- 
doubted infection  from  the  uterus  and  the  tubes  and  ovaries. "  And 
then,  where  we  have  a  fibroid,  where  we  find  the  uterus  enlarged  from 
another  cause,  where  we  find  it  is  irremediably  displaced  and  will  be- 
come a  source  of  trouble  thereafter,  I  believe  we  should  make  it  a 
hysterectomy  and  that  it  will  not  add  very  much  to  the  gravity  of  the 
case.  But  I  also  believe  that  the  uterus,  especially  in  young  women, 
does  perform  a  certain  physiological  function  and  that,  if  healthy,  it 
should  always  be  left. 

Dr.  Noble  :  I  have  had  the  pleasure  of  discussing  this  before,  and 
since  those  discussions  I  have  seen  no  reason  to  change  my  opinions. 
I  see  no  reason  to  take  out  the  uterus  if  we  are  not  going  to  accom- 
plish some  definite  purpose.  If  anything  is  to  be  gained  by  taking 
out  this  organ,  in  addition  to  the  ovaries  and  tubes,  of  course  we 
should  do  it,  and  it  seems  to  me  that  the  whole  question  revolves 
about  that  point.  We  should  not  merely  take  out  the  uterus  for  the 
sake  of  taking  it  out  but  only  take  it  out  if  the  patient  is  thereby  to 
derive  benefit.  In  the  discussion  in  New  York,  in  which  I  had  the 
pleasure  of  taking  part,  I  looked  up  my  old  cases,  those  that  were 
older  than  two  years— between  seventy-five  and  eighty  of  them — and 
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I  found  among  them  that  there  were  only  three  or  four  in  which  the 
uterus  had  given  any  serious  trouble  after  the  operation.  Therefore 
I  do  not  accept  the  proposition  that  in  any  large  percentage  of  cases 
these  diseased  uteri,  even  though  they  were  diseased  at  the  time  of 
the  operation,  give  rise  to  serious  trouble  afterward  So  that,  on  the 
ground  that  we  are  going  to  rid  women  of  serious  troubles  due  to  the 
uterus  remaining  in,  I  do  not  see  that  the  contention  holds.  How- 
ever, I  am  perfectly  willing  to  accept  the  statement  that  the  uterus 
should  be  removed  in  certain  cases  where  we  have  some  definite  ob- 
ject to  accomplish.  If  it  be  the  seat  of  tubercular  disease,  then  cer- 
tainly it  should  be  taken  out.  If  it  have  a  fibroid  or  a  cancerous 
growth,  I  will  take  it  out.  But  in  all  the  acute  inflammatory  condi- 
tions of  the  uterus,  unless  there  is  an  absolute  abscess  and  destruction 
of  the  walls  of  the  uterus,  which  is  a  very  uncommon  condition,  only 
met  with  in  a  few  cases — unless  some  such  condition  as  that  exists — 
in  my  experience  the  uteri  actually  diseased  promptly  get  well  after 
the  tubes  and  ovaries  are  removed.  On  the  other  hand,  in  chronic 
conditions  of  the  uterus,  and  where  the  woman  could  stand  the  opera- 
tion, doubtless  it  would  be  better  to  remove  it.  I  think  also  from  the 
practical  side,  from  the  standpoint  of  technique,  it  is  occasionally  bet- 
ter to  remove  the  uterus — that  is,  where  we  have  difficulty  in  control- 
ling haemorrhages.  Instead  of  putting  a  multiplicity  of  ligatures  in 
the  broad  ligament  and  leaving  the  uterus  in,  I  have  no  doubt  it  is 
safer  to  remove  the  uterus  rather  than  to  multiply  ligatures  in  an  un- 
satisfactory way.  Also  where  the  pelvis  is  denuded  of  peritonaeum, 
instead  of  doing  hysterorrhaphy  I  would  rather  takeout  the  uterus  than 
attach  it  permanently  to  the  abdominal  wall,  as  it  has  very  little  func- 
tion in  such  cases.  But  with  such  rare  exceptions  as  these,  personally 
I  am  opposed  to  the  general  principle  of  taking  out  the  uterus  simply 
because  we  have  to  take  out  the  tubes  and  ovaries. 

Dr.  Prvor  :  I  will  first  state  that  my  remarks  deal  only  and  solely 
with  pus  cases.  If  the  uterus  is  left  after  removal  of  pus  foci  and 
drainage  is  practiced  the  septic  material  is  conducted  from  the  pelvis 
through  the  abdominal  cavity.  If  drainage  is  used  after  ablation  of 
the  uterus  and  the  annexa,  it  is  from  the  pelvic  cavity  to  the  vagina. 
Immediately  on  lowering  the  patient  from  Trendelenburg's  posture, 
the  sigmoid  and  bladder  fall  together,  thus  completely  shutting  off 
the  field  of  interference  from  the  peritoneal  cavity.  Adhesions  fur- 
ther than  between  these  two  parts  do  not  occur,  and  the  small  intes- 
tine is  not  involved.  The  uterus  is  retained  but  invites  future  infec- 
tion ;  it  adds  to  the  existing  pelvic  neuritis  a  most  distressing  meno- 
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pause  ;  the  menopause  lasts  for  years  ;  the  pelvic  pain  persists ;  the 
cases  are  not,  from  their  standpoint,  cured  ;  the  uterus  is  prone  to 
become  displaced  ;  its  retention  does  not  preserve  any  special  func- 
tion and  does  not  prevent  atrophy  of  the  genitalia.  Removal  of  the 
uterus  precludes,  of  course,  the  possibility  of  any  further  disease  of 
that  organ,  any  displacement  and  any  irregular  atrophy  ;  the  meno- 
pause is  short ;  there  is  nothing  left  to  keep  up  the  neuritis;  atrophy 
of  the  genitalia  is  not  hastened  or  exaggerated  ;  and  there  is  entire 
relief  from  subjective  symptoms.  Therefore  is  it  that,  observing  the 
poor  ultimate  results  obtained  from  the  old  operation  both  at  my 
hands  and  at  those  of  some  who  have  here  opposed  ablation  of  the  uterus 
in  these  cases,  I  have  adopted  the  procedure  of  removing  the  uterus 
in  all  cases  demanding  removal  of  both  annexa.  It  seems  to  me  that 
there  are  but  two  kinds  of  conservatism.  One  which  seeks  to  render 
unnecessary  a  grave  operation,  embodying  the  conservation  of  useful 
tissue  already  diseased,  and  the  other  which  has  for  its  end  protec- 
tion of  the  economy  against  the  effects  of  morbid  processes.  The 
one  is  local  in  its  sphere  of  application,  the  other  is  of  the  broadest 
and  most  general  scope.  Hence,  when  by  the  first  we  have  failed  to 
accomplish  what  is  desired,  we  should  be  governed  by  the  latter  and 
seek  not  to  retain  within  the  body  useless  and  actively  diseased 
organs,  but,  guided  by  the  experience  of  the  past  ten  years,  give  to 
the  woman  protection  against  the  influence  of  organs  which  by  no 
possibility  can  be  physiological  in  function  but  which  we  know  will 
produce  a  train  of  nervous  disturbances  locally  painful  and  general  in 
effect.  I  seek  to  remove  every  filament  of  nerve  tissue  about  the 
cervix  and  to  make  the  extirpation  as  complete  as  if  it  were  for 
cancer. 

I  am  opposed  to  the  retention  of  even  a  portion  of  the  cervix,  as 
Dr.  Baldy  does.  To  leave  the  cervix,  or  any  part  of  the  uterus,  is 
but  to  leave  tissue  which  in  time  will  produce  a  structure  little  else 
than  a  large  neuroma.  Again  understand  me,  that  I  am  not  speaking 
of  operations  for  ovaritis  but  of  cases  of  inflammatory  origin  and 
which  have  resulted  in  the  production  of  pus  in  both  annexa.  Cer- 
tain it  is  that  those  women  who  come  to  me  and  who  have  had  their 
annexa  removed  for  purulent  inflammation  express  themselves  as 
suffering  more  than  before  the  operation  and  in  a  different,  but  more 
demoralizing,  way ;  while  those  who  have  had  their  uteri  removed 
together  with  the  purulent  annexa  appear  perfectly  healthy  and  satis- 
fied. I  firmly  believe  that  we  get  just  as  good  results  from  palliative 
measures,  such  as  curettage,  vaginal  tapping  of  abscess,  etc.,  as  are 
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obtained  by  a  coeliotomy  which  leaves  behind  the  uterus.  Both  are 
decidedly  incomplete  pieces  of  work,  but  the  advantage  rests  with 
the  first  in  that  some  physiological  functions  are  maintained  and 
there  is  no  artificial  menopause.  I  wish  to  emphasize  this  statement : 
My  belief  is  that  as  much  comfort  can  be  afforded  these  cases  of 
suppurative  inflammatory  pelvic  disease  by  palliative  measures  ap- 
plied from  the  vagina  as  can  be  obtained  by  removal  of  the  annexa 
only. 

Dr.  A.  P.  Dudlev  :  I  do  not  wish  to  take  up  the  time  of  the  So- 
ciety in  the  discussion  of  the  removal  for  cancer  or  fibroids.  I  do 
not  think  it  was  intended  that  that  should  become  a  part  of  the  dis- 
cussion. It  is  too  well-established  a  fact  that  it  is  not  only  legitimate 
but  necessary.  It  is  a  question  of  whether  it  is  necessary  to  remove 
the  uterus  where  the  tubes  and  ovaries  simply  are  removed  and  where 
the  uterus  is  only,  so  far  as  the  eye  can  determine,  the  seat  of  either 
a  hypertrophy  or  of  an  intra-uterine  catarrhal  condition.  Now,  it  is 
a  well-known  fact  that  I  believe  in  conservatism  most  emphatically, 
but  there  are  conditions  where  I  should  certainly  advocate  the  re- 
moval of  the  uterus  and  they  are  these  :  Puerperal  infection,  where 
the  operation  must  be  done  hastily  to  prevent  general  peritonitis ;  ex- 
tensive pyosalpinx,  where  an  operation  on  the  tubes  passing  through 
the  uterus  is  involved,  accompanied  by  such  adhesions  that  the  peri- 
tonaeum must  be  interfered  with  ;  diseases  where  the  uterus  has  been 
adherent  so  long  in  the  pelvis  that  to  break  up  these  adhesions  would 
destroy  the  tissue.  This  certainly,  then,  would  be  the  operation.  But 
I  do  not  believe  that  it  has  become  necessary  to  remove  the  uterus 
for  catarrhal  endometritis.  I  believe  that  it  has  a  function  in  the 
pelvis,  aside  from  holding  the  foetus  during  uterine  life.  If  one  studies 
the  anatomy  of  the  human  body,  remembers  the  reflections  of  the 
diaphragm,  its  function  in  breathing  and  the  corresponding  function 
of  the  pelvic  viscera  in  the  same  act,  it  will  be  seen  that  the  uneven 
reflection  of  the  peritonaeum,  or  the  oval  reflection  of  the  peritonaeum 
from  the  uterus,  bladder  and  rectum,  has  an  office,  and  that  removing 
the  uterus  certainly  destroys  that  completely.  For  that  reason  I  be- 
lieve that  we  should,  in  all  cases  where  the  uterus  is  not  the  seat  of 
cancer  or  fibroid  tumor,  aside  from  the  two  that  I  have  mentioned, 
endeavor  to  leave  the  uterus  to  perform  those  functions,  to  aid  in 
respiration  and  to  relieve  intra-abdominal  pressure  and  tension.  It 
certainly  is  lost  when  the  uterus  is  removed.  Not  only  that,  but  I  am 
not  yet  willing  to  believe  that  the  functions  attributed  to  the  ovary — 
I  mean  by  that  the  sexual  passion  of  women — is  entirely  located  in 
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the  uterus  and  ovary.  I  have  been  watching  my  cases  very  carefully, 
and  those  cases  in  which  I  have  left  the  uterus  I  can  report  as  entirely 
satisfactory.  And  it  seems  to  me  that  the  gentlemen  who  are  now 
advocating  the  removal  of  the  uterus  for  catarrhal  salpingitis  and 
catarrhal  endometritis  are  making  a  mild  acknowledgment  that  the 
many  cases  that  they  have  reported  in  the  past  as  cured,  by  a  simple 
oophorectomy  or  removal  of  the  tubes  and  ovaries,  are  contradicted 
by  their  present  attitude. 

Dr.  Baldy,  in  conclusion,  said  :  I  am  sorry  that  I  can  not  enter 
the  debate  on  a  common  ground  with  the  gentlemen  who  are  up  on 
drainage.  I  never  use  drainage  in  these  cases  and  I  consider  any  pro- 
cedure, which  institutes  drainage,  as  a  faulty  procedure.  It  seems  to 
me  that  a  very  large  number  of  the  speakers  have  wandered  from  the 
subject.  For  instance,  and  notably,  the  last  speaker  speaks  about 
this  operation  being  done  for  catarrhal  salpingitis  and  endometritis. 
It  is  distinctly  said  that  that  is  not  the  class  of  cases  to  which  this 
operation  is  applicable.  It  is  distinctly  the  class  of  cases  in  which 
there  is  suppurating  disease,  in  which  the  disease  has  passed  beyond 
the  endometrian  line  of  the  uterus,  where  the  disease  has  infiltrated 
the  uterine  walls  and  tubal  walls  and  has  passed  beyond  any  local 
treatment.  I  can  only  debate  the  question  on  that  class  of  cases  and 
have  nothing  to  say  about  the  cases  of  simple  oophoritis  or  salpingitis 
or  endometritis.  I  am  impressed  very  thoroughly  that  that  is  not  the 
class  of  cases  in  which  this  operation  is  to  be  considered.  Even  in 
gonorrhceal  cases,  or  those  following  septic  infection  in  labor,  where 
it  has  not  passed  the  line  of  the  endometrium  or  the  uterine  walls,  the 
uterus  may  yet  be  able  to  absorb  the  septic  influence.  It  seems  to  me 
that  Dr.  Bache  Emmet's  paper  was  such  as  to  miss  the  gist  of  the 
whole  subject.  He  speaks,  for  instance,  of  just  this  subject — of  the 
disease  of  the  Fallopian  tube  being  able  to  be  burned  out,  of  curettage 
being  able  to  remove  the  disease  left  in  the  endometrium  afterward, 
and  the  use  of  local  applications,  and  he  very  emphatically  ignores 
the  fact  that  the  walls  are  infiltrated  and  that  the  disease  is  in  the 
walls  themselves  and  not  in  the  mucous  membrane.  In  ignoring  that 
fact  he  misses  the  whole  gist  of  the  discussion.  Again,  the  same 
gentleman,  in  the  same  paper,  takes  the  ground  that  the  only  disease 
for  which  to  remove  the  uterus  is  malignant  or  tubercular  disease,  and 
that,  I  think,  has  been  the  ground  taken  by  a  number  of  gentlemen 
in  the  discussion.  They  follow  that  statement  up  with  the  statement 
that  these  diseases  are  rare.  Those  of  you  who  have  watched  your 
rases  carefully  and  have  followed  them  pathologically,  as  they  should 
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be  followed,  are  familiar  with  the  fact  that  in  at  least  twenty  per  cent, 
of  the  tubes  removed  the  disease  is  tubercular.  Can  you  take  the 
ground  that  the  indication  for  the  operation  of  hysterectomy  is  rare 
where  you  have  figures  that  call  for  the  removal  of  one  out  of  five  ? 
Why  should  we  take  the  ground  that  simply  fibroid  diseases,  malig- 
nant diseases  and  tubercular  diseases  are  the  only  diseases  for  which 
it  should  be  removed  ?  If  there  are  hernial  changes  simply,  which 
will  cause  the  same  symptoms  with  the  woman,  why  should  they  not 
be  dealt  with  on  the  same  principle  as  fibroid  changes  ?  And 
if  the  walls  are  diseased  by  inflammatory  disease,  the  inflamma- 
tory products  being  in  active  suppuration,  it  is  not  unreasonable 
that  we  should  remove  those  walls.  We  are  going  back  to  the  old 
ground  that  the  pus-tubes  of  salpingitis  ought  not  to  be  removed. 
We  that  believe  these  tubal  walls  ought  to  be  removed,  because  they 
have  begun  infiltration  and  suppuration,  take  the  same  ground  in  re- 
gard to  the  uterus  itself.  So  far  as  the  difficulties  and  dangers  cf  the 
operation  are  concerned,  they  are  entirely  answered  by  the  mortality. 
I  can  only  state  that  in  my  own  experience  it  has  lessened  my  mor- 
tality. As  far  as  incisions  are  concerned,  I  do  not  make  any  larger 
incisions  than  I  made  before.  And  with  regard  to  the  difficulties, 
they  are  difficult  to  me  not  to  the  patient.  It  may  cause  me  a  little 
trouble  to  do  it,  but  if  I  am  doing  justice  to  my  patient  I  must  not 
allow  my  desire  to  avoid  personal  inconvenience  interfere  with  what 
might  accrue  to  the  patient's  benefit.  As  far  as  the  patient's  objecting 
to  the  loss  of  the  womb  is  concerned,  it  is  purely  a  sentimental  mat- 
ter and  one  for  which  I  would  have  no  concern — would  not  consider 
for  a  moment.  If  they  object  to  the  loss  of  the  womb,  they  object  to 
it  on  account  of  false  teaching  on  the  part  of  ourselves.  In  regard  to 
its  removal  in  all  cases,  I  very  emphatically  do  not  believe  it.  I  see 
no  reason  why  a  healthy  uterus  should  be  removed  any  more  than  a 
man's  nose  should  be  removed  because  he  has  lost  the  sense  of  smell, 
as  suggested  by  Ur.  Byford.  If  the  organ  is  not  diseased  it  certainly 
is  not  a  foreign  body.  If  it  is  a  natural  body  and  in  its  natural  posi- 
tion, it  can  do  no  possible  harm.  As  to  the  vaginal  and  abdominal 
methods,  I  think  any  one  practicing  these  two  will  come  quickly  to 
the  conclusion  that  the  abdominal  operation  is  that  which  is  the  easier 
and  the  safer,  and  so  far  as  vaginal  hysterectomies  are  concerned,  I 
have  done  none  since  last  September  and  have  abandoned  the  opera- 
tion forever.  When  it  comes  to  a  question  of  some  men  being  able  to 
do  the  operation  more  quickly  than  others,  that  is  a  personal  consid- 
eration, of  course.    From  a  scientific  standpoint  we  only  see  the  best 
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that  can  be  done.  Each  man  must  settle  it  for  himself  whether  he  is 
competent  or  not. 

Dr.  Krug  :  I  have  only  one  thing  to  call  attention  to,  which  has 
not  been  mentioned  in  this  discussion,  and  that  is,  the  infection  of 
the  uterus  even  after  it  has  been  curetted.  If  you  remove  these  tubes 
alone,  it  is  most  probable  that  the  moment  she  has  an  attack  the  pa- 
tient will  be  subjected  to  the  infection  again,  and  therefore  I  can  be 
more  radical  than  Dr.  Baldy  and  say  that  even  on  account  of  facilitat- 
ing the  drainage  it  should  be  done.  I  am  not  speaking  theoretically 
on  that  subject  but  from  practical  experience.  Some  of  my  patients, 
where  there  was  a  very  plain  history  which  could  be  followed  up,  re- 
turned to  me  some  six  or  seven  times,  every  time  with  fresh  infection 
of  the  uterus  which  I  had  left  there,  and  I  had  to  take  it  out.  I  insist 
upon  it,  it  is  better  to  take  it  out.  It  is  gratifying  to  me  to  see  that  so 
many,  even  of  those  who  apparently  oppose  the  operation,  are  really 
in  accord  with  me,  because  they  say  under  such  and  such  conditions 
if  the  uterus  is  diseased  it  should  be  taken  out,  but  they  are  evidently 
opposed  to  taking  out  a  healthy  uterus.  So  am  I,  but  I  am  also  op- 
posed to  taking  out  tubes  and  ovaries  in  cases  where  there  is  a  healthy 
uterus.  I  claim  I  am  more  conservative  than  some  of  these  gen- 
tlemen. 

Dr.  Bache  Emmet  :  I  want  to  explain  that  I  based  by  paper  upon 
the  supposition  that  this  discussion  was  to  be  had  upon  the  proposi- 
tion made  by  Dr.  Polk  in  New  York,  at  the  meeting  of  the  Obstetri- 
cal Society,  and  supported  by  Dr.  Krug,  in  which  he  advocated  the 
removal  of  the  uterus — not  whether  the  uterus  was  healthy  or  whether 
it  was  diseased  but  whether  the  uterus  should  be  removed  in  all 
cases  where  he  was  obliged  to  remove  the  tubes  and  ovaries,  because 
of  the  possibility  of  subsequent  disease. 

The  Management  of  Face  Presentation. 
Dr.  Edward  R.  Reynolds  opened  the 

Discussion. 

Face  presentations  are  frequently  caused  by  some  one  of  the  other 
mechanical  complications  of  labor  'such,  for  instance,  as  flat  pelvis 
or  small  fibroids  in  the  lower  uterine  segment  ;  or  may  themselves  be 
complicated  by  one  or  more  of  the  accidents  of  labor,  such  as  pro- 
lapsed funis,  haemorrhage  or  eclampsia  ;  but  the  treatment  of  such 
cases  should  be  primarily  determined  by  the  nature  of  the  complica- 
tion rather  than  by  the  abnormal  presentation,  and  as  the  subject,  by 
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itself,  is  quite  sufficiently  long,  and  its  details  quite  sufficiently  intri- 
cate, for  the  scope  of  a  single  paper,  I  propose  to  limit  myself  to  the 
treatment  of  face  presentation,  pure  and  simple  ;  the  opinion  I  ex- 
press must  be  interpreted  as  applying  to  uncomplicated  cases  only. 
So,  too,  I  am  addressing  a  paper  to  a  Society  of  experts,  and  I  wish 
to  state  at  the  start,  that  the  position  I  take  is  that  which  I  think 
will  yield  the  best  results  to  men  whose  previous  experience  warrants 
a  well-grounded  belief  in  their  operative  skill  ;  my  position  is,  there- 
fore, not  open  to  criticism  on  the  ground  that  it  might  be  dangerous 
in  the  hands  of  the  inexpert.  For  the  same  reasons  I  shall  omit  all 
matters  of  technique,  believing  that  such  details  will  be  only  a  waste 
of  time  for  this  Society.  Even  when  so  simplified  the  subject  is  com- 
plicated enough  to  make  a  clear  presentation  of  its  details,  in  the 
several  varieties  of  face  labor,  far  from  easy,  but  I  think  that  the 
most  satisfactory  method  will  be  to  discuss  the  treatment  of  face 
presentation  chronologically,  i.  e.,  to  take  up  the  progress  of  face 
labor  by  stages,  and  to  discuss  the  problems  of  treatment  in  the  order 
in  which  they  would  come  up  in  the  course  of  a  case. 

First  Stage ;  with  Unruptured  Membranes. — At  the  very  begin- 
ning of  labor,  with  the  membranes  still  unruptured  and  the  present- 
ing part  unengaged,  the  temporary  occurrence  of  a  face  presentation 
is  not  extremely  rare,  but.,  under  favorable  circumstances,  the  vertex 
is  spontaneously  re-established  in  a  large  proportion  of  such  cases  by 
the  occurrence  of  a  spontaneous  flexion.  This  phenomenon  is  due 
sometimes  to.  the  contraction  of  the  flexor  muscles  of  the  fcetal  neck, 
sometimes  to  changes  in  the  woman's  posture  and  corresponding 
alterations  in  the  fcetal  axis,  and  sometimes  to  changes  of  pressure 
due  to  irregular  contractions  of  the  lower  uterine  segment.  It  is 
manifest  that  this  possibility  ceases  when  the  face  is  once  thoroughly 
engaged  or  when  the  waters  have  drained  away. 

Treatment. — If  then  a  face  presentation  is  detected,  while  the  con- 
ditions still  render  a  spontaneous  re-establishment  of  flexion  possible, 
everything  should  be  done  to  promote  this  most  favorable  result ;  fur- 
ther vaginal  examinations  should  be  absolutely  interdicted,  on  account 
of  the  great  importance  of  preserving  the  membranes,  and  the  ob- 
stetrician should  confine  himself  to  a  policy  of  watchful  inaction,  or 
should,  at  most,  content  himself  with  the  adoption  of  postural  treat- 
ment and  attempts  at  furthering  flexion  by  gentle  external  manipula- 
tions.' 

The  patient  should  first  be  laid  upon  the  side  to  which  the  abdo- 
men of  the  child  is  directed,  in  the  hope  that  as  the  breech  drops  to 
5i 
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that  side,  under  the  influence  of  gravity,  the  relations  between  the 
axis  of  the  child  and  the  condyles  of  the  occiput  may  be  so  changed 
as  to  permit  the  uterine  pains  to  re-establish  flexion.  If  this  fails,  the 
woman  should  be  placed  in  the  knee-chest  position,  that  the  present- 
ing part  may  fall  away  from  the  pelvis,  and  should  maintain  this  posi- 
tion for  the  longest  time  possible,  in  the  hope  that  flexion  may  occur 
under  the  action  of  the  foetal  muscles.  When  this  expedient  is  unsuc- 
cessful, flexation  of  the  head  by  external  manipulations,  after  the 
method  of  Schatz,  should  be  given  a  fair  trial. 

If  the  vertex  becomes  re-established,  either  by  the  efforts  of  Nature 
or  bv  one  of  these  minor  artificial  procedures,  the  membranes  should 
be  ruptured,  the  head  should  be  crowded  into  the  brim  by  pressure 
from  above  and  held  there  till  a  firm  engagement  of  the  vertex  has 
occurred. 

If  these  measures  fail,  the  greatest  care  should  still  be  exercised  to 
preserve  the  integrity  of  the  membranes  ;  for  that  the  os  should  be 
raised  to  full  dilatation,  or  at  least  to  a  condition  of  dilatability,  by 
their  activity  is  to  be  desired,  not  only  because  this  result  offers,  per- 
haps, the  only  chance  for  a  successful  termination  of  labor  by  the  ef- 
forts of  Nature,  but  because  even  a  partial  completion  of  the  dilatation 
bv  the  pressure  of  the  membranes  is  often  sufficient  to  render  the  arti- 
ficial completion  of  the  process  a  safe  and  easy,  instead  of  a  difficult 
and  somewhat  dangerous,  matter.  So  long  as  the  membranes  persist, 
the  care  of  the  first  stage  should  be  left  to  Nature  ;  and  we  have  left 
for  consideration  only  the  treatment  of  early  rupture  of  the  membranes 
and  of  the  second  stage. 

First  Stage.  Early  Rupture  of  tke  Membranes. — Dry  face  labor  is 
not  only  extremely  unlikely  to  terminate  naturally  but,  in  the  small  pro- 
portion of  cases  in  which  Nature  is  efficient,  the  foetus  is  exposed  to  great 
danger  from  the  pressure  which  the  dilating  cervix  necessarily  exerts 
against  the  great  vessels  of  its  neck  ;  a  danger  which  is  increased  by 
the  fact  that  the  size  of  the  small  and  tapering  face  is  insufficient  to 
effect  the  complete  dilatation  of  the  os,  and  that  the  neck  must 
therefore  enter  into  the  cervix  before  it  reaches  its  greatest  size. 
If,  then,  the  membranes  rupture  while  the  os  is  still  small  and  rigid, 
the  prognosis  for  the  child  under  the  care  of  Nature  is  so  very 
unfavorable,  that  in  my  opinion  the  expectant  policy  should  be 
abandoned  and  some  form  of  operative  treatment  should  be  resorted 
to  at  once. 

Treatment  of  Early  Rupture  of  the  Membranes. — Two  general 
plans  of  action  are  applicable  to  these  cases.    The  face  presentation 
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may  be  changed  into  a  presentation  of  the  breech  by  some  one  of  the 
minor  forms  of  version,  after  which  the  case  may  usually  be  left  to 
Nature  ;  or  the  os  may  be  manually  dilated  and  the  hand  passed  into 
the  uterus,  with  the  intention  of  either  restoring  the  vertex  by  a 
manual  flexation  of  the  head  or  of  performing  an  internal  podalic 
version.  The  choice  between  these  two  plans  must  depend,  prima- 
rily, upon  the  size  and  condition  of  the  os  at  the  time  when  the  mem- 
branes rupture. 

When  the  os  is  but  little  dilated  and  the  cervix  is  but  little,  if  at 
all,  shortened ;  or,  if,  the  cervix  though  partly  dilated,  is  still  so  rigid 
as  to  promise  real  difficulty  in  its  manual  dilatation,  the  production  of 
a  breech  presentation  by  external  or  bipolar  version  is  a  very  safe 
procedure  for  the  mother,  and  will  usually  be  easy,  if  the  attempt  can 
be  made  immediately  after  the  escape  of  the  liquor  amnii  and,  if  ne- 
cessary, under  anaesthesia  ;  or,  if  these  attempts  fail,  a  bipolar  podalic 
version  can  always  be  performed  under  anaesthesia  and  in  uncompli- 
cated cases,  if  the  os  is  large  enough  to  permit  the  extraction  of  the 
foot,  i.  e.,  when  it  admits  easily  the  two  fingers  which  are  necessary  to 
the  performance  of  the  operation. 

As  the  production  of  a  pelvic  presentation  by  one  or  the  other  of 
these  methods  is  so  safe  for  the  mother,  their  adoption  as  a  routine 
measure  would  be  the  best  treatment  for  all  cases  of  early  rupture  of 
the  membranes  in  face  presentations,  were  it  not  that  experience  has 
shown  that  even  external  version  has  a  certain  intrinsic  fcetal  mortal- 
ity, which  is  probably  due  to  compression  or  tension  of  the  cord,  and 
that  to  this  must  be  added  the  not  inconsiderable  fcetal  mortality  in- 
cidental to  breech  labor.  This  combined  fcetal  mortality  is,  indeed, 
likely  to  be  less  than  that  of  any  face  labor  but  is  still  so  considerable 
that  I  think  that  this  form  of  treatment  should  be  reserved  for  cases, 
in  which  the  membranes  rupture  before  the  beginning  of  labor,  and 
for  the  few  cases  in  which  the  rigidity  of  the  cervix  is  so  great  that  a 
manual  dilatation  is  likely  to  involve  a  risk  to  the  mother  which  is 
sufficient  to  effect  the  chance  of  a  restoration  of  the  vertex,  which 
may  be  gained  by  a  dilatation  of  the  os  to  a  degree  sufficient  to  per- 
mit the  intra-uterine  use  of  the  hand.  Extreme  rigidity  is,  in  my 
opinion,  necessary  for  the  production  of  this  degree  of  danger,  and 
the  field  for  the  minor  forms  of  version  is  therefore,  for  me,  some- 
what limited. 

It  is  probable  that  some  operators  would  prefer  to  use  external  or 
bipolar  version  and  immediate  extraction  in  all  cases  in  which  version 
is  not  unlikely  to  be  ultimately  necessary,  but  my  own  somewhat  ex- 
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tensive  experience  with  it  leads  me  to  believe  that  both  laceration  of 
the  cervix  and  still-birth  are  somewhat  more  frequent,  when  these 
methods  of  version  are  used,  than  after  complete  manual  dilatation 
and  an  internal  version. 

I,  therefore,  prefer  to  treat  such  cases  by  a  manual  dilatation,  and 
as  this  operation  never  raises  the  os  to  a  size  which  is  sufficient  to 
relieve  the. neck  from  pressure  during  the  descent  of  the  face,  I  think 
that  manually  dilated  cases  should  never  be  left  to  Nature,  but  that 
they  should  always  be  immediately  subjected  to  the  appropriate 
operation  after  treatment,  of  which  I  am  shortly  to  speak  under  the 
head  of  the  treatment  of  the  second  stage.  The  expedients  of  exter- 
nal or  bipolar  version  are  however,  in  rare  cases,  of  great  value  and 
the  possibility  of  their  performance  should  not  be  forgotten. 

Treatment  of  the  Second  Stage. — When  the  membranes  have  per- 
sisted till  the  os  is  almost  or  wholly  dilated  or  when  a  manual  dilata- 
tion has  been  done,  the  subsequent  treatment  should  be  influenced 
mainly  by  the  position  of  the  chin,  and  for  the  sake  of  clearness,  J 
propose  to  discuss  the  treatment  of  mento-anterior  and  posterior 
positions  separately,  and  as  if  they  were  separate  abnormities. 

Mento-anterior  Positions. — It  is  well  known  that  a  not  small  pro- 
portion of  face  cases  terminate  rapidly  and  easily,  and  that  in  favor- 
able cases  the  os  has  been  fully  dilated  by  the  membranes,  and  that 
the  prognosis  of  face  labor  is  but  little,  if  at  all,  worse  than  that  of 
normal  labor  ;  and  it  is  of  the  first  importance  to  be  able  to  detect 
in  advance  the  conditions  which  determine  these  favorable  results. 
I  think  that  upon  observation  it  will  be  found  that  in  all  these  cases 
the  chin  is  anterior  or  that,  at  all  events,  a  posterior  position  is  so 
rare  that  the  possibility  of  the  occurrence  of  a  rapid  and  easy  labor 
in  mento-posterior  positions  may  fairly  be  omitted  in  a  formal  discus- 
sion of  the  subject.  I  think,  too,  that  it  will  be  found  that  such 
favorable  results  are  further  limited  to  that  class  of  anterior  positions 
in  which  the  adaptation  between  the  child  and  pelvis  is  so  easy  that 
no  considerable  degree  of  molding  of  the  head  is  necessary  to  the 
passage  of  the  brim,  and  that  when  such  molding  is  necessary,  the- 
result  will  be,  as  a  rule,  unfavorable  to  the  child. 

The  unfavorable  influence  of  even  moderately  tight  adaptation  in 
face  labor  is  easily  explainable,  not  only  because  the  delay  inciden- 
tal to  the  molding  process  necessarily  exposes  the  child  to  increased 
danger  of  disturbance  of  its  circulation  from  pressure  on  its  neck, 
but  because,  in  face  labor,  the  molding  processes  are  directed  against 
that  part  of  the  brain  which  is  least  able  to  withstand  pressure ;  so 
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that,  when  molding  is  necessary,  the  vitality  of  the  child  is  likely  to 
be  compromised  early,  in  a  large  proportion  of  the  cases. 

Treatment  of  Anterior  Positions. — If  these  observations  are  accepted 
as  correct  it  follows  that  when  the  chin  is  anterior  and  the  dilatation 
has  been  spontaneously  accomplished  by  the  membranes,  the  obstet- 
rician should  content  himself  for  the  time  with  a  careful  observation 
of  the  processes  of  Nature.  If  the  head  makes  steady  progress  through 
the  superior  strait,  there  is,  then,  every  probability  of  an  easy  and 
rapid  delivery,  but  even  when  the  head  descends  steadily  and  rapidly, 
the  foetal  heart  should  be  watched  with  the  utmost  jealousy,  on  ac- 
count of  the  danger  of  compression  of  the  vessels  of  the  neck,  which 
exists  throughout  the  whole  of  the  second  stage  of  face  labor,  and  in 
the  event  of  any  irregularity  of  the  foetal  circulation  an  expectant 
policy  should  be  at  once  abandoned. 

When  the  face  has  once  passed  the  superior  strait,  in  an  anterior 
position,  its  progress  is  ordinarily  rapid,  and  the  difficulties  of  the  case 
are  greatly  lessened  ;  since,  if  interference  becomes  necessary,  the 
application  of  forceps  to  an  anterior  position  of  the  face  within  the 
pelvic  cavity  is  always  a  safe  and  easy  operation. 

When  the  passage  of  the  superior  strait  is  not  rapid  I  believe  it 
may  be  taken  for  granted  that  if  the  child  is  to  be  saved,  it  must  be 
saved  by  an  operation,  in  at  least  a  majority  of  the  cases,  and  I  think 
that  it  is  in  the  long  run,  better  to  adopt  a  policy  of  interference,  as 
soon  as  there  is  any  arrest  of  progress  and  without  waiting  for  a  fail- 
ure of  the  foetal  heart,  in  all  these  cases.  This  position  is  to  be  de- 
fended not  only  on  the  ground  of  the  well-known  advantages  of  op- 
erating while  both  patients  are  in  good  condition,  but  also  because  in 
face  labor  the  molding  of  the  head,  which  is  intended  to  render  the 
passage  of  the  face  easier,  makes  all  the  preferable  operative  proced- 
ures more  difficult  and  dangerous  and  is  favorable  only  to  the  very 
dangerous  operation  of  the  high  application  of  forceps  to  the  face  as 
such. 

When  an  anterior  position  of  the  chin  is  to  be  delivered  by  opera- 
tive means,  the  expedients  at  our  disposal  are  :  the  application  of 
forceps  to  the  face  as  such,  internal  podalic  version  and  the  restora- 
tion of  flexion  by  the  hand.  Of  these  the  last  named  is  for  me  the 
operation  of  choice. 

The  application  of  forceps  to  the  face,  high  up,  is  so  difficult  and 
so  dangerous  to  the  child  that  it  should  always  be  reserved  for  a  last 
resource.  If  version  is  to  be  performed  it  should  always  be  pre- 
ceded by  a  manual  flexation  of  the  head  when  this  is  possible,  be- 
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cause  the  projection  of  the  occiput,  which  is  incidental  to  the  attitude 
of  the  child  in  face  presentation,  not  only  renders  the  version  more 
difficult  but  exposes  the  uterus  to  an  unnecessary  degree  of  danger. 
We  have  left  then,  for  consideration  in  uncomplicated  anterior  posi- 
tions of  the  chin,  only  the  operation  of  manual  flexation,  at  all  events 
as  a  primary  resource. 

As  a  preliminary  to  this  or  any  intra-uterine  operative  treatment 
of  the  face,  the  half  hand  should  be  introduced  into  the  uterus  and 
made  to  palpate  thoroughly  both  the  pelvic  brim,  the  walls  of  the 
lower  uterine  segment  and  the  presenting  part,  in  the  search  for  any 
mechanical  complication  other  than  the  face  presentation.  If  such 
is  found,  the  choice  of  operation  must  be  determined  by  its  nature. 

If  the  case  is  uncomplicated,  the  head  should  be  flexed  by  the 
hand  and  the  vertex  will  then  lie  in  an  occipto-posterior  position. 
The  case  may  then  be  treated  in  any  one  of  four  ways  :  its  further 
progress  may  be  left  to  Nature  ;  forceps  may  be  applied  to  the  poste- 
rior occiput ;  the  occiput  may  be  rotated  to  the  front  and  left  to  Na- 
ture or  treated  by  forceps  ;  or,  finally,  version  may  be  at  once  per- 
formed. 

The  discussion  of  the  appropriate  operative  treatment  of  occipito- 
posterior  cases  is  certainly  not  germane  to  the  subject  of  this  paper 
and  I  do  not  propose  to  enter  into  it,  except  in  so  far  as  it  is  modified 
by  the  fact  that  the  occipito-posterior  position  in  question  has  been 
produced  by  an  alternation  of  a  face  presentation  ;  and  even  this  fea- 
ture I  propose  to  discuss  very  sparingly.  Such  occipito-posterior  po- 
sitions should  never,  I  believe,  be  left  to  Nature,  because  when  the 
well-known  tendency  to  extension  which  is  characteristic  of  occipito- 
posterior  labor  has  once  produced  a  face  presentation,  it  can  usually 
be  relied  upon  to  reproduce  it,  if  left  to  itself.  The  choice  between 
the  application  of  the  forceps  to  the  posterior  occiput ;  the  rotation 
of  the  occiput  to  the  front,  when  it  may  be  left  to  Nature  or  treated 
by  forceps  ;  and  the  performance  of  a  version,  will  then  rest  upon  the 
peculiarities  of  the  individual  case  and  upon  the  bias  of  the  individual 
operator  ;  my  own  preference  being  for  a  rotation  of  the  occiput  to 
the  front  and  the  application  of  forceps  for  a  first  choice,  and  the  op- 
eration of  a  version  for  a  second. 

I  believe,  then,  that  when  the  case  is  operated  on  early,  an  anterior 
position  of  the  chin  is  best  treated  by  a  manual  restoration  of  the 
vertex  and  a  subsequent  operative  delivery  ;  but  since  every  operator 
must  expect  to  be  called  to  neglected  cases,  my  paper  would  be  in- 
complete if  I  omitted  to  discuss  their  treatment. 
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Treatment  of  Neglected  Cases. — Such  cases  are  likely  to  be  compli- 
cated by  one  or  both  of  two  unpleasant  factors  :  marked  molding  of  the 
head  and  a  tonic  condition  of  the  uterine  muscle.  If  the  head  has 
been  delayed  at  the  superior  strait  until  it  has  become  thoroughly 
molded  to  the  configuration  characteristic  of  face  labor,  the  restora- 
tion of  the  vertex  is  likely  to  be  difficult,  while,  even  if  it  is  accom- 
plished, a  re-extension  is  almost  certain  to  occur  so  soon  as  the  for- 
ceps are  applied.  This  manoeuvre  should  therefore  be  ruled  out  for 
such  cases.  The  rapid  alteration  of  the  configuration  of  a  much- 
molded  face  presentation,  which  is  likely  to  occur  during  the  extrac- 
tion of  the  after-coming  head  after  version,  exposes  the  child  to  great 
danger  of  death  from  intracranial  haemorrhage,  but  this  danger  is,  in 
my  experience,  less  than  that  which  attends  the  application  of  high 
forceps  to  the  face,  and  I  therefore  think  that  version,  after  as  much 
flexion  as  can  be  accomplished,  is  the  operation  of  preference  for 
much-molded  heads. 

When  both  manual  flexation  and  version  are  rendered  impossible 
or  dangerous  by  the  existence  of  constriction  rings  in  the  uterus,  or 
by  thinning  of  the  lower  uterine  segment,  the  application  of  forceps 
to  the  face  is  justifiable  in  anterior  positions  of  the  chin  and  is  occa- 
sionally successful  in  saving  the  child.  The  foetal  mortality  in  such 
delayed  cases  is,  however,  very  great  and,  as  has  been  said,  the  ad- 
visability of  avoiding  it  is  the  chief  argument  for  an  early  operation. 

Mento-posterior  Positions. — The  prognosis  of  posterior  positions  of 
the  chin  under  the  care  of  Nature  is  so  nearly  always  unfavorable  that 
I  think  it  is  the  best  plan  to  subject  all  posterior  positions  to  an  opera- 
tive delivery  ;  and  there  can  be,  in  my  opinion,  no  question  but  that 
it  is  an  inevitable  corollary  to  this  principle,  that  the  operation  should 
be  performed  so  soon  as  the  membranes  have  ruptured  and  while  all 
the  conditions  are  still  favorable. 

If  the  cervix  is  extremely  rigid  we  must  do  an  external  or  bipolar 
version,  but  if  it  is  already  dilated,  or  if  its  condition  renders  a  manual 
dilatation  advisable,  we  have  at  our  disposal  four  operations  :  the  ap- 
plication of  forceps  to  the  posterior  position  of  the  chin,  rotation  of 
the  chin  to  the  front  and  the  application  of  forceps,  immediate  ver- 
sion, and  the  restoration  of  the  vertex  by  flexion. 

There  can  be  no  question  of  choice  between  these  operations. 
The  application  of  forceps  to  posterior  positions  of  the  face  is  never 
justifiable,  on  account  of  the  mechanical  difficulties  which  follow  the 
entrance  of  a  posterior  chin  into  the  pelvis  ;  the  rotation  of  the  chin 
and  the  application  of  forceps  to  the  face  anterior  should  be  reserved 
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for  a  last  resource  and  version,  as  before,  should  be  preceded  by  flex- 
ion ;  while,  upon  the  other  hand,  in  posterior  positions  of  the  chin  the 
restoration  of  the  vertex  by  flexion  results  in  the  production  of  the 
favorable  occipitoanterior  position  of  the  head  ;  so  that  it  is,  in  un- 
complicated cases,  the  operation  of  choice  beyond  question. 

When  an  unmolded  head  has  been  once  placed  in  a  well-fixed  an- 
terior position  of  the  vertex,  there  is  comparatively  little  likelihood  of 
its  re-extension,  and  the  case  may  usually  be  left  to  Nature.  The 
patient  should  be  allowed  to  recover  from  her  anaesthesia  and  the 
head  should  be  held  in  position  by  external  pressure  till  engagement 
of  the  vertex  results.  Though  natural  delivery  will  then  frequently 
result,  such  cases  must  nevertheless  be  watched  carefully  till  the  head 
has  fairly  passed  the  brim  and,  if  re-extension  does  occur,  the  patient 
should  be  again  anaesthetized  and  the  head  reflexed  and  delivered  by 
forceps.  If,  for  any  reason,  the  forceps  operation  fails,  version  can, 
of  course,  be  resorted  to  but  will  seldom  be  necessary. 

Treatment  of  Neglected  Cases. — The  likelihood  of  re-extension  in 
anterior  positions  of  the  occiput  is  comparatively  so  small  that  flexion 
and  the  application  of  forceps  may  be  resorted  to  in  posterior  posi- 
tions of  the  chin,  whenever  the  molding  of  the  head  is  anything  but 
very  excessive ;  much-molded  heads  should  never,  however,  be  left  to 
Nature  after  their  flexation  but  should  always  be  delivered  by  forceps 
immediately  after  the  restoration  of  the  vertex. 

Very  excessively  molded  heads  are  so  likely  to  extend  during 
the  forceps  extraction  that  they  are  best  delivered  by  version,  unless 
the  condition  of  the  uterus  rules  out  this  operation. 

When  both  flexion  and  version  are  contraindicated,  a  manual 
rotation  of  the  chin  to  the  front  and  the  application  of  the  forceps  to 
the  face,  as  such,  is  the  only  remaining  procedure.  That  even  this 
operation  may  occasionally  be  carried  out  with  safety  to  the  child,  I 
know  from  a  case  which  I  once  had  the  pleasure  of  seeing  with  Dr. 
C.  M.  Green,  in  which  by  the  successful  performance  of  this  manoeuvre 
he  succeeded  in  extracting  a  living  child  in  a  long-neglected  hospital 
case,  in  which  both  manual  flexation  and  version  were  rendered  im- 
possible by  the  existence  of  a  small  fibroid  in  the  lower  uterine  seg- 
ment and  a  tight  annular  constriction  of  the  uterus  about  the  chest  of 
the  child  and  just  above  the  occiput. 

The  treatment  of  men  to-posterior  positions,  which  remain  per- 
sistently posterior  after  their  entrance  into  the  pelvis  as  such,  is  an 
interesting  branch  of  the  subject  which  I  am  compelled  to  pass  over 
not  only  from  lack  of  time  for  its  consideration,  but  because  I  have 
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had  no  personal  experience  in  such  cases  and  am  consequently  ill- 
qualified  to  discuss  them. 

Craniotomy  vs.  Abdominal  Delivery. — When,  in  any  case  of  face 
presentation,  all  of  the  manoeuvres  which  have  been  already  recom- 
mended are  found  to  be  impossible,  the  vitality  of  the  child  will  al- 
most invariably  have  been  seriously,  if  not  hopelessly,  compromised  ; 
and  the  mortality  of  abdominal  operations  performed  at  such  a  stage 
of  labor  has  always  been  so  great  that  the  risk  to  the  mother  is  greater 
than  we  are  justified  in  subjecting  her  to,  for  the  sake  of  an  exhausted 
foetus.  The  disgusting  alternative  of  craniotomy  to  the  living  foetus 
is  then  the  only  operation  indicated  ;  but  it  may  be  added  that  this 
can  only  be  forced  upon  us  as  the  result  of  bad  obstetrics. 

In  summary,  the  conclusions  by  which  my  own  management  of 
face  cases  is  directed,  and  which  I  wish  to  present  to  you  for  discus- 
sion, are  as  follows  :  When  a  face  presentation  is  detected  before  the 
engagement  of  the  face  and  before  rupture  of  the  membranes  occur 
there  is  always  reason  to  hope  for  a  spontaneous  restoration  of  flexion. 
The  obstetrician  should,  therefore,  confine  himself  to  the  adoption  of 
postural  treatment  and  gentle  external  manipulation,  till  the  occur- 
rence of  engagement  or  the  rupture  of  the  membranes  renders  a  spon- 
taneous flexion  improbable. 

When  the  membranes  rupture  early,  an  external  or  bipolar  version 
should  be  at  once  performed  in  any  case  in  which  the  condition 
of  the  cervix  renders  a  manual  dilatation  of  the  os  dangerous ;  but 
in  ordinary  conditions  of  the  cervix  a  manual  dilatation  should 
be.  undertaken  immediately  after  the  rupture  of  the  membranes,  the 
head  should  be  flexed  by  the  hand  and  the  subsequent  treatment 
should  be  operative,  but  its  details  should  be  dictated  by  the  posi- 
tion. 

When  the  membranes  persist  until  the  cervix  is  completely  dilated, 
an  anterior  position  of  the  chin  should  be  left  to  Nature  so  long  as  its 
progress  is  rapid  and  the  foetal  heart  is  steady,  but  when  any  irregu- 
larity of  the  foetal  pulse  or  an  even  moderate  delay  at  the  brim  has 
been  detected,  the  patient  should  be  anaesthetized  and  the  head 
flexed. 

The  posterior  position  of  the  occiput,  so  produced,  should  not  be 
left  to  Nature  but  should  be  either  treated  by  version,  or  preferably, 
rotated  to  the  front  by  the  hand,  it  may  be  then  left  to  Nature  or 
treated  by  forceps. 

Posterior  position  of  the  chin  should  never  be  left  to  Nature,  even 
though  the  os  has  been  completely  dilated  by  the  membranes,  but 
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should  always,  in  such  cases,  be  subjected  to  an  immediate  manual 
flexation. 

The  anterior  position  of  the  vertex,  which  results,  may  then  be  left 
to  Nature  or  may  be  delivered  by  forceps. 

In  neglected  cases  in  which  manual  flexation  is  contraindicated, 
version  should  be  chosen  if  it  is  practicable,  whatever  the  position  of 
the  chin  ;  if  version  is  contra-indicated  such  cases  should  be  treated 
by  the  immediate  application  of  forceps  to  the  face  as  such,  but  in 
posterior  positions  of  the  chin  this  operation  should  always  be  pre- 
ceded by  a  rotation  of  the  chin  to  the  front. 

In  cases  in  which  the  face  presentation  is  due  to  some  other  me- 
chanical obstruction  the  treatment  should  be  determined  by  the  latter 
factor. 

Abdominal  methods  of  delivery  are  never  indicated  in  uncompli- 
cated face  labor. 

Dr.  Jewett  :  My  views  of  the  treatment  of  face  presentation  as- 
sume two  things  : 

1.  The  mechanism  of  face  birth  is  abnormal  and  may  of  itself  con- 
stitute a  serious  complication  of  labor. 

2.  Presentation  by  the  face  is  more  frequently  associated  with 
other  complicating  conditions  than  are  vertex  births,  e.  g.,  small  pel- 
vis, large  child,  prolapse  of  small  parts. 

The  mechanism  tends  to  dystocia.  It  is  not  necessary  to  assume 
with  Penrose  that  the  propelling  force  is  not  transmitted  to  the  head 
as  fully  as  in  vertex  presentation ;  nor,  in  mento-anterior  positions,  is 
it  in  any  wise  less  effectual  for  propulsion.  In  the  latter  position  the 
long  diameter  of  the  head  conforms  nearly  to  the  axis  of  the  birth 
canal  and  the  driving  force  acts  in  the  line  of  descent.  When,  how- 
ever, the  chin  confronts  the  posterior  half  of  the  pelvis  the  expelling 
power  is  in  part  lost,  being  expended  more  or  less  directly  against  the 
posterior  planes  of  the  pelvic  wall.  In  other  words,  complete  adapta- 
tion of  head  to  pelvis  is  impossible  in  mento-posterior  positions. 

More  important  is  the  difficulty  of  rotation.  The  downward  prog- 
ress of  the  head  is  arrested  before  the  chin  rests  upon  the  floor  of  the 
pelvis.  The  action  of  the  inclined  planes  of  the  pelvic  floor  in  direct- 
ing the  leading  pole  forward  under  the  pubic  arch  is  not  as  fully  de- 
veloped in  extension  as  in  full  flexion  of  the  head.  In  delivery  by 
the  face  therefore  the  forces  concerned  in  the  birth  act  at  a  mechanical 
disadvantage.  Yet  it  must  be  granted  that  the  difficulty  which  pro- 
ceeds from  the  malpresentation  alone  is  not  small — in  mento-anterior 
cases  is  practically  nil.    In  wholly  uncomplicated  face  presentations 
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spontaneous  birth  is  the  rule.  The  labors  are  somewhat  longer  but 
the  risk  to  the  mother  is  not  materially  greater  than  when  the  occi- 
put leads.  The  mortality  for  the  child  is  increased  and  the  children 
who  survive  the  birth  doubtless  suffer  more  frequently  from  intra- 
cranial haemorrhage  and  its  effects. 

The  graver  difficulties  of  face  birth  arise  chiefly  from  its  compli- 
cations. It  is  in  disproportion  between  head  and  pelvis,  prolapse  of 
foetal  members  or  failure  of  the  pains,  that  the  emergencies  of  this 
presentation  are  most  frequently  encountered.  But  these  anomalies 
are  much  more  frequent  in  the  face  than  in  vertex  births.  Accord- 
ing to  Winckel  pelvic  contraction  is  found  in  21  per  cent,  of  face  pres- 
entations and  the  children  are  larger  than  in  vertex  cases.  Prolapse 
of  the  small  parts  occurs  in  from  12  to  19  per  cent,  and  the  pains 
oftener  fail  than  in  occipital  presentations.  The  mortality  for  both 
mother  and  child  is  accordingly  much  greater  in  face  than  in  vertex 
presentation. 

While,  therefore,  in  a  large  proportion  of  cases  presentation  by  the 
face  may  be  trusted  to  an  expectant  management,  it  is  not  always  to 
be  treated  as  a  normal  labor.  Labors  in  which  the  maternal  death- 
rate  is  approximately  one  in  seventeen,  and  the  foetal  one  in  ten,  are 
not  all  to  be  contemplated  with  folded  hands. 

Treatment. — One  of  the  first  essentials  in  deciding  the  course  to 
be  pursued  is  an  exact  knowledge  of  the  relative  size  of  head  and 
pelvis.  When  this  question  can  not  be  satisfactorily  settled  by  the 
usual  external  methods,  after  sufficient  dilatation,  the  patient  should 
be  placed  under  an  anaesthetic  and  the  hand  cariied  into  the  passages 
alongside  the'head,  for  more  accurate  exploration.  Other  conditions 
which  may  have  an  important  bearing  on  the  treatment  of  the  case, 
and  which  might  otherwise  escape  detection,  may  at  the  same  time  be 
discovered  with  two  fingers  or  the  entire  hand  in  the  uterus. 

For  treatment  we  make  two  general  classes  of  cases. 

1.  Those  in  which  the  head  is  movable  at  the  brim  or  can  be 
made  so  by  pushing  it  up. 

2.  Those  in  which  the  head  is  permanently  engaged  in  the  pelvis. 
In  cases  of  the  first  order,  when  the  chin  confronts  the  anterior 

portion  of  the  pelvis,  interference  is  not  as  a  rule  required  in  the  ab- 
sence of  disproportion  between  head  and  pelvis  and  prolapse  of  small 
parts.  The  case  can  be  trusted  to  go  on  as  a  face  birth.  Should  the 
pains  fail  a  forceps  delivery  will  present  no  special  difficulty..  Head 
relatively  large,  the  cord  or  an  arm  prolapsed,  version  will,  as  a  rule, 
best  serve  the  interests  of  the  child. 
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When  the  chin  is  turned  toward  the  posterior  half  of  the  pelvis, 
with  all  other  conditions  favorable,  spontaneous  birth  is  generally 
possible.  It  cannot  be  denied,  however,  that  the  child  is  more  ex- 
posed to  injurious  pressure  than  in  vertex  births  ;  unforeseen  compli- 
cations may  arise  in  the  cavity,  and,  at  the  best,  labor  is  more  pro- 
longed and  difficult.  I  prefer  therefore  in  practically  all  cases  of 
mento-posterior  position  to  reduce  the  presentation,  if  possible,  to  a 
simpler  one.  The  first  choice  is  as  a  rule  to  bring  down  the  occiput. 
The  operation  while  the  head  is  freely  movable  at  the  brim  is  not 
usually  difficult,  and,  I  believe,  if  judiciously  managed,  should  result 
in  no  increased  risk  to  the  mother — certainly  none  to  the  child.  On 
the  other  hand,  if  the  attempt  succeeds,  it  converts  a  difficult  or  im- 
possible into  a  comparatively  easy  labor.  Anaesthesia,  is  of  course 
necessary.  Attempts  at  correction  failing  or  re-extension  occurring, 
the  trunk  may,  I  believe,  in  most  cases  be  rotated  by  backward  pres- 
sure upon  the  anterior  shoulder,  aided  by  external  manipulation,  till 
the  chin  sweeps  to  the  front,  and  the  case  delivered  as  a  mento- an- 
terior face  birth. 

Conversion  from  face  to  vertex  may  be  tried  even  after  the  face 
has  sunk  to  some  distance  into  the  pelvic  cavity  if  the  labor  is  arrested. 
With  the  aid  of  postural  measures  under  anaesthesia  it  is  sometimes 
possible  to  lift  the  head  out  of  the  pelvis  after  it  has  become  moder- 
ately fixed  in  the  excavation.  In  disproportion,  or  in  prolapse  of 
fcetal  members,  the  same  rules  apply  as  in  mento-anterior  positions. 

When  an  expectant  management  is  adopted  by  choice  or  necessity 
rotation  is  promoted  by  keeping  the  patient  on  the  side  which  the 
chin  confronts.  During  dilatation  a  colpeurynter  may  do  important 
service  in  preserving  the  membranes  if  they  have  not  already  been 
ruptured. 

In  the  second  class  of  cases — those  in  which  the  face  has  become 
too  firmly  fixed  in  the  pelvis  to  be  disengaged — no  active  interference 
is  to  be  practiced  except  for  cause.  In  the  absence  of  other  compli- 
cations, spontaneous  evolution  takes  place  with  few  exceptions.  Ro- 
tation is  to  be  favored  by  placing  the  patient  on  the  side  to  which  the 
chin  points,  and  by  upward  pressure  on  the  forehead  or  downward 
traction  on  the  chin  during  pains  to  promote  extension. 

The  most  rational  and  effective  procedure  in  the  cavity  is  that  of 
Penrose.  The  hand  passed  behind  the  chin  and  pressed  firmly  forward 
during  the  pains  acts  as  an  artificial  pelvic  floor,  or  rather  as  one  half 
of  it,  and  frequently  by  this  simple  means  the  chin  may  be  made  to 
sweep  promptly  forward  under  the  pubic  arch.    The  vectis  has  no 
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advantage  over  the  hand.  Here,  as  in  general,  manual  measures  are 
beiter  than  instrumental.  When  the  hand  fails,  forceps  as  a  rotator 
will  seldom  succeed,  and  then  only  at  great  risk  to  the  maternal  soft 
parts.  When  forceps  must  be  used  to  bring  down  the  face,  rotation 
should  be  favored  rather  than  forced.  The  forceps  operation  in  pos- 
terior face  cases  is  one  of  the  most  difficult  and  dangerous  of  instru- 
mental deliveries,  especially  for  the  child.  With  the  tips  of  the  blades 
well  forward  the  traction  force  is  expended  mainly  upon  the  occiput  ; 
the  cccipital  pole  is  drawn  down  and  the  long  diameter  of  the  head 
may  become  fixed  in  the  pelvis  by  partial  flexion.  On  the  other 
hand,  with  the  blades  farther  back,  the  neck  of  the  child  and  possibly 
the  cord  are  exposed  to  injurious  pressure.  When  the  long  diameter 
of  the  head  lies  in  the  transverse  of  the  pelvis,  the  prospect  for  the 
child  under  forceps  delivery  is  still  more  unfavorable  than  in  ordinary 
positions.  In  an  experience  in  eighteen  cases,  reported  by  Solomon 
and  cited  by  Von  Weiss  in  a  recent  paper  (Volkmann's  Sammlung 
No.  74)  seventeen  of  the  children  were  lost. 

The  alternatives  of  forceps  must  be  considered  when,  after  careful 
trial  with  forceps,  the  head  is  found  immovably  fixed  in  the  pelvic 
basin  and  one  of  them,  symphyseotomy  may  justly  be  given  the  prefer- 
ence where  forceps  extraction  is  possible  only  with  extreme  difficulty. 
The  child  being  feeble  and  particularly  if  the  condition  of  the  mother 
is  unfavorable  for  opening  the  symphysis,  the  uncertain  chances  for  the 
child  must  not  be  permitted  to  further  imperil  the  interests  of  the 
mother.  Here  the  maternal  mortality  under  craniotomy  should  be 
nil.  With  a  viable  child  and  the  woman  in  good  operable  condition, 
symphyseotomy  has  the  first  claim.  In  this  class  of  cases  the  division 
of  the  pubic  joint  done  with  the  high,  short  incision  of  Morisani  should 
yield  the  best  results  possible  to  that  operation.  A  moderate  separa- 
tion of  the  joint,  such  as  may  be  had  without  division  of  the  inferior 
ligament,  will,  I  believe,  afford  ample  space  for  easy  correction  of  the 
malpresentation  and  prompt  delivery.  It  would  be  unfair  to  cite  the 
general  mortality  of  symphyseotomy  as  an  argument  against  the  opera- 
tion in  these  the  most  favorable  kinds  of  cases  for  pubic  section. 

Of  operative  methods  for  correction,  that  of  Schatz  is,  for  its  sim- 
plicity, always  worthy  of  trial  in  suitable  cases.  Should  it  fail,  as  it 
very  frequently  does,  no  harm  will  have  been  done.  It  is  unfortunate- 
ly not  so  easy  of  performance  in  actual  practice  as  upon  the  phantom. 

Conjoined  manipulation  by  the  first  method  of  Baudel-ocque  has 
the  advantage  over  the  second  that  it  can  be  undertaken  early  in  the 
labor,  and  that  it  entails  a  minimal  risk  of  infection.  Baudelocque's 
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second  manipulation,  hooking  the  occiput  down  with  the  internal 
hand  while  the  chest  is  thrust  upward  and  backward  with  the  external 
one,  is  more  likely  to  succeed. 

The  combination  of  the  Schatz  procedure  with  the  first  of  Baude- 
locque  with  the  aid  of  an  assistant,  as  practiced  by  Ziegenspeck,  or  in 
two  separate  acts,  as  advocated  by  Thorn,  still  further  increases  the 
chances  of  success  with  no  additional  risk  to  the  mother. 

When  it  is  deemed  advisable  to  attempt  correction  after  the  head 
is  partially  fixed  in  the  excavation  advantage  may  be  gained  by  plac- 
ing the  patient  on  the  back  with  the  hips  in  extreme  elevation.  The 
head  may  thus  be  pushed  out  of  the  pelvic  basin  with  much  less  diffi- 
culty than  in  the  usual  obstetric  position.  The  genu-pectoral  posture, 
while  perhaps  more  effectual,  is  less  manageable. 

The  posture  a  la  Trendelenburg,  now  so  much  used  in  gynaecolog- 
ical practice,  will,  I  believe,  be  found  a  convenient  substitute  for  the 
genu-facial  in  many  other  obstetric  applications. 

For  either  correction  after  engagement  or  for  forceps  extraction, 
Walcher's  position  may  lend  important  help.  When  correction  is  the 
object  after  the  head  is  partially  fixed  in  the  cavity,  this  position 
may  be  combined  with  elevation  of  the  pelvis.  With  the  hips  at  the 
edge  of  the  table  and  the  thighs  hanging  in  extreme  extension,  the 
sacro-pubic  diameter  at  the  brim  gains  from  five  to  thirteen  milli- 
metres. This  I  have  verified  by  experiments  upon  the  cadaver  and 
by  measurements  in  the  living  subject. 

Dr.  Noble  :  The  council  put  my  name  down  for  a  paper  on  this 
subject  without  writing  to  me.  It  is  one  with  which  I  am  not  very 
familiar,  as  it  has  not  been  my  experience  to  meet  with  a  large  num- 
ber of  face  presentations.  Therefore  my  remarks  will  be  very  brief. 
The  two  papers  which  we  have  before  us  unquestionably  present  the 
matter  in  a  very  admirable  way  and,  generally  speaking,  I  am  practi- 
cally in  accord  with  all  that  has  been  said.  With  reference  to  the 
first  paper  I  shall  only  mention  two  points  :  first,  as  to  the  treatment 
of  the  neglected  anterior  positions,  where  the  head  has  become  ar- 
rested below  the  brim  when  it  has  already  engaged.  In  those  cases 
version  was  recommended  after  the  waters  had  been  drawn  off.  I 
would  suggest  that  such  cases  offer  a  proper  field  for  the  use  of 
symphyseotomy.  Also,  in  a  case  of  posterior  position,  rather  than  do 
a  craniotomy  on  the  child  with  the  head  arrested  in  the  cavity  of  the 
pelvis,  if  the  child  were  still  alive,  there  also  symphyseotomy  should 
be  tried.  And  the  other  point  I  would  like  to  mention  is  the  use  of 
one  word,  and  that  is  the  word  "conservative."    I  think  the  word 
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"  conservative  "  is  the  most  abused  word  in  medical  literature,  and  if  it 
had  been  omitted  and  the  word  "  expectant  "  or  "  do  nothing"  had 
been  substituted  with  respect  to  leaving  the  cases  alone,  I  would  have 
received  nothing  but  the  greatest  pleasure  from  hearing  the  paper. 

Dr.  Davis  :  The  frequency  of  this  abnormality  in  gestation  is  vari- 
ously estimated  at  1  in  130  confinements,  by  German  observers,  one 
in  276,  by  French,  and  1  in  292,  by  British,  obstetricians.  A  hint,  I 
think,  may  be  taken  from  these  statistics  as  to  the  method  of  obstet- 
ric diagnosis  employed  in  the  leading  maternities  of  the  world.  It  is 
quite  possible  that  the  greater  frequency  with  which  this  abnormality 
is  said  to  occur  among  German  patients  is  not  to  be  construed  into  a 
belief  that  German  women  have  more  face  presentations  in  labor  than 
do  British  women,  but  that,  owing  to  the  practice  of  palpation  and 
auscultation  before  labor,  German  obstetricians  more  often  diagnosti- 
cate the  abnormality  than  do  English  and  French  physicians.  The 
importance  of  early  diagnosis  of  this  complication  is  indicated  by 
the  success  of  spontaneous  labor  in  these  cases,  and  the  mortality 
which  attends  labor  requiring  instrumental  aid.  In  a  recent  interest- 
ing paper  by  Von  Weiss  (Archiv  /.  Gynakologie,  No.  25,  1893),  46 
cases  are  narrated  of  spontaneous  delivery  attended  by  no  mortality. 
Zeller,  in  40  cases,  terminating  spontaneously,  lost  no  mothers  and 
but  two  children,  and  while  these  statements  are  not  exhaustive  as  to 
the  advantage  of  spontaneous  delivery,  the  fact  remains  that  such  a 
termination  of  labor  in  face  presentation  is  most  desirable.  Methods 
best  adapted  to  secure  this  result  must  be  based  upon  early  diagnosis, 
and  hence  the  importance  of  perfecting  the  knowledge  and  practice 
of  palpation.  The  treatment  best  adapted  to  secure  spontaneous 
labor  in  face  presentation  consists  in  retaining  the  membranes  un- 
broken until  the  time  of  spontaneous  rupture  ;  of  sustaining  the  pa- 
tient's strength  and  conserving  her  energies  by  suitable  feeding, 
stimulation,  and  anodynes  ;  and  in  placing  the  patient  in  such  a  pos- 
ture as  to  favor  the  rotation  of  the  chin  anteriorly.  When  the  face 
looks  toward  the  left  side  of  the  mother's  pelvis,  she  should  lie  upon 
the  left  side,  her  thighs  flexed,  and  the  uterus  brought  as  nearly  as 
possible  with  its  long  axis  corresponding  to  the  axis  of  her  body  dur- 
ing labor  pains.  Should  the  face  look  toward  the  right  side  of  her 
pelvis,  she  should  lie  upon  her  right  side.  The  relation  of  cause  and 
effect  which  has  been  found  to  exist  between  obliquity  of  the  uterus 
•  in  the  mother's  abdomen  and  face  presentation,  render  the  mainte- 
nance of  the  uterus  in  a  favorable  posture  during  this  complication  a 
matter  of  considerable  moment.    It  is  quite  possible  in  such  cases 
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for  a  face  presentation  to  be  spontaneously  changed  into  an  occipital 
one,  and  for  the  occiput  even  to  rotate  spontaneously  to  the  front,  if 
these  precautions  are  observed.  The  administration  of  such  sub- 
stances as  tend  to  maintain  efficient  uterine  contractions  is  certainly 
indicated  in  these  cases  before  the  membranes  rupture. 

So  soon  as  dilatation  is  complete,  the  obstetrician  is  then  to 
choose  between  radical  interference  by  version,  or  an  effort  by  the 
methods  of  Baudelocque  and  Schatz  to  correct  the  face  presentation 
by  converting  it  into  an  occipital  one.  His  choice  in  this  decision 
should  depend  upon  the  size  and  shape  of  the  mother's  pelvis,  the 
comparative  size  of  the  fcetai  head,  and  the  condition  of  the  pelvic 
floor.  Where  no  disproportion  exists  between  the  head  and  the  pelvis, 
and  where  the  pelvic  floor,  although  elastic  and  resistant,  offers  no 
undue  obstacle  to  *"he  mechanism  of  labor,  it  is  certainly  proper  to 
allow  the  head,  under  good  labor  pains,  to  come  down  upon  the 
pelvic  floor  in  face  presentation,  and  thus  an  opportunity  be  given  for 
the  mechanism  of  labor  to  proceed  spontaneously.  Where,  however, 
there  is  disproportion  between  the  head  and  the  pelvis  as  evidenced 
by  pelvic  proportions  less  than  the  average,  ascertained  by  pelvimetry, 
or  a  large  foetal  head  ascertained  by  palpation  and  a  thorough  vaginal 
examination  under  an  anaesthetic,  the  case  becomes  quite  different. 
The  results  of  forcible  delivery  in  face  presentation  under  these  con- 
ditions are  anything  but  satisfactory  and  encouraging.  The  literature 
of  the  subject  abounds  in  illustrations  of  difficult  deliveries  by  forceps, 
craniotomy,  and,  in  some  cases,  by  version,  in  which  the  life  of  the 
child  has  been  lost  and  the  mother  seriously  injured.  In  the  light  of 
our  present  knowledge,  the  duty  of  the  obstetrician  lies  in  completely 
changing  the  presentation,  if  the  pelvis  be  roomy,  by  podalic  version 
under  anaesthesia  by  chloroform  or  in  so  enlarging  the  pelvis  that  the 
mechanism  of  labor  in  face  presentation  can  continue.  Podalic  ver- 
sion for  face  presentation  is  familiar  as  an  expedient  and  is,  in  well 
selected  cases,  a  prompt  and  efficient  method  of  treatment.  Sym- 
physeotomy is  a  procedure  of  too  recent  date  to  occupy  an  established 
place  in  these  cases  in  the  resources  of  obstetric  art.  My  reasons  for 
considering  this  a  rational  procedure  are  as  follows  :  Personal  ob- 
servation in  four  symphyseotomies,  done  for  disproportion  between 
the  head  and  the  pelvis,  has  led  me  to  remark  the  decided  increase 
of  the  oblique  diameters  of  the  pelvis  which  follow  the  separa- 
tion of  the  pubic  joint.  In  three  of  the  four  cases,  the  fcetai  head 
has  presented  in  an  occipito-posterior  position.  In  two  cases,  the 
right  occipito-posterior  ;  in  one,  the  left.    In  one  of  these  cases,  the 
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head  presented  by  the  right  parietal  bone  before  the  pelvis  was 
opened.  Remembering  the  observation  by  many  obstetricians  that 
face  presentation  is  often  developed  out  of  occipito-posterior  positions, 
it  seems  to  me  rational  that  any  surgical  procedure  which  should  en- 
large the  oblique  diameters  of  the  pelvis,  and  which  naturally  favors 
the  descent  of  the  occiput  in  the  arc  of  the  pelvic  curve  lying  between 
the  sacro-iliac  joint  and  the  spine  of  the  pubes,  would  afford  rectifica- 
tion of  this  abnormal  presentation.  The  three  cases  of  occipito- 
posterior  position  following  symphyseotomy  were  readily  delivered 
without  injury  to  mother  or  child.  Obstetricians  are  familiar  with 
the  facility  with  which  faulty  presentations  of  the  head  and  shoulders 
may  be  remedied  when  two  conditions  are  present :  first,  complete 
anaesthesia  of  the  mother;  and  second,  a  pelvis  of  good  size  in  i:s 
oblique  diameters.  Reasoning  from  my  experience  in  the  cases  cited, 
these  conditions  are  present  after  symphyseotomy  and  were  the  spon- 
taneous progress  of  labor  in  this  presentation  to  fail,  I  should  much 
prefer,  if  the  pelvis  were  of  good  size  and  the  head  not  impacted,  to 
perform  podalic  version  ;  or,  if  the  head  were  impacted,  and  dispro- 
portion between  the  head  and  the  pelvis  sufficient  to  occasion  dif- 
ficulty in  labor  existed,  face  presentation  persisting,  I  should  hope 
for  a  favorable  result  from  symphyseotomy,  converting  the  face  into  a 
vertex  presentation  and  delivering  the  occiput  in  the  manner  most 
easily  available  after  the  pubic  joint  had  been  opened. 

General  Discussion  : 

Dr.  Murray  :  In  considering  the  management  of  face  presenta- 
tions I  think  the  first  point  and  the  vital  point  is  the  fact  that  the  face 
presentation  is  an  abnormality  and  the  first  thing  to  do  is  to  find  why 
that  abnormal  presentation  is  before  us.  I  consider  that  it  is  not  a 
mere  accident  from  the  position  of  the  uterus,  but  that  generally  it  is 
a  disproportion  between  the  size  of  the  head  and  the  diameter  of  the 
pelvis  ;  this  can  be  determined,  I  believe,  not  by  the  examination 
with  the  finger  but  by  the  examination  first  of  the  pelvis  and  sec- 
ondly by  the  palpation  of  the  head.  But  the  facts  obtained  by  the 
palpation  are  not  even  sufficient,  and  I  think  the  point  should  be  em- 
phasized which  was  brought  out  in  two  of  the  papers,  that  the  patient 
should  be  put  under  an  anaesthetic  and  the  hands  introduced  into  the 
pelvis,  so  that  we  can  determine  the  size  and  the  conformation  as  well 
as  the  diameters  and  also,  as  far  as  possible,  the  size  of  the  head. 
Besides  this  reason  for  the  introduction  of  the  hand,  I  believe  that 
another  and  one  of  the  best  reasons  is  that  with  the  hand  introduced 
52 
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we  have  immediately  the  means  of  rectification,  and  usually  the  recti- 
fication should  be  at  the  superior  strait.  Of  course  in  neglected  cases 
it  is  different.  Rectification,  however,  by  flexion,  is  not  always  the 
best  means  for  this  reason,  that  there  generally  is  a  disproportion  be- 
tween the  size  of  the  head  and  the  size  of  the  pelvis.  So  that  we 
should  consider,  when  we  have  our  hand  there,  whether  it  would  not 
be  better  to  proceed  to  version,  so  as  to  give  the  child  the  chance  of 
the  increased  diameters  in  the  delivery  of  each  case.  Not  necessarily 
to  immediately  deliver  the  child — to  extract — but  to  do  the  version 
so  as  to  allow  the  child  to  come  down  with  a  diminishing  diameter 
and,  furthermore,  in  a  position  most  favorable  to  delivery,  and  when 
we  turn  we  can  get  the  child  so  that  the  bi-polar  instead  of  the  bi-parie- 
tal  diameter  will  come  in  the  largest  diameter  of  the  pelvis,  and  save 
the  child  where  otherwise  it  would  be  lost.  A  spontaneous  delivery 
is  generally  only  possible  in  those  cases  where  the  cervix  dilates  itself. 
Where  there  has  been  mismanagement,  I  believe  Dr.  Davis  has  struck 
the  keynote  when  he  says  that  we  can  do  symphyseotomy  and  save 
the  child  ;  to  turn  in  a  great  many  of  those  cases  is  absolutely  impos- 
sible, if  the  water  has  been  out  for  a  long  time.  In  symphyseotomy 
we  certainly  can  get  a  very  great  increase  in  the  oblique  diameter  of 
the  pelvis.  In  the  occipito-posterior  position  we  can  in  some  cases 
attempt  by  forceps  the  change  or  the  extraction  of  the  head  without 
enlarging  the  diameter  of  the  pelvis.  Craniotomy,  of  course,  is  a  very 
easy  procedure  under  these  conditions  and  has,  as  one  of  the  speak- 
ers said,  no  mortality  as  a  general  rule;  but  unless  we  see  the  case 
very  early,  and  unless  there  is  some  complication,  abdominal  inter- 
ference is  not  necessary.  From  my  experience  and  the  experience  of 
other  friends  in  New  York  certainly  we  have  far  fewer  of  these  cases 
than  is  common  in  the  statistics  on  the  other  side,  especially  in  Ger- 
many. Next,  I  think  they  are  generally  neglected.  They  are  not 
diagnosticated  early,  and  I  must  say  that  the  mortality  has  been  very 
much  larger  in  regard  to  the  child  than  has  been  put  down  in  our 
works  ;  but  I  think  with  the  introduction  of  examination  by  hand, 
flexion,  inversion  and,  if  necessary  after  that,  symphyseotomy,  that 
we  can  certainly  reduce  the  mortality  in  these  cases  and  lead  to  a 
great  many  more  spontaneous  deliveries. 

Dr.  Fry  :  I  have  only  one  suggestion  to  make.  We  all  recognize 
the  treatment  in  these  cases  in  which  we  have  to  employ  interference, 
whether  manual  or  instrumental.  We  all  know  the  great  assistance 
that  is  derived  by  turning  on  the  genuflexed  position,  where  the  head 
can  easily  be  pushed  up  above  the  superior  strait  and  some  manipula- 
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tion  successfully  carried  out,  that  could  not  be  successfully  done 
otherwise.  But  the  great  trouble  with  the  genuflexed  position  in  ol> 
stetrical  work  is  that  we  lose  the  aid  of  anaesthesia,  which  is  necessary 
in  those  cases.  Now  I  have  tried,  and  probably  all  of  you  have  and 
know  the  difficulty  of  holding  a  woman  in  the  genuflexed  position. 
She  seems  to  be  like  a  centipede — all  the  legs  moving  at  the  same 
time — and  it  is  impossible  to  get  her  in  this  position  unless  you  have 
four  or  five  assistants.  The  suggestion  I  have  to  make  is  whether  it 
is  not  possible  to  manage  a  flexion  of  the  head  in  the  Trendelenburg 
posture,  used  so  much  now  .in  gynaecological  work.  I  had  a  case  in 
which  I  intended  to  use  this,  but  it  came  out  all  right.  It  occurred 
to  me  that  in  those  cases  we  could  get  a  great  deal  of  assistance  by 
another  position,  and  the  method  I  would  suggest  using,  and  it  can  be 
used  very  easily  in  the  lying-in  room,  would  be  to  take  an  ordinary 
chair,  the  head  elevated  by  a  pillow,  while  the  chair  is  turned  upside 
down,  and  you  could  let  the  patient  lie  down  with  the  legs  drawn  up 
over  the  chair.  .1  believe  that  this  would  aid  very  materially  in  the 
manipulation,  whether  in  a  flexion  of  the  head  manually  or  whether 
you  try  to  do  some  form  of  version.  I  will  also  say  that  I  was  sur- 
prised to  hear  Dr.  Reynolds's  statement  in  regard  to  his  method  after 
the  membranes  have  ruptured.  I  have  used  it  very  easily  before  the 
membranes  ruptured,  and  that  is  said  to  be  one  of  the  conditions 
necessary  to  success,  but  I  am  rather  surprised  to  hear  Dr.  Reynolds 
state  that  we  can  have  any  success  after  it.  Still,  I  am  glad  to  hear  it 
and  will  try  it.  The  other  point  that  has  been  brought  out  is  as  to 
the  performance  of  symphyseotomy  in  these  cases.  I  can  not  see 
what  value  symphyseotomy  would  be  in  mento-posterior  positions, 
though  it  might  be  in  mento-anterior,  because  the  difficulty  in  mento- 
posterior positions  is  not  that  the  oblique  diameter  is  contracted  but 
it  is  with  the  depth  of  the  posterior  pelvic  wall,  so  that  the  chin  may 
not  come  down  far  enough  to  be  rotated  anteriorly  ;  so,  as  perform- 
ing symphyseotomy  and  enlarging  the  oblique  diameter  is  not  going 
to  enlarge  the  depth  of  the  posterior  wall,  I  can  not  see  what  advan- 
tage would  be  gained  by  the  operation  for  these  positions. 

Dr.  Hanks  :  Formerly  I  have  had  considerable  to  do  in  the  line  of 
obstetrics  but  not  as  much  now,  and  the  rule  I  used  to  try  to  impress 
upon  young  men  in  face  presentations  was  this  :  if  the  chin  is  posterior 
and  the  forehead  anterior,  push  the  chin  up  and  push  the  occiput  down 
from  above.  When  the  chin  was  forward  and  the  forehead  back,  I 
would  at  least  undertake  the  genuflexion  position  and  the  elbow  position 
and  keep  them  in  that  position  until  the  heaviest  portions  of  the  child 
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had  rotated  around  and  you  had  got  the  opposite  position.  But  Dr. 
Lusk,  our  president,  has  forgotten  more  than  almost  any  of  us  ever 
knew  on  the  subject,  and  I  think  we  would  all  like  to  hear  what  he 

has  to  say. 

Dr.  Lusk  :  I  am  sorry  this  subject  has  had  so  little  interest  for 
the  Society  at  large.  We  all  know  how  few  men,  of  all  the  gynaecolo- 
gists, take  an  interest  in  obstetrics.  And  I  should  like  to  have  most 
of  them  know — the  matter  has  been  brought  out  so  clearly,  that  it  is 
not  an  easy  thing  to  flex  the  head  or  rotate  from  the  posterior  to  the 
front.  And  I  suppose  very  few  of  them  are  aware  that  if  the  chin  is 
in  a  transverse  angle  the  application  of  the  forceps  and  the  rotation  or 
flexion  of  the  head  is  very  difficult,  and  they  are  not  going  to  succeed. 
And  I  refer  to  this  especially  because  the  only  case  of  symphyseotomy 
I  performed  was  in  a  case  of  face  presentation  where,  before  the  doc- 
tors had  finished,  they  broke  the  child's  jaw,  cut  deep  gashes  in  the 
child's  head,  had  lacerated  and  torn  the  lower  segment  of  the  uterus, 
had  cut  holes  in  the  bladder  and  the  rectum  and  sent  the  patient  to 
the  Emergency  Hospital  in  a  dying  condition.  Now,  there  was  no 
real  expectation  of  rescuing  the  woman  by  performing  symphyseotomy, 
but  it  was  the  only  thing  I  could  do.  I  separated  the  symphysis,  and 
the  interesting  point  was  that  all  the  difficulty  of  attacking  the  head 
disappeared  as  soon  as  the  separation  of  the  symphysis  was  accom- 
plished, and  the  delivery  was  made.  Of  course  performing  symphys- 
eotomy does  not  cure  a  dying  woman  and  the  woman  died  within 
twenty-fours  hours  after  the  operation,  but  the  case  carried  with  it  a 
certain  amount  of  instruction. 

Dr.  Manx  :  I  would  like  to  say  just  a  word  on  the  subject,  be- 
cause I  hold  some  radical  views.  I  am  only  in  consultation  on  ob- 
stetrics and  therefore  the  cases  I  see  are  usually  bad,  but  I  have  seen 
a  good  many  cases  of  face  presentation,  and  my  experience  convinces 
me  that  nearly  all  of  them  can  be  treated  best  by  a  new  position 
of  the  head.  I  can  see  no  reason  why  every  case  of  face  presenta- 
tion can  not  be  presented  in  that  way.  The  face  presentation,  as 
has  been  stated,  is  abnormal.  The  labor  will  be  longer,  the  suf- 
fering greater  and  the  dangers  to  the  child  are  somewhat  increased 
in  cases  of  face  presentation.  They  may  get  through  all  right,  but  I 
think  that  all  will  admit  that  there  is  more  risk  in  a  face  presentation 
than  in  an  ordinary  presentation.  Now,  if  this  is  so,  should  we  not 
correct,  if  we  can  do  it  easily,  the  position  of  the  head  in  every  case 
as  soon  as  it  is  recognized,  provided  of  course  the  conditions  are 
possible,  and  I  believe  it  is  possible  in  almost  every  case.    An  old 
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prejudice  has  come  down  from  the  time  when  the  introduction  of  the 
hand  was  of  danger,  but  now  that  the  hand  is  properly  sterilized  I  do 
not  believe  that  its  introduction  is  of  any  danger.  I  think  that  every 
case  of  that  kind,  of  face  or  brow  presentation,  should  be  treated  by  a 
reposition  of  the  head.    I  have  done  it  a  great  many  times,  and  I  be- 
lieve it  is  a  very  simple  and  easy  thing  to  do.    Another  point  :  if  you 
get  the  mento-anterior  position,  Dr.  Reynolds  thinks  a  good  many  of 
these  cases  will  go  on  without  any  interference.    Undoubtedly  they 
will,  and  a  good  many  of  them,  after  they  have  gone  on  for  a  certain 
time  all  right,  will  develop  trouble.    I  believe  in  these  cases,  where 
we  have  gone  so  far  as  to  replace  the  head,  that  while  they  have  got 
the  occipto-posterior  we  should  take  that  head  around — it  is  only  a 
quarter  of  a  turn — and  we  should  make  it  an  occipito-anterior  posi- 
tion.   We  have  then  got  a  normal  presentation,  and  the  chances  for 
the  woman  and  the  child  are  as  good  as  they  can  be  under  any  cir- 
cumstances.   In  the  occipito-posterior  position  we  may  practically 
look  upon  it  as  an  impossible  labor.    There  are  a  few  cases  where 
they  have  been  terminated  without  interference,  but  they  have  been 
very  small  children  and  large  pelves.    It  can  not  terminate  spontane- 
ously under  ordinary  circumstances.    I  believe  that  in  these  cases 
every  one  of  them  should  be  treated  at  once  by  a  reposition  of  the 
head,  provided  you  can  do  it.    In  the  matter  of  the  posterior  posi- 
tion, I  think  due  credit  should  be  given  to  Dr.  Hallenstein,  of  Buffalo. 
He  wrote  a  paper,  advocating  the  postural  treatment.    He  advised 
putting  the  patient  in  the  genuflexed  position  before  replacement ;  he 
then  replaced  it  without  any  trouble  and  reported  a  large  number  of 
cases.    Now,  I  believe  we  can  accomplish  by  anaesthetics  the  same 
thing.    I  believe  that  in  that  position  you  accomplish  simply  this — that 
by  gravity  you  hold  the  child  away  from  the  pelvis  and  relax  the  muscles 
of  the  abdomen.   This  you  can  do  just  as  well  by  an  anaesthetic  as  you 
can  by  the  position.    You  paralyze  the  muscles  completely  by  the 
anaesthetic  and  get  no  resistance.    I  think  it  is  easy  to  see,  where  the 
head  is  well  down,  how  it  can  be  raised  up  where  you  have  complete 
anaesthesia.    Even  where  the  labor  has  gone  on  to  the  second  stage  I 
have  been  able  to  raise  the  child  up  in  the  pelvis  and  to  replace  the 
position. 

Dr.  Reynolds  :  The  first  point  to  which  I  wish  to  reply  is  that  of 
symphyseotomy,  which  has  been  spoken  of  by  most  of  the,  speakers 
since  my  paper  was  read.  I  did  not  mention  symphyseotomy  at  all, 
for  the  reason  that  I  had  ruled  out  from  my  paper  the  consideration 
of  deformed  pelves,  which  seem  to  me  to  form  the  chief  indication 
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for  symphyseotomy.  I  can  not  believe  that  symphyseotomy  could 
ever  be  indicated  in  uncomplicated  face  labor,  unless  in  the  treatment 
of  persistently  posterior  positions  within  the  pelvis.  As  regards  the 
application  of  symphyseotomy  to  long  neglected  cases,  I  do  not  think 
that  it  has  yet  been  shown  that  symphyseotomy  is  such  a  harmful 
proceeding  as  to  make  it  justifiable  for  the  sake  of  saving  a  child 
whose  vitality  is  already  seriously  compromised,  and  I  think  there  are 
but  few  long-neglected  cases  in  which  the  vitality  of  the  child  has  not 
been  seriously  compromised.  I  had  rather  sacrifice  a  few  such  chil- 
dren than,  as  yet,  perform  symphyseotomy.  With  regard  to  Dr.  No- 
ble's statement  that  I  had  recommended  version  in  anterior  positions 
of  the  chin  after  the  water  had  escaped,  I  would  say  that  there  are 
cases  in  which  version  can  be  gotten  easily  after  water  has  escaped  ; 
in  severe  cases  the  application  of  the  forceps  to  the  anterior  chin 
will  be  easier,  I  feel  sure,  and  one  must  leave  intermediate  cases  to 
the  judgment  of  the  individual  in  each  individual  case.  As  to 
what  Dr.  Noble  said  in  regard  to  my  use  of  the  word  "  conserva- 
tive,'' I  quite  agree  with  him.  The  use  of  the  word,  as  made  in 
my  paper,  was  an  abuse  of  the  English  language  and  I  shall  be 
most  happy  to  correct  it.  Dr.  Murray  speaks  of  the  introduction 
of  the  hand  into  the  uterus  for  determining  the  relation  to  the 
pelvis.  I  believe  that  the  introduction  of  the  hand  or  half 
hand  within  the  pelvis  up  to  the  pelvic  brim  is  the  only  way  in 
which  safe  information  as  to  the  shape  and  size  of  the  pelvis 
and  its  relation  to  the  child  can  possibly  be  obtained.  Dr.  Fry 
speaks  with  surprise  at  my  referring  to  external  version  as  being  pos- 
sible after  rupture  of  the  membranes.  If  I  remember  rightly,  what  I 
said  was  that  bipolar  version  was  easy  if  performed  under  anaesthesia 
in  some  cases  immediately  after  the  rupture  of  the  membranes.  I 
have  certainly  seen  a  number  of  cases  where  it  was  used.  I  would 
never  undertake  it  where  sufficient  time  had  elapsed  to  permit  retrac- 
tion of  the  uterus.  There  are  quite  a  number  of  cases  where  with 
the  hand  in  the  vagina  and  two  fingers  passed  through  the  os,  a  foot 
can  be  seized  and  brought  to  the  os,  and  the  child  then  turned  with 
the  traction  on  the  foot.  Dr.  Mann  failed  to  understand  me  in  regard 
to  occipito-posterior  positions.  I  meant,  and  think  I  did  most  dis- 
tinctly say,  that  in  my  opinion  cases  of  occipito-posterior  position, 
accompanied  by  an  anterior  position  of  the  chin,  should  always  be 
rotated  and  delivered  by  forceps  and  version.  I  am  very  much 
pleased  to  see  that  the  point  about  which  I  wrote  my  paper  is  that 
adopted  by  every  one  who  has  spoken,  namely,  that  early  manual 
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flexion  of  the  head  is  a  trifling  operation.  I  believe  heartily  that  it 
would  be  better  to  adopt  the  rule  of  doing  manual  flexation  in  each 
and  every  case  of  face  labor,  than  to  adopt  a  rule  which  leads  us  to 
wait  too  long  ;  but  I  do  believe  that  there  is  quite  a  considerable 
proportion  of  face  labor  in  which  the  chin  is  anterior  and  the  head 
not  too  large  for  the  individual  pelvis,  in  which  an  expectant  course 
of  treatment  is  better  than  manual  flexation,  but  I  believe  that  the 
obstetrician  should  be  capable  of  detecting  those  cases,  or  if  he  makes 
a  mistake  in  thinking  he  is  in  the  presence  of  one  of  those  cases,  in 
correcting  the  mistake  early  enough  to  be  able  still  to  do  a  manual 
flexation. 

Dr.  Noble  :  I  would  like  to  speak  about  one  matter,  and  that  was 
a  point  made  by  Dr.  Davis  as  to  symphyseotomy.  The  last  symphys- 
eotomy I  did  was  in  a  brow  case,  and  it  was  almost  a  face  case,  and 
one  in  which  the  forceps  had  failed  to  deliver,  in  which  version  had 
been  attempted  and  had  likewise  failed,  where  delivery  was  perfectly 
simple  after  symphyseotomy. 

Dr.  Davis  :  I  rise  to  a  word  of  explanation.  I  asked  Dr.  Harris 
whether  symphyseotomy  had  been  done  in  face  presentation,  not  in 
neglected  cases,  not  as  a  last  resort,  but  whether  it  had  been  'deliber- 
ately chosen.  He  replied  that  to  his  knowledge  symphyseotomy  had 
not  been  elected  as  a  procedure  in  cases  of  face  presentation.  The 
case  reported  by  our  distinguished  president  certainly  is  one  where 
symphyseotomy  was  done.  Now,  the  point  I  make  is  this  :  It  is  much 
better  to  enlarge  the  pelvis  where  a  disproportion  exists  between  the 
head  and  the  pelvis.  You  may  have  a  pelvis  of  average  size,  but  if 
you  have  a  head  so  much  larger  than  the  pelvis  that  it  can  not  enter 
the  pelvis  in  the  normal  maximum  of  face  presentation  it  is  much 
better  to  enlarge  that  pelvis  by  the  comparatively  simple  procedure 
of  symphyseotomy,  allow  the  head  to  descend,  rectify  the  position  of 
the  head  by  manual  flexion,  and  then  turn  the  head  and  engage  by 
the  forceps. 

The  President  :  I  only  reported  that  case  as  showing  what  could 
be  accomplished  by  symphyseotomy.  # 

The  Society  then  adjourned  until  the  evening,  at  8.30  p.  M. 
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The  meeting  reconvened  at  8.30  o'clock. 

Abstract  of  a  paper  e?ititled 

THE  ABUSE  OF  TRACHELORRHAPHY. 
By  W.  R.  Pryor,  M.  D.,  New  York. 

This  paper  deals  with  lacerations  which  have  existed  some  time 
and  not  with  trachelorrhaphy  performed  during  the  puerperium. 

After  mentioning  the  various  conditions  of  the  uterus  for  which 
trachelorrhaphy  is  performed,  the  author  considers  each  separately. 
Superficial  folliculitis  (erosions)  he  attributes  not  to  the  tear  but  to 
the  presence  of  a  purulent  discharge  running  over  the  cervix  and  to 
the  pathogenic  cocci  in  the  cervical  canal  or  uterine  cavity.  He 
argues  that  erosions  are  found  only  when  there  are  cocci  present, 
whether  there  be  laceration  of  the  cervix  or  not,  and  that  a  cure  of 
the  causative  lesion  without  trachelorrhaphy  will  cure  the  erosion. 
Jn  regard  to  cervical  hypertrophy  he  states  that  it  as  often  exists  be- 
fore labor  as  after,  although  pregnancy  of  course  increases  the  size  of 
an  hypertrophied  cervix.  Clean  lacerations  of  an  hypertrophied  cer- 
vix he  states,  not  only  do  not  cause  increased  growth  but  the -con- 
trary condition.  In  support  of  this,  he  cites  the  atrophy  following 
the  incisions  of  Sims  and  Simpson  on  the  nulliparous  uterus  and 
those  of  Diihrssen  on  the  parturient  organ.  He  advises  against  the 
uniting  of  the  hypertrophied  lacerated  cervical  lips  and  recommends 
amputation  by  the  method  of  either  Schroder  or  Simon.  He  ridi- 
cules those  who  perform  trachelorrhaphy  for  sterility,  calling  their 
attention  to  the1  fact  that  they  cut  open  the  cervix  in  young  women 
for  that  condition  and  sew  up  the  cervix  in  mothers  for  the  same 
reason. 

Subinvolution  he  believes  to  be  due  to  causes  other  than  lacera- 
tion of  the  cervTx  :  such  as  the  woman's  general  condition  and  espe- 
cially the  character  of  her  labor.  Subinvolution  is  not  seen  to  follow 
Duhrssen's  incisions  and  is  not  as  common  in  the  primipara  as  in  the 
nullipara,  other  conditions  being  the  same.  Interstitial  folliculitis 
(cystic  degeneration)  he  believes  more  often  results  from  infection 
from  a  torn  cervix  than  from  the  effect  of  a  mere  mechanical  separa- 
tion of  cervical  fibers.  In  view  of  the  intimate  relationship  which 
this  condition  bears  to  epithelial  infiltration,  he  strongly  condemns 
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all  efforts  made  to  unite  tissues  at  the  seat  of  this  change  and  advises 
amputation  of  the  diseased  structure. 

The  "  reflex  effects  "  of  laceration  of  the  cervix  he  does  not  be- 
lieve in  except  to  a  most  limited  degree,  and  then  in  women  only  in 
whom  any  peripheral  lesion,  no  matter  how  simple,  will  start  up  a 
neuritis. 

Cancer  of  the  uterus,  he  believes,  in  no  wise  arises  from  laceration 
of  the  cervix.  He  ascribes  cervical  cancer  to  the  rapid  develop- 
mental changes  and  as  sudden  retrograde  processes  occurring  in  an 
embryonic  tissue  on  the  border  of  a  transition  of  one  form  of  epithe- 
lium to  another.  He  rejects  totally  the  irritation  theory  as  a  cause 
of  cancer,  believing  a  tendency  to  it  is  inheritable  and  that  the  im- 
mediate cause  are  the  changes  incident  to  child-bearing.  Trachelor- 
rhaphy has  no  effect  in  decreasing  uterine  cancer  for,  from  1881  to 
1893,  cancer  of  the  uterus  has  increased  from  0.96  per  cent,  to  1.10 
per  cent,  of  all  female  deaths.  In  these  twelve  years  literally  thou- 
sands of  11  preventive  "  trachelorrhaphies  have  been  performed  in 
New  York,  and  yet  cancer  is  increasing.  In  women  who  have  a 
hereditary  right  to  cancer  and  who  present  any  of  the  lesions  of  the 
cervix,  interstitial  or  glandular,  he  advocates  the  removal  of  the  en- 
tire cervix. 

He  defines  a  pathological  laceration  in  a  cervix  not  diseased  as 
one  of  such  severity  and  degree  as  to  implicate  the  circular  fibers  of 
the  cervix  sufficiently  to  cause  a  modification  in  the  shape  or  position 
of  the  uterus.  A  tear  to  do  this  must  sever  most  of  the  sphincter 
fibers  of  the  cervix  at  one  or  more  points,  and  this  constitutes  a  true 
extra-peritoneal  rupture  of  the  uterus. 

The  various  lesions  found  associated  with  lacerated  cervix  he 
would  treat  by  curettage  and  amputation  of  the  cervix,  singly  or  com- 
bined. 

He  finds  that  women  and  animals  who  assume  habitually  the  erect 
posture  have  uteri  very  much  alike  ;  thick  walls,  stout  cervices  and 
comparatively  few  lymphatics.  This  is  necessary  because  the  uterus 
must  maintain  its  shape  and  position  by  the  integrity  of  its  own  walls, 
and  provision  must  be  made  against  the  premature  escape  of  the 
foetus.  Thus  the  cervix  is  merely  a  sphincter  muscle.  In  animals 
who  keep  the  horizontal  position  no  such  requirements  of  structure 
are  needed  ;  hence  the  uterine  walls  are  thin,  there  is  no  cervix  and 
the  lymph  streams  are  of  great  size.  In  the  former  class  the  blood  of 
rut  and  menses,  the  placenta  and  the  decidual  tissues,  are  discharged 
externally.    In  the  latter  class,  the  blood  of  rut,  the  placenta  and  de- 
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cidual  tissues  are  absorbed.  Not  only  in  women  but  in  erect-walking 
monkeys  and  in  bats  the  cervix  is  torn  in  labor,  and  in  the  former 
granulations  and  erosions  have  been  observed. 

The  cervix  being  such  as  it  is,  some  laceration  is  physiological 
and  the  degree  of  tear  is  approximately  directly  in  ratio  to  the  amount 
of  cervical  tissue.  Woman  should  bear  a  child  soon  after  her  uterus 
has  become  physiologically  active,  that  is  in  her  early  youth.  At  that 
time  her  cervix  is  small  and  whatever  tear  of  its  fibers  takes  place 
will  be  sufficient  to  prevent  that  hypertrophic  elongation  we  see  in 
primiparae  and  will  make  subsequent  labors  easy.  But  inasmuch  as 
women,  at  the  present  time,  do  not  bring  forth  young  until  the  middle 
of  their  menstrual  lives,  they  come  to  their  labors  with  dense  hyper- 
trophied  cervices  and  weak  uterine  muscles.  These  cervices  must 
tear  to  allow  the  escape  of  the  foetus.  The  greater  the  hypertrophy 
and  the  rigidity  of  the  tissue  the  more  the  necessity  for  the  tear. 

The  tear  is  essential  to  the  woman's  safety.  If  it  did  not  occur,  it 
is  inconceivable  that  the  lochia  could  have  free  egress.  He  admits 
that  the  laceration  is  a  pathological  condition  ;  but  it  is  a  beneficent 
lesion  occurring  in  a  pathological  tissue.  Trachelorrhaphy  is  not  in- 
dicated to  again  unite  these  diseased  structures* 

He  believes  that,  where  this  operation  is  sufficient,  no  operation 
at  all  is  indicated,  for  trachelorrhaphy  can  make  a  cervix  similar  to 
that  of  the  primipara  only  when  the  tear  is  physiological.  When  the 
tear  is  pathological  or  associated  with  the  lesions  mentioned,  then 
trachelorrhaphy  is  improper  and  a  more  radical  operation  is  needed. 
He  would  perform  trachelorrhaphy  for  haemorrhage  only  occurring  at 
the  time  of  labor  and  for  that  other  rare  form  of  tear  occurring  in  a 
normal  cervix  which  he  calls  extra-peritoneal  rupture  of  the  uterus. 

The  conditions  for  which  trachelorrhaphy  is  now  done  he  subjects 
to  Schroder's  operation  of  amputation. 

Discussion. 

Dr.  Byford  :  Mr.  President,  I  would  like  to  say  one  word,  and 
that  is  that  I  agree  with  the  speaker  entirely  that  ordinary  laceration 
should  not  be  united.  It  should  be  united  for  disease.  I  think  the 
principle  lies  in  this  :  A  small  laceration  needs  no  operation  ;  a  deep 
laceration  exposes  the  deeper  connective  tissue  and  that  should  be 
united  at  labor,  not  for  the  purpose  of  strengthening  the  uterus  but 
more  particularly  for  closing  up  the  septic  surface,  which  is  liable  to 
become  infected  and  this  be  followed  by  permanent  results.    That  is 


The  American  Gy?icecological  Society. 


779 


the  reason  for  trachelorrhaphy  and  therefore  it  should  be  done  imme- 
diately. 

Dr.  Baldy  :  I  can  agree  with  the  last  speaker  in  so  far  as  to  state 
that  the  operation  should  be  done  for  disease,  but  I  can  not  follow 
him  in  his  subsequent  steps.  Disease  in  the  vast  majority  is  due  to 
the  local  condition — that  is,  when  the  laceration  occurs  the  surface  is 
probably  healthy.  It  becomes  subsequently  diseased  from  exposure 
to  the  secretions  of  the  vagina  which  accumulate  there  ;  there  is  a 
turning  out  of  the  mucous  membrane  which  was  never  meant  to  be 
exposed  to  acid  secretions.  The  disease  is  kept  up  by  the  condition 
which  is  local  in  the  vagina,  and  it  seems  to  me  perfectly  reasonable 
that  we  restore  that  mucous  membrane  again  to  its  inclosed  cavity 
and  we  can  with  proper  care  render  our  surfaces  perfectly  aseptic 
and  get  firmer  union.  I  believe  very  firmly  that  an  ordinary  lacera- 
tion of  the  cervix  should  not  be  repaired,  any  more  than  a  woman's 
ear  that  is  torn  by  a  heavy  ear-ring.  But  the  indication  of  ever- 
sion  and  erosion  is  always  an  indication  to  me  for  the  repair  of  the 
cervix. 

Dr.  Noble:  Dr.  Pryor  is  certainly  revolutionary  enough  in  his 
teaching.  It  is  a  very  striking  statement  that  it  is  a  normal  thing  for 
a  woman  to  have  laceration  of  the  cervix.  It  does  not  seem  to  me 
that  it  is  normal.  And  moreover,  if  it  is  normal,  a  great  many  women 
are  abnormal  in  the  fact  that  they  do  not  have  the  laceration.  There 
were  a  number  of  statements  in  Dr.  Pryor's  paper  which  I  think  are 
antagonistic  -to  facts.  One  of  these  wras  in  relation  to  cancer  in 
negroes.  Some  years  ago  it  was  believed  that  negroes  never  had  can- 
cer, but  that  undoubtedly  is  an  erroneous  opinion.  I  think  some  few 
years  ago,  when  the  question  was  up  for  discussion,  some  of  the 
health  officers  in  Charleston,  S.  C,  reported  the  statistics  of  the  city, 
and  there  was  as  large  a  proportion  of  cancer  among  the  negroes  as 
among  the  whites.  Another  statement  which  I  think  is  open  to  criti- 
cism is  that  of  the  relation  between  bearing  a  large  number  of  children 
and  cancer.  Most  women  are  married  and  most  married  women  have 
a  number  of  children  ;  therefore,  more  women  have  cancer  who  have 
had  a  number  of  children  than  women  who  have  not  had  them,  be- 
cause the  number  of  the  former  women  is  very  much  greater.  Is  it  a 
well-known  fact  that  old  maids  have  cancer  of  the  cervix  ?  .  I  think 
that  view  has  not  sufficient  evidence  in  support  of  it,  and  I  do  not 
think  it  bears  examination.  I  am  certain  that  the  pathologists  do  not 
accept  that  view.  I  agree  entirely  with  Dr.  Pryor  that  in  certain 
cases  it  is  wiser  to  amputate  than  to  sew  up  the  lacerated  cervix.  In 
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my  opinion  those  cases  are  the  ones  in  which  the  amount  of  infiltra- 
tion is  large. 

Dr.  Baker  :  I  was  interested  in  the  striking  paper  of  Dr.  Pryor 
and  while  he  was  reading  it  I  was  trying  to  find  some  common  ground 
that  I  could  meet  him  upon.  I  believe  that  when  we  remove  sepsis 
from  the  puerperal  site  we  shall  find  little  difficulty  from  the  lacerated 
cervix  ;  we  shall  find  that  the  pathological  conditions  found  in  the 
ordinary  case  of  laceration  of  the  cervix  will  not  present  themselves 
and,  therefore,  will  not  come  in  for  this  treatment.  But  this  is  not 
the  class  we  find.  We  find  that  these  pathological  conditions  have 
followed  from  laceration  of  the  cervix,  and  we  find  that  the  opera- 
tion does  relieve  them ;  most  of  us  have  so  much  success  in  the  per- 
formance of  this  operation  and  the  relief  of  those  symptoms,  that 
we  will  be  inclined  still  to  follow  that  line  of  treatment.  In  regard 
to  the  extent  of  laceration  which  must  occur  to  allow  those,  patho- 
logical conditions  to  follow,  and  which  will  demand  a  trachelorrhaphy, 
there  seems  to  be  some  difference  of  opinion.  My  own  experience 
teaches  me  that  a  tear  extending  to  or  beyond  the  crown  of  the 
cervix  is  likely  to  be  followed  by  eversion  and  the  other  pathological 
changes  and  that  that  cervix  will  require  an  operation,  whether  it  be 
from  one  or  both  sides.  I  can  not  agree  with  Dr.  Pryor  in  his  state- 
ment that  it  is  the  case  that  every  cervix  is  torn  with  the  first  baby. 
I  have  seen  more  than  one  case  that  I  think  would  have  taxed  the 
skill  of  the  best  observer  to  tell  whether  there  had  been  a  child  born, 
or  that  there  had  been  the  slightest  appearance  of  a  lacerated  cervix. 
I  think  that  the  influence  of  the  neglected  tears  is  certainly  very 
great  in  the  relief,  or  rather  in  putting  off  or  doing  away  with  the 
necessity  of  any  future  operation  of  a  severe  nature  such,  for  instance, 
as  the  amputation  of  a  portion  of  the  cervix  ;  and  if  I  approved  of 
the  operation  for  no  other  cause  than  to  diminish  the  chances  of  that 
cervix  having  a  development  of  mucous  disease  subsequently,  I  should 
certainly  perform  it  in  every  operation  where  there  was  the  slightest 
infraction  of  the  cervix. 

Dr.  Gordon  :  Unless  the  uterus  is  very  large,  unless  we  have  a 
very  large  cervix,  in  doing  the  operation  we  are  apt  to  close  the  canal 
so  much  that  we  do  not  get  proper  drainage,  and  I  have  seen  a  great 
many  instances,  even  where  the  most  careful  curetting  was  done, 
where  the  uterus  was  thoroughly  washed  out  with  bichloride  solution, 
where  pure  carbolic  acid  was  applied  thoroughly  around  inside,  in 
which  the  canal  was  so  much  closed  that  the  drainage  did  not  take 
place — and  the  result  was  that  pyosalpinx  followed  a  great  many  of 
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those  operations.  In  the  last  year  I  have  operated  on  two  cases  for 
pus-tubes,  where  I  have  no  question  whatever  that  the  causing  of  the 
pus-tubes  was  due  to  the  closing  of  the  canal  of  the  cervix,  so  that 
the  women  did  not  get  proper  drainage  after  menstruation.  Xow, 
while  I  do  not  agree  with  Dr.  Pryor  fully  in  regard  to  its  never  being 
done,  although  I  think  that  there  are  a  great  many  cases  requiring  it, 
I  do  think  that  the  profession  has  been  too  prone  to  operate  on  every 
lacerated  cervix.  I  do  not  quite  agree  with  him  that  it  is  a  normal 
condition  for  a  woman  to  have  a  lacerated  cerv  ix.  You  all  remember 
very  well  that  Emmet  taught  that  no  case  of  cancer  of  the  cervix 
ever  came  in  a  woman  who  had  not  been  pregnant.  I  remember  in 
my  early  days  that  it  occurred  to  me  after  hearing  that  statement  that 
if  there  was  ever  a  laceration  I  did  not  see  why  they  did  not  advise 
trachelorrhaphy  in  every  single  case.  I  once  asked  Dr.  Emmet  the 
question.  He  had  a  way  of  sitting  down  on  men  when  he  wanted  to 
and  he  never  gave  me  a  very  satisfactory  answer.  He  only  said  :  "  Well, 
if  the  operation  is  properly  done  I  would  advise  it."  Xow,  I  believe 
we  are  doing  a  great  deal  of  harm  with  trachelorrhaphy.  In  the  first 
place,  we  are  operating  on  a  cervix  which  is  altogether  too  small  anyway. 
You  take  away  almost  all  there  is  left  of  it.  But  I  do  believe  that  in 
those  cases  where  there  is  an  extensive  laceration,  that  by  thoroughly 
draining,  by  curetting,  and  by  thoroughly  applying  pure  carbolic  acid 
and  then  making  trachelorrhaphy,  we  do  an  immense  amount  of  good  ; 
because  with  trachelorrhaphy  well  done  we  will  get  a  great  reduction 
in  the  size,  will  leave  the  cervix  very  soft,  and  a  future  labor  will  go 
on  as  well  as  if  nothing  had  been  done. 

Dr.  Prvor  :  I  will  not  reply  to  some  of  Dr.  Xoble's  remarks.  In 
regard  to  the  negroes  in  the  South  not  having  cancer,  I  will  say  that 
they  have  it  only  when  they  have  white  blood.  There  is  practically 
no  place  for  trachelorrhaphy.  The  good  that  we  get  from  it  is  gained 
from  that  amount  of  amputation  which  is  done  with  the  other  opera- 
tion. Trachelorrhaphy  is  a  harmful  operation  and  what  good  is 
gained  from  it  can  be  obtained  more  rapidly  and  speedily  by  some 
form  of  amputation. 
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Abstract  of  a  paper  entitled 

MYOMECTOMY   AS    A    SUBSTITUTE    FOR  HYSTEREC- 
TOMY. 

By  E.  C.  Dudley,  A.  M.,  M.  D.,  Chicago,  III. 

The  author  opens  his  paper  with  a  reference  to  the  special  objec- 
tion to  the  use  of  hysterectomy,  as  an  indication  for  uterine  fibro- 
mata, that  this  procedure  deprives  the  woman  of  her  reproductive 
function,  and  he  asks  whether  we  should  not  endeavor  to  find  a  sub- 
stitute for  this  operation,  at  least  in  a  certain  proportion  of  cases, 
which  will  be  efficacious  without  unsexing  the  patient.  He  refers 
to  the  vaginal  operation  for  intra-uterine  and  submucous  tumors  and 
to  the  operation  of  Kraske  through  the  sacrum,  but  limits  the  useful- 
ness of  the  latter,  at  best,  to  the  removal  of  tumors  situated  in  the 
posterior  uterine  wall  near  the  plane  of  the  os  internum. 

The  special  object  of  this  paper,  however,  is  the  preservation  of 
the  reproductive  organs,  whenever  practicable,  in  the  treatment  of 
uterine  myomata  by  laparotomy.  Five  years  ago  the  author  reported 
to  the  Chicago  Gynaecological  Society  a  case  he  operated  upon  in  St. 
Luke's  Hospital. 

After  the  opening  of  the  abdomen,  the  tumor  was  enucleated,  and 
the  cavity,  from  which  the  tumor  had  been  removed,  was  stitched  into 
the  abdominal  wound  by  means  of  catgut  sutures,  which  approximated 
the  edges  of  the  visceral  peritonaeum  covering  the  uterus  to  the  mar- 
gins of  the  parietal  peritonaeum  around  the  abdominal  wound,  i.  e.,  the 
uterine  wound  was  united  all  around  to  the  abdominal  wound  after 
Yolkmann's  method  in  abscess  of  the  liver.  The  steps  of  this  opera- 
tion are  as  follows  :  A  rubber  ligature  is  first  applied  around  the 
uterus  below  the  plane  of  the  os  internum,  in  order  temporarily  to 
control  haemorrhage  ;  the  peritonaeum  over  the  tumor  is  then  split  and 
the  latter  shelled  out  of  its  bed.  When  this  is  done,  the  margins  of 
the  uterine  wound  are  drawn  firmly  up  into  the  abdominal  opening 
by  forceps  in  the  hands  of  assistants  and  the  rubber  ligature  is  loos- 
ened only  sufficiently  to  discover  the  mouths  of  cut  vessels  in  the  bed 
of  the  tumor.  These  are  quickly  secured  by  forceps  and  tied  with 
catgut.  If  the  parenchymatous  bleeding  is  still  marked,  or  even  in 
all  cases  where  the  wound  is  large,  the  author  sews  the  surface 
across  by  a  continuous  stitch  in  a  sort  of  quilting  process,  which 
has   the   double  effect  of  controlling   this   haemorrhage   and  also 
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of  materially  contracting  the  wound.  If  this  does  not  entirely 
control  bleeding,  then  the  uterine  arteries  should  be  tied  ;  but 
he  considers  isolated  and  separate  ligature  of  these  arteries  as 
preferable  to  tying  en  masse.  In  one  of  his  recent  cases,  the  tumor 
cavity  in  a  thin-walled  uterus  extended  deeply  into  the  organ.  He 
ligated  on  either  side  en  masse  by  passing  the  ligature  from  a  point 
inside  the  tumor  cavity  out  to  a  point  in  front  of  the  broad  ligament, 
through  this  ligament  below  the  uterine  artery  back  again  into  the 
tumor  cavity,  from  a  point  on  the  other  side  of  the  broad  ligament. 
He  claims  an  advantage  in  this  method  of  tying  in  that  it  confines 
the  ligature,  for  the  most  part,  to  the  bed  of  the  tumor  and  leaves  the 
peritonaeum  clear.  After  haemostasis  has  been  secured,  the  rubber 
ligature  around  the  cervix  is  removed  and  the  edges  of  the  uterine 
wound  are  stitched  to  the  margins  of  the  lower  part  of  the  abdominal 
incision.  He  advises  the  interlocking  of  these  securing  sutures,  as  in 
the  links  of  a  chain,  for  the  better  attainment  of  accurate  approxima- 
tion of  the  opposing  surfaces,  consequent  adequate  union  and  the 
exclusion  of  sepsis  from  the  abdominal  cavity.  Before  closure  of  the 
abdominal  wound,  the  uterus  is  steadied,  by  means  of  a  hand  placed 
behind  and  under  it  and  the  tumor  bed  is  tightly  packed  with  a  strip, 
several  inches  wide,  of  borated  gauze,  instead  of  iodoform  or  bichloride 
gauze  from  whose  use  the  author  has  seen  two  almost  fatal  cases  of 
poisoning.  This  packing  secures  hsemostasis  and  drainage  of  the 
wound.  The  rest  of  the  abdominal  incision  is  then  closed  in  the 
usual  manner.  Dr.  Dudley  advises  the  non-removal  of  the  packing 
until  the  end  of  a  week,  because  the  sudden  contraction  of  the  emptied 
cavity  may  cause  a  separation  of  the  fresh  adhesion  between  the  ab- 
dominal wall  and  uterus,  leaving  a  communication  between  the  peri- 
toneal cavity  and  the  tumor  cavity.  His  second  case  died  owing  to 
this  cause.  His  only  other  fatal  case  in  five  years'  use  of  this  method 
was  from  slow  haemorrhage  of  five  days'  duration.  In  this  case  the 
uterine  arteries  should  have  been  tied  at  the  time  of  operation. 

During  the  first  two  years  since  the  report  of  his  first  case,  Dr. 
Dudley  performed  the  operation  he  advocates  but  a  limited  number 
of  times  owing  to  discouragement  on  account  of  the  two  fatal  cases 
already  mentioned,  but  during  the  past  three  years  he  has  performed 
it  about  twenty-five  times  with  no  fatal  result.  Although  he  removed 
the  appendages  in  the  majority  of  these  cases,  he  deprecates-  this,  as 
often  unnecessary,  and  urges  the  conservation  of  the  uterine  function, 
which  is  dependent  upon  the  integrity  of  the  appendages,  whenever 
possible. 
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The  following  classes  of  cases  are  given  where  myomectomy  should 
be  supplemented  by  removal  of  the  appendages  : 

1.  Where  these  organs  are  rhe  seat  of  such  disease  as  would  de- 
mand their  removal  under  other  conditions. 

2.  "Where  the  enucleation  of  the  tumor  or  tumors  has  so  injured 
the  uterus  as  to  render  it  incapable  of  performing  its  functions,  espe- 
cially where  the  injury  is  such  as  to  cause  cicatricial  atresia  of  the 
uterine  ends  of  the  Fallopian  tubes.  This  injury  might  affect  the 
tube  on  one  side  only. 

3.  Where  the  uterus  contains  an  additional  myoma  so  inaccessible 
as  to  make  enucleation  extra-hazardous. 

Where  the  walls  of  the  tumor  cavity  are  thin  the  author  frequently 
divides  them  on  either  side  at  a  point  near  the  junction  of  the  Fallo- 
pian tube  with  the  uterus  ;  the  tubes  and  ovaries  are  then  tied  off  in 
the  usual  manner  and  their  stumps  drawn  inside  the  tumor  cavity  and 
stitched  there  ;  the  lateral  incisions  are  then  closed  with  catgut  sutures 
tied  on  the  inside  of  the  tumor  cavity  ;  thus  leaving  as  small  a  part 
as  possible  of  any  suture  in  the  peritoneal  cavity.  This  procedure  is 
only  practicable  when  the  walls  of  the  cavity  are  thin  and  the  mes- 
entery of  the  appendages  lax,  but  it  makes  the  operation  extra-peri- 
toneal. The  anatomical  results  of  the  operation  after  recovery  are 
nearly  identical  with  that  of  ventro-fixation.  The  objections  to  it 
are  a  somewhat  prolonged  convalescence  and  the  possible  develop- 
ment of  another  myoma,  if  the  appendages  are  left.  In  a  large 
proportion  of  cases,  however,  the  reproductive  functions  may  be 
preserved. 

Dr.  Senn  has  recently  applied  the  principle  of  the  author's  method 
to  the  performance  of  hysterectomy,  a  useful  modification  where,  in 
cases  of  multiple  myomata,  enucleation  of  the  tumor  and  preservation 
of  the  uterus  are  impracticable.  This  modification  consists  in  dis- 
secting off  the  peritoneal  and  subperitoneal  structures  from  the  tumor 
and  uterus  well  down  to  and  reflected  over  the  cervix  ;  this  he  calls  a 
''peritoneal  cuff."  The  cervix  is  constricted  by  means  of  a  rubber 
ligature,  and  the  denuded  corpus  uteri  with  its  tumor  is  removed. 
The  "peritoneal  cuff"  is  now  stitched  to  the  abdominal  wound  after 
the  method  described  in  Dr.  Dudley's  operation,  and  the  stump  con- 
stricted by  the  rubber  ligature  sloughs  out  in  a  few  days. 

The  author  suggests  the  advantage  of  applying  this  principle  also 
to  Csesarean  section,  as  being  probably  safer  than  the  usual  intra- 
peritoneal method  of  suture  and  also  because,  in  case  of  subsequent 
pregnancy,  the  uterine  cavity  could  be  reached  directly  from  the  ab- 
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dominal  wall  without  the  necessity  and  danger  of  entering  the  peri- 
toneal cavity. 

Finally,  Dr.  Dudley  decries  any  wish  to  suggest  his  operation  as 
an  exclusive  one  but  insists  upon  the  frequent  necessity  of  a  radical 
operation  for  uterine  myomata.  He  urges  the  importance,  however, 
of  conservatism  in  the  treatment  of  the  reproductive  organs  in  uterine 
fibromata,  when  feasible,  and  believes  that  the  method  here  presented 
will  often  accomplish  this  purpose. 

Dr.  Clement  Cleveland  moved  that  the  discussion  on  Dr.  Dud- 
ley's paper  be  postponed  until  after  hearing  the  president's  address 
to-morrow.    Motion  seconded  and  carried. 

Abstract  of  a  paper  entitled 

INTRA.— LIGAMENTOUS   AND  RETROPERITONEAL 
TUMORS  OF  THE   UTERUS  AND  ITS  ANNEXA. 

Bv  William  H.  Wathen,  M.  D.,  Louisville. 

The  author  said  that,  while  parovarian  cysts  and  retroperitoneal 
myomata  of  the  uterus  and  its  muscular  processes  have  nothing  in 
common  in  their  aetiology,  he  would  include  both  kinds  of  tumors, 
because  the  technique  of  the  operation  for  their  successful  removal  is 
practically  identical.  With  few  exceptions  cysts  that  unfold  the  lay- 
ers of  the  broad  ligament  and  burrow  deeply  into  the  pelvis  and  retro- 
peritoneal connective  tissue,  often  developing  nearly  a  continuity  in 
relation  to  other  structures,  arise  from  remnants  of  the  mesonephros 
in  the  para-oophoron.  Either  the  cystic  or  solid  tumor  may  separate 
the  peritonaeum  anteriorly  and  lie  in  front  of  it,  attached  to  the  blad- 
der, fascia  and  muscles  of  the  abdominal  wall,  the  separation  some- 
times being  so  extensive  that  it  may  be  possible  to  reach  the  tumor 
and  enucleate  it  through  a  median  incision  between  the  pubes  and 
the  umbilicus  without  wounding  the  peritonaeum.  The  separation 
however  is  usually  from  the  posterior  pelvic  and  abdominal  walls  ; 
the  tumor  having  passed  beneath  Douglas'  sac  uniolds  the  mesorec- 
tum,  mesocolon  or  mesentery  of  the  small  intestine  ;  or,  passing  under 
the  appendix,  the  caecum  or  the  ascending  colon,  lies  between  them 
and  the  abdominal  walls.  The  blood-vessels  that  cause  the  most 
haemorrhage  in  enucleation  are  confined  mainly  to  the  capsule  and 
these  vessels  are  sometimes  huge  sinuses,  and  especially  is  this  true 
when  the  tumor  has  unfolded  the  mesentery  of  the  rectum,  the  colon 
or  the  intestine. 
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After  reporting  live  illustrative  cases,  he  said  :  No  one  should  at- 
tempt the  removal  of  intraligamentous  or  retroperitoneal  tumors  who 
is  not  familiar  with  the  normal  relations  of  every  pelvic  and  abdomi- 
nal viscera  and  the  relations  that  these  tumors  may  sustain  to  sur- 
rounding tissues ;  otherwise  he  is  at  sea  without  a  compass  and  the 
immediate  and  subsequent  results  of  his  work  will  be  bad.  He  should 
know  that  these  tumors  are  mainly  supplied  with  blood  from  the 
ovarian  and  uterine  arteries  and  that  successful  enucleation  depends 
largely  upon  a  correct  ligation  of  these  vessels. 

The  dangers  of  the  operation  which  should  be  anticipated  are  : 

1.  Haemorrhage  from  separated  adhesions,  from  the  capsule  of 
the  tumor,  from  the  denuded  surface  of  a  myoma,  from  injury  to  the 
spermatic  and  uterine  arteries,  the  iliac  arteries  and  veins  and  infe- 
rior vena  cava. 

2.  Wounding  the  ureters,  the  bladder  and  the  intestines. 

The  results  of  the  operation  depend  mainly  upon  controlling  haem- 
orrhage and  successful  enucleation.  To  prevent  injury  to  a  ureter 
that  may  be  in  front  of  the  tumor  it  is  best  to  incise  the  capsule  and 
introduce  ligatures  parallel  to  the  abdominal  wound  ;  and  in  incising 
the  capsule  avoid  large  vessels.  Haemorrhage  will  be  greatly  lessened 
by  careful  enucleation  close  to  the  cyst  wall  or  the  substance  of  the 
myoma,  thus  pushing  the  vessels  in  the  capsule  and  in  the  connective 
tissue  away  from  the  tumor  without  wounding  them.  If  the  spermatic 
arteries  have  previously  been  ligated  near  the  uterus  and  near  the 
pelvic  walls,  the  enucleation  may  sometimes  be  completed  without 
wounding  a  vessel  large  enough  to  cause  troublesome  haemorrhage — 
in  fact  it  may  be  possible  in  some  cases  by  enucleating  close  to  the 
tumor  and  the  uterus  to  perform  total  hysterectomy  without  ligating 
the  uterine  arteries,  they  being  pushed  aside  and  left  in  the  pelvis 
uninjured.  Great  care  must  be  observed  in  separating  the  tumor 
from  the  bladder  and  the  intestines,  otherwise  these  organs  may  be 
wounded  or  the  coats  so  injured  that  sloughing  may  result,  and  wrhen 
the  enucleation  has  reached  the  prevertebral  space  careful  dissections 
must  be  made,  always  hugging  the  tumor,  and  avoiding  the  ureters  or 
deep-seated  vessels.  As  gum  tubing  can  not  be  used  in  many  of  these 
cases  haemorrhage  may  be  controlled  by  forceps,  separate  ligation, 
ligation  en  masse  or  a  continuous  suture  ;  and  haemorrhage  from  the 
substance  of  a  soft  cavernous  myoma  may  be  controlled  by  firm  gauze 
under  pressure  or  ligation  en  masse,  the  ligature  being  introduced  deep 
the  bleeding  vessels  with  a  long  curved  needle. 

Forceps  should  be  so  shaped  as  to  be  readily  applied  to  any  part 


The  American  Gynecological  Society. 


787 


of  the  separated  capsule,  and  the  surface  of  the  blades  should  be  com- 
paratively smooth  and  the  edges  so  rounded  as  not  to  cause  haemor- 
rhage by  cutting  through  the  thin  and  fragile  walls  of  the  vessels.  He 
presented  two  forceps  of  his  own  device  that  well  illustrated  this 
point.  Adhesions  should  be  separated  if  possible  between  forceps 
and  ligatures.  The  cyst  should  be  tapped  before  enucleation  is  be- 
gun and  when  this  is  done  the  caliber  of  the  vessels  in  the  capsule 
contracts. 

If  hysterectomy  is  necessary  total  extirpation  is  preferable,  for  we 
can  not  get  sero-serous  union  over  the  uterine  stump,  and  unless  this 
can  be  done  the  cervix  ought  to  be  removed.  If  it  can  be  done  it  is 
best  to  ligate  the  uterine  arteries  outside  of  the  ureter  before  they  give 
off  branches  that  supply  the  upper  part  of  the  vagina  and  cervix  ; 
otherwise  ligate  them  close  to  the  cervix  to  prevent  injury  to  the 
ureters.  The  patient  should  be  in  the  Trendelenburg  position  so  that 
the  different  structures  and  their  relations  maybe  seen  as  we  proceed. 
There  is  no  fixed  opinion  or  uniform  practice  in  the  treatment  of  the 
sac  cavity.  It  is  drained  through  the  vagina ;  through  the  abdominal 
walls,  with  or  without  suturing  the  capsule  to  the  abdominal  wall ; 
or  it  is  not  drained  at  all.  If  haemostasis  has  been  nearly  perfect 
and  the  operation  as  well,  aseptic  drainage  is  not  necessary  and  then 
in  total  extirpation  the  vaginal  vault  should  be  closed  by  interrupted 
sutures.  He  closed  his  paper  by  quoting  an  extract  from  a  letter  of 
Dr.  Bantock  upon  the  methods  and  advantages  of  suturing  the  sac 
cavity  in  the  abdominal  wound  and  of  draining  with  a  glass  tube. 

On  motion,  the  discussion  of  Dr.  Wathen's  paper  was  postponed 
until  after  the  president's  address.  N 

Abstract  of  a  paper  entitled 

FATAL   NAUSEA  AXD  VOMITING  OF  PREGNANCY, 
WITH  REPORT  OF  CASES. 

By  Edward  P.  Davis,  A.  M.,  M.  D.,  of  Philadelphia. 

Dr.  Davis  said  thai  in  1888,  Graily  Hewitt,  of  London,  an  Hon- 
orary Fellow  of  this  Society,  contributed  a  paper  on  Severe  Vomiting 
during  Pregnancy,  in  which  he  drew  attention  to  anteflexion  and  im- 
paction of  the  uterus  as  conditions  concerned  in  their  causation.  He 
reported  three  cases  of  fatal  nausea  and  vomiting  of  pregnancy,  in  two 
of  which  conditions  described  by  Dr.  Hewitt  were  present,  and  in  one 
a  pathologic  condition  of  interest  and  rarity  was  observed.    He  de- 
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sired  also  to  call  attention  to  clinical  signs  of  value  in  the  prognosis, 
as  indicating  a  dangerous  condition.    The  clinical  histories  are  as 

follows  : 

Case  I. — Mrs.  A.,  a  widow,  had  been  treated  several  months  for 
chronic  gastritis.  A  physician  saw  her  in  consultation,  confirmed  the 
diagnosis  and  approved  the  treatment.  A  medical  student  suggested 
disease  of  the  pelvic  organs  and  that  a  vaginal  examination  be  made. 
He  was  called  in  consultation  by  the  physician  in  charge.  Her  con- 
dition was  one  of  emaciation,  rapid  feeble  pulse,  offensive  breath, 
sordes,  sunken  glassy  eyes  and  vomiting  of  her  food  together  with 
coffee-ground  material. 

She  complained  of  substernal  pain.  Her  intellect  was  clouded, 
although  usually  her  mind  was  clear.  Vaginal  examination  revealed 
a  retroverted  uterus  enlarged  several  times  the  usual  size  and  the  cer- 
vix was  exceedingly  soft.  The  finger  entered  the  cervical  canal  but 
found  the  internal  os  closed.  Twenty-four  hours  after  this  she  was 
removed  to  the  Philadelphia  Polyclinic ;  a  tampon  of  carded  wool 
was  placed  beneath  the  uterus  and  the  patient  was  carefully  fed  by 
rectal  injections  and  stimulated  hypodermically.  The  uterus  was 
readily  raised,  and  its  altered  position  gave  the  patient  no  increased 
distress.  Her  vomiting  ceased,  she  retained  food  given  by  the  rec- 
tum and  also  very  small  quantities  of  food  taken  by  the  mouth.  The 
tampon  was  removed,  the  fundus  of  the  uterus  brought  higher'in  the 
pelvis  and  sustained  by  a  packing  of  gauze.  Her  general  condition 
grew  worse,  purpuric  spots  appeared  upon  the  body,  sordes  increased, 
low  delirium  supervened  and  she  died  apparently  from  exhaustion. 

There  was  no  post-mortem  examination.  The  size  and  shape  of 
the  uterus  and  its  consistence  were  those  of  pregnancy  advanced  sev- 
eral months,  and  a  close  examination  of  the  history  of  the  case  sup- 
ported this  view.  The  points  of  clinical  interest  in  the  case  were  the 
coffee-ground  vomit  and  profound  disorganization  of  the  blood,  as 
evidenced  by  extensive  purpuric  areas. 

Case  II. — That  of  a  woman,  aged  thirty  years,  who  was  first  seen 
two  years  ago  and  who  suffered  from  dysmenorrhoea,  acccmpanied  by 
anteflexion  and  prolapse  of  the  uterus.  She  experienced  relief  by  the 
use  of  wool  tampons.  She  passed  out  of  observation  and  came  to  his 
notice  again  in  October,  1893,  stating  that  she  had  suffered  from  abor- 
tion and  that  she  was  then  pregnant  about  two  weeks.  He  afterward 
learned  that  granular  degeneration  of  the  cervix  had  been  present, 
with  a  greatly  softened  and  patulous  os  uteri  and  extreme  anteflexion. 

In  addition  to  the  usual  discomfort  of  early  pregnancy,  she  suffered 
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from  severe  nausea,  vomiting,  straining  and  retching.  Various  reme- 
dies were  given,  in  addition  to  a  carefully  regulated  diet. 

The  above  symptoms  grew  worse  together  with  substernal  pain 
and  coffee-ground  vomit.  She  failed  to  appreciate  her  condition,  re- 
fused a  vaginal  examination  and  sent  for  Dr.  Greenbank,  to  whom  he 
is  indebted  for  notes  of  the  case  until  he  saw  the  patient  in  consulta- 
tion before  her  death.  Her  temperature  was  subnormal,  her  pulse 
remaining  below  100,  her  condition  exceedingly  variable,  substernal 
pain,  occurring  in  the  early  evening,  being  especially  severe.  She 
finally  allowed  a  vaginal  examination,  when  marked  anteiexion  with 
prolapse  of  the  uterus  were  found.  The  examination  increased  the 
distress.  She  secured  a  house  and  a  trained  nurse.  Her  pulse  grad- 
ually increased  in  frequency  and,  at  the  end  of  the  thirteenth  week  of 
pregnancy,  rose  above  100. 

At  the  end  of  the  fourteenth  week  he  saw  her  in  consultation  with 
Dr.  Anna  Broomall  ;  her  pulse  was  120,  temperature  normal,  tongue 
slightly  coated  and  she  was  but  little  emaciated.  The  uterus  was 
antefiexed,  the  fundus  low,  the  lower  segment  impacted  in  the  pelvis. 
Under  partial  anaesthesia  the  uterus  was  raised  and  the  vagina  tam- 
poned. Slight  and  excessive  substernal  pain  was  present.  The  day 
following  the  replacing  of  the  uterus  her  symptoms  were  aggravated. 
On  the  second  day  following  the  first  consultation  the  uterus  was 
found  higher.  On  the  next  day  he  suggested  dilating  the  cervix,  and 
Dr.  Broomall  suggested  washing  out  the  stomach.  The  patient  was 
put  under  chloroform  and  both  operations  were  done.  The  internal 
os  was  very  rigid  but  was  dilated  so  as  to  admit  the  index  finger. 
The  following  night  vomiting  ceased  and  it  was  the  most  comfortable 
one  for  weeks.  Her  pulse  was  130,  her  temperature  990.  In  the 
afternoon  her  temperature  rose  to  1010.  At  6  p.m.,  a  chill  occurred, 
with  temperature  102. 6°.  This  was  followed  by  syncope  from  which 
the  patient  slowly  rallied.  Pain  and  haemorrhage  supervened,  and  he 
saw  the  patient  at  n  p.  m.  She  was  excessively  weak,  but  conscious, 
and  complaining  of  labor-pains  only.  Her  vomiting  and  substernal 
distress  had  entirely  ceased.  By  request  it  was  decided  to  terminate 
the  abortion  at  once.  She  was  stimulated  by  hypodermic  injections, 
and  under  chloroform  the  foetus  was  quickly  removed,  the  uterus  thor- 
oughly curetted  with  the  blunt  douche-curette,  packed  with  iodo- 
form gauze  and  carried  well  up  into  the  pelvis.  There  was  no  haem- 
orrhage. She  rallied  from  the  anaesthetic,  became  conscious  but  died 
in  syncope  shortly  afterward. 

Post-mortem  by  Dr.  W.  M.  L.  Coplin  sixteen  hours  after  death. 
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Color  of  the  body  yellow  ;  conjunctivae  clear  ;  mucous  membrane 
reddish.  Slight  subcutaneous  oedema  universally  present.  Rigor 
mortis  well  marked,  except  on  the  abdominal  walls  which  were  flac- 
cid. Body  not  entirely  cold.  An  incision  was  made  from  the  tip  of 
the  sternum  to  the  pubes.  Subcutaneous  and  subperitoneal  fat  was 
abundant,  firm  and  yellow.  The  omentum  was  fat,  containing  fatty 
masses  along  the  colon.  The  fundus  uteri  was  one  inch  below  the 
umbilicus.  The  peritonaeum  and  intestines  were  normal.  Both  tubes 
and  ovaries  showed  no  gross  evidence  of  disease.  The  uterus  was 
slightly  cedematous  to  pressure.  Spleen  normal.  Both  kidneys  were 
flabby  in  consistence,  and  the  cortex  stained  bright  yellow.  The  liver 
normal. 

The  uterus,  tubes  and  ovaries  were  removed.  Longitudinal  sec- 
tion of  the  entire  uterus  was  made  through  the  anterior  wall.  The 
uterus  was  distended  with  gauze  and  was  dark  purpiish-red  in  color, 
its  sinuses  filled  with  soft  currant-jelly-like  masses,  not  clotted.  On 
the  posterior  wall,  on  a  line  extending  between  the  orifices  of  the  Fal- 
lopian tubes,  a  transverse  line  resembling  scar-tissue  could  be  seen. 
The  internal  os  had  been  dilated  but  was  excessively  resistant,  re- 
sembling gristle.  The  placenta  had  been  attached  over  the  fundus 
and  the  orifice  of  the  left  tube ;  a  small  portion  of  the  placenta  re- 
mained adherent.  No  other  portions  of  the  ovum  or  appendages  re- 
mained in  the  uterus.  The  uterus  had  evidently  been  curetted  and 
practically  emptied.  No  evidence  of  injury  to  the  organ  from  dilata- 
tion or  curetting  could  be  detected.  On  the  anterior  and  posterior 
walls  of  the  cervix  were  areas  of  fibrous  tissue,  excessively  firm,  re- 
sembling that  extending  transversely  across  the  posterior  surface.  In 
dilating  the  uterus  these  tissues  had  expanded  more  laterally  than 
antero-posteriorly,  although  careful  examination  failed  to  reveal  evi- 
dence of  injury  to  them. 

The  stomach  was  long,  narrow,  filled  one  half  with  fluid;  areas  of 
thrombosis  were  visible  along  its  greater  curvature.  It  was  ligated 
and  removed  unopened.  The  diaphragm  was  punctured,  and  an  ef- 
fort were  made  to  remove  the  heart  by  inserting  the  hand  into  the 
chest.  The  heart  was  excessively  friable.  The  valvular  apertures 
admitted  two  fingers  ;  no  evidence  of  atheroma  was  present.  The 
heart-substance  was  dark-red.  very  flabby  and  tore  easily.  The  pleu- 
rae were  smooth,  non-adherent  and  tough.  The  lungs  were  collapsed 
and  contained  air  in  portions  ;  the  substance  was  normal.  One  lung 
was  removed  and  examined.    The  pancreas  was  apparently  normal. 

Especially  noteworthy  was  the  condition  of  the  blood,  which  was 
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fluid,  dark  currant-jelly-like  in  color  and  without  clots.  No  ante- 
mortem  clot  was  found  in  the  sinuses  of  the  uterus.  Also  remarkable 
was  the  flabby  condition  of  the  heart,  kidneys,  spleen  and  uterus, 
and  the  stained  appearance  of  the  parenchyma  of  all  the  viscera ;  this 
staining  was  with  a  dark  currant-jelly-like  fluid. 
The  patient  died  a  cardiac  death. 

A  close  examination  of  the  uterus  revealed  an  exceedingly  inter- 
esting condition  of  the  cervix  ;  it  consisted  of  dense  connective  tissue 
arranged  in  whorls  and  containing  two  cysts,  one  an  inch  and  a  quar- 
ter in  diameter,  filled  with  yellowish  fluid  containing  free  small  ovoid 
non-nucleated  cells.  A  very  interesting  phenomenon  shown  in  mi- 
croscopic sections  of  the  kidneys  is  the  presence  of  hyaline  casts  in 
situ,  which  are  freely  distributed  throughout  these  organs. 

Referring  to  the  notes  of  the  patient's  condition  during  the  last 
two  weeks  of  her  life,  we  find  that  albumin  and  hyaline  casts  were 
found  in  considerable  quantities. 

In  reviewing  this  case,  he  desires  to  call  attention  to  the  marked 
anteflexion  of  a  uterus  whose  neck  was  composed  of  dense  con- 
nective tissue  containing  cysts  ;  its  impaction  against  the  symphy- 
sis, and  the  excessive  tenderness  of  the  pelvic  tissues  were  certainly 
irritant  cause  enough  for  reflex  vomiting.  The  haematin- staining  of 
the  tissues,  the  fatty  degeneration  so  extensively  present,  and  the 
great  softening  of  the  heart-muscle,  point  to  fatal  anaemia.  This  fatty 
degeneration  was  largely  responsible  for  the  fact  that  the  patient 
seemed  but  .  little  emaciated,  and  this  appearance  of  nutrition  was 
urged  by  one  of  the  physicians  in  the  case  in  support  of  a  favorable 
prognosis. 

Case  III. — Mrs.  X.,  a  primigravida,  was  seen  in  consultation  at 
the  request  of  Dr.  Loux,  of  Philadelphia.  Prior  to  Dr.  Loux's  attend- 
ance she  had  been  treated  by  a  homoeopath.  She  was  not  excess- 
ively emaciated.  Her  pulse  varied  from  100  to  120  ;  her  tempera- 
ture was  not  above  990,  At  night  she  suffered  from  substernal  pain, 
nausea  and  vomiting.  Vaginal  examination  revealed  the  uterus  ante- 
flexed  and  low  in  the  pelvis  but  not  impacted.  Various  remedies 
had  been  given  including  a  carefully  arranged  dietary.  The  vomitus 
had  been  streaked  with  coffee-ground  material  for  two  days.  He 
agreed  with  Dr.  Loux  that  the  cervix  be  dilated,  and  that  if  this  was 
not  followed  by  immediate  improvement  the  uterus  be  curetted  and 
packed  with  gauze  as  soon  as  possible.  The  husband  called  another 
physician  who  adopted  an  expectant  plan  of  treatment.  The  patient 
grew  rapidly  worse  and  died  of  exhaustion. 
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In  these  cases,  their  chief  significance  lies  in  the  fatal  condition 
of  anaemia  which  was  present.  The  literature  of  pernicious  anaemia  in 
pregnant  and  puerperal  patients  affords  abundant  illustrations  of 
serious  impairment  of  the  blood,  sometimes  accompanied  by  ulcer  of 
the  stomach  (Leube  and  Fleisch,  Virchoivs  Archives,  lxxxiii,  1124). 
Atrophy  of  the  gastric  mucous  membrane,  often  associated  with  hy- 
pertrophied  polypoid  villi,  is  not  infrequently  seen  in  pernicious  anae- 
mia, in  cases  in  which  pain  and  coffee-ground  vomit  are  familiar 
symptoms.  The  condition  of  the  heart  may  be  partially  responsible 
for  the  substernal  pain,  while  changes  in  the  marrow  of  the  bones  of 
the  thorax  are  thought  by  some  to  produce  it  (myelogenic  leukaemia). 
The  substernal  distress  of  which  these  patients  complain  may  be  con- 
sidered as  a  reflex  from  a  uterus  in  a  pathologic  condition. 

He  finally  concludes  that  the  whole  danger  of  nausea  and  vomit- 
ing lies  in  the  production  of  pernicious  anaemia.  When  this  is  once 
established  the  uterus  should  be  emptied.  Replacing  and  retention 
by  tampons  suffice  only  for  mild  cases. 

Discussion  on  Dr.  Davis's  Paper. 

Dr.  H.  P.  C.  Wilson  :  I  believe  that  in  every  case  of  obstinate 
vomiting  in  pregnancy  a  vaginal  examination  should  be  made,  and  I 
think  in  a  great  many  cases  the  symptoms  can  be  relieved  by  some- 
times very  simple  manipulation,  where  the  uterus  is  anteflexed  or 
where  it  is  retroflexed.  The  raising  of  the  uterus  into  position  and 
supporting  it  will  check  the  obstinate  vomiting  in  very  many  cases. 
In  some  cases,  where  there  is  a  cystic  degeneration  of  the  cervix, 
where  the  cervix  has  been  lacerated,  we  find  that  a  free  opening  of 
the  cysts  will  diminish  the  irritation  so  much  as  to  relieve  the  vomit- 
ing. I  am  closely  reminded  of  a  case  that  occurred  twenty  years  ago, 
where  I  was  called  in  consultation  to  see  a  lady  who  had  been  vomit- 
ing for  six  months  with  such  a  constant  flow  of  blood  that  she  was 
anaemic.  It  was  decided  that  the  woman  certainly  could  not  live  over 
three  months  longer  and  we  unanimously  agreed  that  the  only  thing 
to  be  done  was  to  produce  an  abortion  in  order  to  save  her  life.  It  fell 
to  me  to  produce  the  abortion,  which  was  done,  the  woman  got  well 
and,  after  some  local  treatment  to  the  uterus,  was  in  comparatively 
good  health.  Some  five  or  six  months  afterward  she  conceived  again, 
and  in  a  little  while  ensued  the  same  symptoms  as  before.  She  con- 
sulted me  and  I  at  once  insisted  on  a  vaginal  examination.  I  found 
the  uterus  eroded,  raw,  the  blood  oozing  from  the  cervix  and  a  num- 
ber of  cysts  present,  which  I  opened ;  then  I  made  an  application  to 
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the  eroded  cervix  and  to  the  canal  of  chromic  acid,  which  stopped 
the  bleeding  and  the  nausea,  and  the  woman  went  on  to  term  natu- 
rally. I  am  satisfied  that  if  I  had  examined  her  uterus  in  the  preg- 
nancy in  which  I  produced  the  abortion,  I  would  have  stopped  it  as  I 
did  in  the  second  case.  I  think  in  all  cases  of  obstinate  vomiting  in 
pregnancy  we  should  insist  upon  a  vaginal  examination. 

Dr.  Gehruxg  :  I  have  had  an  opportunity  of  seeing  a  good  many 
cases  of  this  severe  and  pernicious  vomiting,  and  in  many  of  those 
cases  I  found  anteflexion  present.  By  replacing  the  uterus  manually 
and  sustaining  it  by  a  pessary  I  succeeded  in  relieving  some  cases  in- 
stantaneously and  others  at  a  longer  time.  I  remember  one  case 
where  I  found  this  condition  present  in  which  I  sustained  the  uterus 
by  a  pessary.  She  went  home,  took  her  dinner  and  never  vomited 
afterward.  About  a  year  afterward  I  saw  her  again,  when  she  was  in 
the  same  condition  of  pernicious  vomiting ;  the  same  thing  was  re- 
peated with  the  same  result.  But  this  will  not  always  take  place.  I 
have  been  called  to  a  case,  for  instance,  where  the  pernicious  vomit- 
ing had  gone  on  for  two  months  ;  the  patient  was  fed  for  three  weeks 
by  the  bowels,  as  she  could  not  retain  anything  in  the  stomach,  and 
she  was  very  much  emaciated.  I  elevated  the  womb  and  very  soon 
succeeded  in  getting  it  over  from  the  pelvic  cavity  and  sustaining  it 
by  a  pessary.  As  soon  as  I  succeeded  in  elevating  it  the  vomiting 
ceased,  the  patient  began  to  eat  and  improved  considerably.  About 
the  eighth  day  after  the  womb  had  been  so  replaced  and  the  vomiting 
had  ceased,  "the  patient  had  an  attack  of  blindness  and  her  eyesight 
never  returned.  The  blindness  was  the  result  of  starvation,  or  the 
pernicious  anaemia  had  taken  hold  of  the  patient  to  such  an  extent 
that  the  nervous  system  had  given  way>  the  remedies  were  too  late 
'and  the  nerve  starvation  caused  blindness. 

Dr.  Reynolds  :  I  was  much  interested  in  Dr.  Davis's  paper  as 
bringing  out  two  points  which  1  have  long  noticed  and  of  which  I 
have  been  convinced  :  first,  that  there  are  a  large  proportion  of  cases 
of  the  really  dangerous  vomiting  in  pregnancy  in  which  careful  ex- 
amination of  the  uterus  discloses  some  abnormity  or  structural 
alteration  of  the  womb,  such  as  the  cyst  Dr.  Davis  exhibits  in  his 
drawing.  It  has  been  my  experience  that  when  such  structural  altera- 
tions abound  the  patients  almost  always  do  demand  abortion  in  the 
end,  and  I  do  not  hesitate,  on  finding  a  structural  alteration  in  the 
uterus  in  the  face  of  severe  vomiting,  to  do  the  abortion  then  and 
there  and  get  the  patient  through.  Secondly,  I  was  interested  in  the 
conclusion  he  drew  in  regard  to  anaemia.    How  much  anaemia  may 
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explain  the  condition  I  do  not  know,  but  I  am  sure  that  in  cases  of 
nausea  and  vomiting,  which  are  progressing  toward  a  fatal  termina- 
tion, there  comes  a  time  when  the  aspect  of  the  patient  changes  and, 
if  the  case  is  to  be  saved,  the  abortion  must  be  done  soon.  I  believe 
that  the  minor  means,  which  so  often  give  relief,  do  so  while  the  pa- 
tient is  still  in  fair  condition,  when  the  line  has  not  been  reached 
where  the  absorptive  function  has  been  lost,  where  the  kidneys  have 
not  as  yet  failed  in  their  functional  work,  where  the  blood  is  still  in 
condition  to  carry  on  the  patient's  vitality,  and  when  that  somewhat 
indescribable  time  comes  when  minor  measures  must  be  laid  aside 
and  when,  if  the  patient  is  to  be  saved  by  an  abortion,  she  must  be 
saved  by  an  immediate  one.  My  own  rule  is  that  when  the  appear- 
ance of  malnutrition  and  anaemia  is  great,  when  the  urinary  secretion 
is  unsatisfactory,  when  the  patient  is  progressively  losing  strength  in 
spite  of  rectal  feeding,  and  when  the  pulse  has  reached  one  hundred 
and  twenty,  to  drop  expectant  treatment  and  to  produce  the  abortion. 
I  think  there  is  no  line  of  gynaecological  work  in  which  statistics  show 
a  larger  number  of  patients  lost  than  in  the  treatment  of  the  vomiting 
of  pregnancy  and  I  think  it  is  largely  due  to  the  impression  that 
the  abortion  should  be  postponed  too  long.  In  the  cases  I  have  been, 
called  to  see  after  the  favorable  time  had  passed  by,  abortion  has  done 
little  more  than  precipitate  the  fatal  result. 

Dr.  Engelmann  :  I  have  been  interested  in  that  subject  in  con- 
nection with  neuroses,  and  I  have  never  yet  found  it  needs  an 
expectant  treatment.  I  see  no  reason  for  it.  I  believe  that  local 
remedies  or  a  local  interference  will  give  relief  if  it  is  to  be  had,  and 
there  is  no  need  of  losing  time.  If  it  gives  relief  it  will  give  it  at 
once,  and  it  is  relief  of  that  pressure  created  by  congestion,  by  indu- 
ration, by  disease  of  tissue,  by  a  compression  of  nerve  filaments  in 
some  way  ;  if  we  can  relieve  them  by  rectifying  the  position,  by  a 
dilatation  or  incision  of  the  cervix,  we  will  have  relief  at  once.  Of 
course,  unless  it  is  too  late,  we  can  readily  try  that  and,  if  that  fails, 
the  removal  of  the  ovum  may  be  accomplished  at  once. 

Dr.  \V.  Gill  Wylie  :  Some  years  ago  I  had  quite  an  interesting 
subject  and  worked  up  Copeland's  method,  which  pointed  out  that 
dilatation  would  give  relief  in  many  cases.  By  use  of  the  steel  dilator, 
a  great  majority  of  cases  could  be  saved.  Given  a  case  where  a 
woman  has  suffered  with  nausea  and  vomiting,  by  treating  the  uterus 
any  subsequent  nausea  and  vomiting  can  be  avoided.  In  other 
words,  if  you  take  the  woman  in  the  early  stages,  along  about  two 
months  from  when  the  nausea  first  begins,  if  you  will  give  her  some- 
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thing  to  reach  the  congestion,  will  correct  the  position  of  the  cervix 
by  dilating,  you  will  cure  a  great  majority.  I  believe  that  in  seventy- 
five  per  cent,  of  the  cases  the  pathological  local  condition  that  starts 
the  vomiting  is  induration  from  some  disease  of  the  cervix,  which  can 
be  so  treated  as  to  nullify  its  effects  ;  many  of  those  cases,  taking 
them  even  when  they  were  pretty  extreme,  I  have  succeeded  in  re- 
lieving almost  at  once  by  a  dilatation.  The  trouble  is  that  the  dilata- 
tion that  is  done,  half  the  time,  is  not  done  properly — that  is,  it  is  not 
carried  far  enough  to  soften  the  whole  of  the  cervix.  It  must  be  di- 
lated up  to  the  internal  os.  All  bands  must  be  thoroughly  stretched 
and,  if  you  take  the  primipara  and  dilate  thoroughly  the  os,  so  that 
you  can  introduce  your  index  finger  up  to  the  first  joint  easily,  I  think 
in  four  cases  out  of  five  the  nausea  and  vomiting  will  be  stopped  if 
taken  before  the  third  month. 

Dr.  Manx  :  I  had  a  case,  a  short  time  ago,  which  illustrates  the 
difficulty  of  determining  the  cause  of  these  symptoms.  I  was  called  to 
see  a  woman  thirty-five  years  of  age,  who  had  been  married  seven 
weeks  and  had  spent  six  in  vomiting.  She  was  in  pretty  bad  condi- 
tion ;  the  doctor  had  tried  everything  and  had  failed.  I  made  a  care- 
ful pelvic  examination.  I  could  find  nothing  wrong.  I  determined, 
however,  to  try  the  method  of  dilatation,  as  I  had  previously  had 
good  results  from  it.  I  therefore  dilated  until  I  could  pass  my  finger 
up  to  the  internal  os  easily.  The  cervix  was  fully  dilated  but  there 
was  no  relief.  As  things  were  going  from  bad  to  worse,  I  dilated  still 
farther.  Alter  I  got  the  foetus  and  placenta  out,  I  found  a  fibroid  as 
large  as  a  hen's  egg  attached  to  the  wall  of  the  uterus  on  one  side. 
It  was  situated  low  down  behind  so  that  I  could  not  have  felt  it,  but 
undoubtedly  that  was  the  starting-point  of  the  irritation  which  caused 
the  vomiting,  and  any  means  which  might  have  been  taken  would 
have  failed  necessarily  in  such  a  case  as  that.  I  think  a  mistake  is 
often  made  in  waiting  too  long.  I  think  everything  should  be  tried 
and  the  child  should  have  a  chance  but,  when  things  are  going  from 
bad  to  worse  continuously  and  the  woman  is  getting  very  weak,  I 
think  we  ought  to  interfere.  Of  course  it  is  exceedingly  difficult  to 
draw  the  line  at  which  we  should  interfere,  and  that  is  where  the 
skilled  judgment  comes  in. 

Dr.  Jewett  :  I  have  always  looked  for  lesions  in  these  cases  and 
was  struck  by  the  number  of  cases  in  which  I  could  find  them.  With 
regard  to  the  treatment,  Dr.  Wylie  has  alluded  to  the  value  of  dilata- 
tion. I  have  practiced  dilatation  in  several  cases,  saturating  the 
cervix  with  cocaine.    It  has  given  me  more  satisfactory  results  than 
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any  other  treatment.  A  striking  example  of  the  benefit  of  dilatation 
occurred  under  my  observation  a  few  years  ago  in  a  case  of  vomiting 
near  term.  Vomiting  was  persistent.  The  patient  vomited  every  few 
minutes  and  had  done  so  for  several  days.  We  therefore  decided  to 
dilate  the  cervix  ;  the  moment  the  dilatation  was  well-established,  the 
vomiting  ceased  and  did  not  return.  With  regard  to  a  great  many  of 
these  cases,  there  is  so  much  danger  and  so  great  difficulty  in  deter- 
mining when  it  is  safe  to  let  the  case  go  longer,  that  my  rule  is  to 
keep  upon  the  safe  side  and  operate  soon  enough.  I  do  not  think  the 
patient  should  be  allowed  to  go  too  long. 

Dr.  Wilson  inquired  whether  there  were  any  cases  of  abortion 
produced  by  dilatation. 

Dr.  Wylie  replied  that  there  was  only  one  and  that  was  where  the 
patient  did  not  remain  quiet  and  had  besides  a  complete  retroversion 
and  flexion,  which  he  thought  were  the  cause.  But  to  get  success 
with  dilatation  it  was  best  to  do  it  early  and  to  do  it  thoroughly  ;  if 
an  effect  could  not  be  obtained  by  one  or  two  dilatations,  he  believed 
of  course  abortion  should  be  brought  on. 

Dr.  A.  P.  Dudley  :  It  has  been  my  misfortune  to  have  had  five 
such  cases  in  my  professional  work  as  are  under  discussion,  and  in 
those  five  cases  two  were  primiparae  and  three  were  women  who  had 
borne  children  before.  The  primiparous  cases  were  found  by  exam- 
ination to  be  suffering  from  flexion.  The  third  woman,  one  of  those 
who  had  borne  children  before,  was  suffering  from  a  retroversion  of 
the  pregnant  uterus.  The  other  two  were  women  who  had  suffered 
very  extensive  laceration  of  the  cervix,  with  cystic  degeneration,  in 
which  there  was  a  large  amount  of  scar-tissue,  who  would  not  submit 
to  abortion  for  relief  of  their  condition.  I  think  it  is  the  experience 
of  most  of  us  that  this  condition  is  largely  a  reflex  neurosis,  and  that 
we  have  got  to  look  to  the  local  conditions  for  relief  from  that  condi- 
tion ;  so,  acting  upon  that  principle  I  treated  these  cases  in  accordance 
with  the  conditions  found,  supporting  the  uterus  in  the  two  cases  of 
flexion,  putting  the  woman  in  the  knee-chest  position  who  was  suf- 
fering from  reflex  adhesions  and  stretching  the  lacerated  cervix  in 
the  two  who  were  suffering  from  scar-tissue.  I  have  not  lost  either 
of  the  cases,  but  I  have  succeeded  in  getting  them  past  the  term  of 
vomiting  and  have  relieved  them  by  that  method  of  treatment  com- 
bined with  cocaine  internally.  In  all  of  the  cases  I  have  admin- 
istered half-grain  doses  of  cocaine  and  three-grain  doses  of  mono- 
bromide  of  camphor. 

Dr.  Davis  :  1  desire  to  thank  the  gentlemen  for  their  kind  interest 
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in  the  subject  and  wish  to  offer  the  following  points  :  I  have  over- 
looked entirely  many  causes  which  may  produce  vomiting,  but  I 
wish  to  emphasize  the  points  in  the  three  cases  in  which  a  distinctly 
unfavorable  prognosis  was  given  :  first,  extensive  disorganization  of 
the  blood  was  evidenced  by  a  streaking  of  the  vomit  with  a  coffee- 
ground  color  ;  secondly,  substernal  pain  and  distress.  I  quite  agree 
with  Dr.  Jewett  that  these  patients  should  never  be  allowed  to  get  to 
that  point,  but  I  desire  to  offer  this  danger-signal  to  the  Fellows  of 
the  Society,  and  I  am  quite  sure  they  will  find  these  points  useful. 
The  patients  should  be  examined  immediately. 
Adjourned. 


SECOND  DAY'S  SESSION. 
May  30,  1894. 

The  Society  reconvened  at  10.30  a.  m.,  the  President,  Dr.  Lusk, 
in  the  Chair,  who  delivered  the  following  address  : 

Abstract  of  the  President's  Address,  entitled 

THE  RELATIVE  VALUES  OF  THE  VARIOUS  SURGICAL 
METHODS  OF  TREATING  UTERINE  FIBROIDS. 

By  W.  T.  Lusk,  M.  D.,  New  York. 

The  author  refers  to  the  recent  discussions  upon  the  surgical  treat- 
ment of  uterine  myomata  as  marking  with  more  emphasis  than  any- 
thing else  the  boundary  line  between  the  old  order  of  things  and  the 
new.  A  few  years  ago,  it  was  our  custom  to  incite  a  patient  with  this 
disease  to  courage  and  endurance,  on  the  plea  that  the  disease  was 
not  uncommon,  that  it  was  non-malignant  and  that  she  would  prob- 
ably be  relieved  by  the  climacteric ;  but  the  discoveries  of  Lister 
have  now  made  us  realize  how  unnecessary  were  our  advice  and  our 
reasoning  then.  The  safe  extirpation  of  an  enlarged  uterus  signalizes, 
in  its  ingenuity,  probably  the  greatest  achievement  of  modern  surgery 
overanatomical  difficulties  and  special  credit  is  due  the  members  of 
this  Society  for  the  prominent  part  they  have  taken  in  the  perfecting 
of  this  result. 

But  many  important  questions  and  issues  pertinent  to  this  subject 
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arise  and  are  apt  to  be  ignored  in  the  natural  enthusiasm  excited  by 
this  new  possibility,  and  therefore  is  this  paper  presented  for  the 
opinions  of  the  most  eminent  authorities  gathered  together. 

Among  these  important  questions,  the  first  referred  to  is  the  fact, 
where  general  agreement  is  assumed,  that  many  small  myomata  not 
only  do  not  increase  rapidly  but  remain  indefinitely  stationary  and 
occasionally  even  diminish  in  size.  Albert  Doran  reports  thirty-seven 
ol  these  cases,  thirteen  of  which  disappeared  after  pregnancy  ;  six 
were  associated  with  inflammatory  conditions  ;  and  in  eighteen  cases 
(eight  of  which  occurred  subsequent  to  forty-five  years  of  age)  no 
special  cause  could  be  assigned.  Vineberg  also  reports  a  case  of  dis- 
appearance of  a  fibro-myoma  after  a  single  curettage. 

The  question  here  suggested  is  the  advantage  at  least  of  delay  in 
these  cases,  with  attendant  treatment  of  troublous  symptoms  if  these 
can  be  so  controlled.  The  argument  in  favor  of  extirpation  based  on 
the  tendency  of  these  growths  to  take  on  later  a  malignant  character 
are  without  much  weight  clinically.  But  five  cases  are  reported  of 
carcinoma  arising  undoubtedly  from  a  fibroid  origin,  although  forty- 
five  have  been  reported  in  which  they  have  occurred  simultaneously. 
Of  the  palliative  methods  curetting  is  most  disappointing.  As  has 
been  seated,  the  haemorrhages  are  not  so  much  due  to  changes  of 
the  endometrium  as  to  increased  vascularity  of  the  uterine  walls. 
The  speaker  alluded  to  a  case  of  excessive  menorrhagia  caused  by  a 
fibroid  about  the  size  of  an  infant's  head.  The  cervix  was  dilatable 
and  the  tumor  could  readily  be  mapped  out  with  the  finger.  The 
patient  was  very  weak.  Curettage  and  galvanism  were  used  with- 
out avail,  hysterectomy  was  advised  and  a  guarded  prognosis  given. 
He  was  not  permitted  to  do  the  operation  and  as  a  palliative  measure 
used  a  uterine  and  vaginal  tampon  with  entire  relief  from  haemor- 
rhages in  less  than  a  month,  and  three  months  later  the  patient  was 
in  excellent  health.  As  to  the  origin  of  fibroids  Gottschalk  concludes 
that  the  nucleus  is  furnished  in  the  convoluted  portion  of  the  uterine 
arteries.  He  thinks  that  every  form  of  local  irritation  which  produces 
continuous  circulatory  disturbance  favors  growth.  As  the  myomata 
thrive  only  in  hyper-nourished  tissues  and  as  their  growth  is  largely 
peripheral  Gottschalk  suggested  in  the  early  stages  ligating  the  uterine 
arteries  through  the  vagina  and,  in  September,  1892,  he  reported  sev- 
eral cases  treated  in  this  way.  In  December  Franklin  Martin  without 
knowledge  of  Gottschalk's  work  recommended  the  same  procedure 
and  gave  reports  of  two  cases.  Lusk  also  doubts  if  sufficient  atten- 
tion has  been  given  to  the  efficient  work  accomplished  abroad  in  con- 
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nection  with  enucleation  by  the  vaginal  passage.  Chrobak  reports 
forty-three  cases  with  only  one  death.  The  tumors  were  cervical,  sub- 
mucous and  interstitial  and  varied  in  size  from  a  child's  head  to  a 
child's  fist.  The  method  of  removing  the  tumor  is  to  secure  enough 
dilatation  to  permit  a  finger  being  introduced  as  a  guide  ;  then  it  is 
divided  and  enucleated. 

After  reading  Chrobak's  report,  the  author  tried  this  method  upon 
a  patient  suffering  from  a  submucous  fibroid  the  size  of  an  orange 
situated  at  the  fundus.  His  experience  was  that  the  operation,  though 
slow,  requires  only  patience  and  determination  to  succeed.  It  has 
left  the  patient  in  good  health  and  in  possession  of  all  her  organs. 
This  same  patient  had  been  previously  informed  by  a  very  conserva- 
tive gynaecologist  that  her  only  relief  lay  in  hysterectomy. 

This  operation  is  limited  in  usefulness  only  to  small  myomata  and 
would  be  contraindicated  in  cases  of  multiple  fibroids,  subserous 
fibroids,  by  inflammatory  conditions  and  in  fixation  of  the  uterus  by 
old  adhesions. 

Hence  the  necessity  of  careful  previous  diagnosis,  and  very  per- 
fect technique  and  asepsis  must  be  followed.  Nearly  continuous 
irrigation  of  the  uterine  cavity  is  advised  as  well  as  packing  the 
emptied  sac  at  the  end  of  the  operation  with  iodoform  gauze. 

Pean's  method  perhaps  gives  more  ready  access  to  the  tumor  and 
it  is  described  by  the  author  at  length  who,  while  admitting  that  it  is 
''surgical,"  still  thinks  that  in  the  absence  of  more  assuring  statistics 
it  is  questionable  whether  "  the  indications  would  not  be  met  with 
equal  safety  to  the  woman  by  a  resort  to  hysterectomy." 

Dr.  Lusk  thinks  that,  when  radical  measures  are  deemed  neces- 
sary, vaginal  hysterectomy,  when  practicable,  should  be  preferred  to 
the  abdominal  extirpation. 

There  are  certain  drawbacks  to  abdominal  hysterectomy  among 
which  are  th<?  abdominal  cicatrix  which  many  women  object  to  ;  the 
danger,  ever  possible,  of  hernia  which,  in  spite  of  the  many  new 
methods  and  late  devices,  is  frequently  reported.  Again,  adhesions 
of  the  omentum  and  intestines  occur  to  the  abdominal  wall. 

By  vaginal  hysterectomy  better  drainage  and  more  rapid  recovery 
are  secured.  Finally,  the  statistical  results  of  vaginal  hysterectomy 
are  remarkable. 

Fo'r  tumors  of  medium  size  vaginal  hysterectomy  appears  to  offer 
every  advantage.  The  various  methods  for  reducing  the  size  of  the 
tumor,  morcellement,  conoidal  incision  and  enucleation,  extend  its 
capabilities  but  it  is  questionable  whether  they  offer  any  advantages 
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over  the  abdominal  method.  When  the  tumor  has  reached  the  size 
of  a  child's  head,  experience  teaches  that  as  a  rule  it  should  be  re- 
moved from  above.  The  question  of  castration,  although  a  legitimate 
one,  has  without  sufficient  reason  fallen  into  discredit  in  the  last  two 
years.  Castration  is  no  longer  advocated  in  cystic  tumors,  and  there 
is  a  question  of  its  value  in  tumors  occupying  the  lower  zone  which 
are  mainly  fed  by  the  uterine  arteries.  It  should  not  be  attempted 
when  owing  to  extensive  adhesions  the  removal  of  the  ovaries  can  not 
be  made  complete. 

When  the  abdomen  is  opened  the  uterus  and  its  appendages  should 
be  saved  if  possible.  Martin,  who  employed  enucleation  as  a  sequence 
to  cceliotomy  in  one  hundred  and  thirty-nine  cases,  had  a  mortality  of 
1 1.5  per  cent.  In  twenty-four  of  the  cases  the  uterine  cavity  was 
opened,  and  death  occurred  in  eight  of  these.  But  after  the  consid- 
eration of  other  methods  there  are  a  certain  number  of  cases,  such  as 
cystic  degeneration,  multiplicity  of  growths  and  where  the  situation 
of  the  tumor  in  the  pelvic  cavity  and  between  the  layers  of  the  broad 
ligament  makes  necessary  a  removal  of  the  uterus,  where  every  step 
can  be  controlled  by  the  guidance  of  the  eye.  Lusk  alluded  to  the 
extra-peritoneal  method  and  to  the  fistula  following  it  which  made 
the  cure  worse  than  the  disease.  He  alluded  to  the  magnificent  work 
of  Polk,  Krug  and  Eastman  and,  while  giving  the  credit  of  priority  to 
the  latter,  said  that  it  was  Polk's  paper  that  made  the  operation  easy 
"for  those  whose  thoughts  had  not  been  equally  engaged  in  studying 
the  technical  details  of  the  operation."  But  he  said  that  if,  thanks  to 
Dudley,  Goffe,  Baldy,  Baer  and  Byford  and  to  Zweifel  and  Chrobak, 
each  in  his  own  way,  by  closing  the  peritonaeum  from  above  we  are 
able  to  leave  the  vaginal  stump  without  detriment  to  the  patient's 
welfare,  the  treatment  of  the  stump  by  the  retro-peritoneal  method 
will  be  an  operation  of  election. 

Discussion  on  the  President's  Paper. 

Dr.  Polk  :  I  am  sorry,  Mr.  President,  that  the  modesty  of  our 
Philadelphia  friends  is  such  that  they  insist  upon  two  New  Yorkers 
appearing  side  by  side  upon  this  question.  I  feel  it  ail  the  more  for 
the  reason  that  in  the  doctor's  closing  remarks  he  affords  them  an 
opportunity  to  bring  before  us  their  most  excellent  statistics  bearing 
upon  the  question  of  leaving  the  stump  in  the  operation  of  hysterec- 
tomy. I  will  not  pretend,  sir,  to  forestall  the  excellent  report  which 
it  is  in  their  power  to  make  upon  this  subject  and  will  therefore  con- 
fine myself  to  a  statement  of  my  opinions  concerning  several  of  the 
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propositions  which  Dr.  Lusk  has  so  ably  laid  before  us.  It  appears 
to  me,  sir,  that  the  gist  of  the  doctor's  contention  lies  in  the  direction 
of  myomectomy.  It  is  a  comparatively  simple  affair  to  remove  a 
uterus  which  is  the  victim  of  fibroid  disease  and,  whether  we  leave  a 
half  inch  or  a  quarter  of  an  inch  of  cervical  tissue  or  not  is  a  matter 
of  such  small  importance  that,  if  I  were  not  in  the  presence  of  this 
august  assemblage,  1  would  feel  disposed  to  characterize  the  discussion 
upon  the  subject  as  somewhat  in  the  nature  of  "a  tempest  in  a  tea- 
pot." But  the  question  of  the  treatment  of  tumors  situated  in  the 
uterus,  with  a  view  to  retaining  that  structure  to  the  individual,  is  one 
of  such  paramount  importance  that  for  me  all  others  sink  into  insig- 
nificance. I  think,  therefore,  that  in  turning  our  attention  to  this 
question  we  should  inquire  as  to  how  far  it  is  possible,  by  removing 
those  tumors,  aided  or  not  by  the  ligation  of  the  vessels,  to  retain  to 
the  individual  a  working  organ.  The  reports  which  the  doctor  has 
presented  to  us,  in  spite  of  the  mortality  which  seems  to  have  accom- 
panied Martin's  work,  are  to  my  mind  conclusive  as  to  the  expediency 
or  feasibility  of  pursuing  this  method  of  treatment.  We  have  pro- 
gressed far  enough  in  all  surgical  procedures,  beginning  with  the 
brain  and  ending  with  any  other  part  of  the  human  body  which  you 
may  select,  to  see  whether  it  be  not  possible  to  preserve  all  sound, 
healthy  tissue.  When  we  can  come  here,  with  a  mortality  rate  for 
extirpation  which  the  older  surgeons  would  scarcely  have  considered 
in  an  amputation  at  or  below  the  knee-joint  for  instance,  it  seems  to 
me  that  we  have  reached  the  point  where  we  should  rest,  so  far  as 
that  work  is  concerned,  and  move  forward.  Therefore,  I  am  glad  to 
be  able  to  add  my  small  testimony  to  that  which  has  already  been 
given  in  favor  of  this  kind  of  work.  Myomectomy  is  a  procedure 
which  is  so  familiar  to  us,  from  the  direction  of  the  vagina,  that  we 
for  a  long  time  ignored  its  advantages  from  the  direction  of  the  peri- 
tonaeum ;  and  yet  it  is  quite  as  feasible  and,  I  believe,  quite  as  safe, 
Avhen  done  in  the  light  of  modern  work,  as  that  which  has  hitherto 
been  done  from  the  vagina.  The  mere  fact  that  the  tumor  is  sub- 
mucous or  subperitoneal  should  not  be  permitted  to  weigh  too  heavily 
in  this  question — the  fact  of  a  tumor  being  present  is  the  one  that 
should  control  the  question  of  operation  and,  if  it  be  upon  the  out- 
side of  the  uterus,  it  should  be  attacked  with  as  much  impunity  as 
though  it  were  inside  the  uterus. 

The  next  question  that  is  of  pressing  interest  here  is  that  raised 
in  Dr.  Dudley's  paper  last  evening.    There  are  certain  points  of 
similarity  between  Dr.  Dudley's  paper  and  that  of  Dr.  Lusk,  in  the 
54 
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direction  of  myomectomy,  which  makes  it  unnecessary  for  me  to  pur- 
sue that  part  of  the  subject  further.  If  I  am  not  mistaken,  the  doc- 
tor laid  down  the  proposition  that  while  oophorectomy  for  a  fibroid 
tumor  was  to  be  avoided  if  possible  yet,  in  cases  of  salpingitis,  it  was 
a  permissible  procedure.  I  hope  that  no  one  will  leap  to  the  conclu- 
sion that,  having  struck  my  fad,  1  am  disposed  to  detain  you  very 
long.  It  seems  to  me,  however,  that  in  the  light  of  recent  work  the 
mere  fact  that  the  salpingitis  exists  does  not  forbid  to  thit  individual 
the  retention  of  ovulation  and  that,  even  though  a  connection  may  be 
found  within  that  tube,  such  measures  may  be  resorted  to  as  will  in- 
sure to  that  individual  the  retention  of  ovulation  and  menstruation. 
If,  therefore,  we  accept  this  proposition,  which  I  stand  ready  to  de- 
fend upon  all  occasions,  then  we  are  brought  face  to  face  with  the 
statement  that  certain  of  the  cases  which  the  doctor  excepted  should 
be  brought  within  the  domain  of  myomectomy — his  statement  in  this 
connection  being  that  if  the  disease  in  question,  salpingitis,  existed, 
the  individual  should  be  allowed  the  privilege  of  oophorectomy  on 
the  one  hand  or  extirpation  of  the  mass  upon  the  other,  and  that  the 
middle  ground  should  be  denied  to  her. 

Dr.  Baldy  :  I  am  very  much  inclined  to  think  it  is  a  matter  of 
splitting  hairs  when  we  come  to  discuss  the  question  of  leaving  a 
small  portion  of  the  stump  in  hysterectomy  or  of  making  a  complete 
removal  of  all  uterine  tissue.  There  is  no  question  that  the  differ- 
ence between  the  two  operations  is  so  slight  as  to  be  practically 
nothing.  The  results  in  the  hands  of  experts  operating  by  the  two 
different  methods  are  practically  the  same,  and  it  seems  to  me  that  it 
is  simply  a  matter  of  preference  as  to  which  class  of  operation  you 
will  choose.  There  is  this  much  in  favor  of  extirpation :  there  is 
always  a  question  of  doubt  in  some  cases  as  to  whether  there  is  tuber- 
culosis or  malignancy  existing  and,  in  such  a  case,  there  is  no  ques- 
tion but  that  the  operation  should  be  a  complete  one  and  that  no 
uterine  tissue  should  be  left.  Under  all  other  circumstances  the 
operation  of  amputation  will  answer  as  well  as  that  of  complete  re- 
moval. The  burning  question,  however,  is  the  one  which  Dr.  Polk 
has  brought  out  very  plainly  :  that  of  myomectomy  in  preference  to 
hysterectomy.  Now,  myomectomy,  especially  that  class  of  opera- 
tions done  from  the  vagina,  leaves  one  in  a  state  of  very  great  uncer- 
tainty on  a  number  of  points  which  are  absolutely  essential — that  is, 
so  far  as  the  relief  and  cure  of  the  patient  are  concerned.  You  may 
successfully  remove  from  the  vagina  a  tumor  as  large  as  a  child's 
head;  the  patient  may  recover  from  the  operation  and  she  may  suffer 
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as  much  after  the  operation  as  she  did  before.  In  other  words,  in  a 
great  many  cases  of  fibroid  tumors,  and  I  am  not  certain  but  it  is  the 
majority  of  cases,  the  point  which  causes  the  symptoms  and  breaks 
the  patient  down  is  not  the  myoma  itself  but  another  disease,  prin- 
cipally that  of  the  uterine  appendages  ;  hence  in  myomectomy  one  is 
left  in  uncertainty  as  to  the  condition  of  those  appendages.  1  remem- 
ber presenting  a  series  of  twenty  or  thirty  cases  of  fibroid  tumors  to 
the  Philadelphia  Obstetrical  Society,  and  in  every  single  case  there 
was  incurable  disease  of  the  uterine  appendages — such  a  condition  as 
the  most  conservative  member  of  this  Society  would  undoubtedly  do 
an  abdominal  section  for.  That,  to  me,  is  an  absolute  and  final  an- 
swer to  the  question  as  to  whether  we  should  do  vaginal  myomectomy. 
The  operation,  if  done  at  all,  should  be  done  by  the  abdomen.  There 
are  other  reasons  for  this,  though  probably  none  as  weighty  as  the  one 
that  I  have  mentioned. 

After  the  abdominal  section  is  done,  in  regard  to  doing  the  myo- 
mectomy from  ab'ove  there  are  a  great  many  serious  considerations. 
If  the  appendages  are  diseased,  the  question  is  settled  at  once  as  to 
the  myomectomy.  There  is  no  question  as  to  the  difference  in  the 
safety  of  the  operation.  Myomectomy  has  been  in  the  past  practically 
a  deadly  operation  which  was  given  up  on  account  of  bad  results  and 
to-day,  in  the  cases  done  by  some  of  the  most  skillful  operators  in  the 
world,  my  knowledge  leads  me  to  know  that  a  large  percentage  of  the 
myomectomies  are  dying  of  haemorrhage,  the  great  danger  lying  in 
the  haemorrhage  involved  in  dealing  with  uterine  tissue.  Taking  into 
consideration  the  dangers  of  the  operation  over  those  of  hysterectomy 
offers  an  additional  reason  why  myomectomy  should  go  out  of  exist- 
ence in  toto.  I  will  not  say  /'//  fata,  because  there  undoubtedly  are 
cases  where  your  patient  would  want  to  take  those  risks,  where  her 
husband  would  wish  her  to  and  where  you  would  wish  to  give  her 
three  or  four  times  the  ordinary  risk  of  hysterectomy  that  she  might 
have  a  chance  of  bearing  children ;  but  those  are  rare  cases  and, 
looking  at  it  from  a  broad  sense,  I  would  say  that  myomectomy  with 
these  exceptions  is  an  operation  of  the  past  and  one  which  will  never 
come  into  competition  with  hysterectomy.  The  vaginal  operation  is 
an  exceedingly  difficult  one  in  comparison  with  the  abdominal.  It  is 
an  exceedingly  uncertain  one  in  comparison  ;  when  you  are  through 
with  it  you  are  not  at  all  satisfied  with  regard  to  your  haemorrhage. 
I  know  I  have  always  been  in  a  terrible  state  of  uncertainty  as  to  my 
ligatures.  It  is  true  that  my  results,  since  the  first  three  cases,  have 
been  as  good,  probably,  as  from  vaginal  hysterectomy,  but  where 
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the  wound  is  closed  you  know  for  an  absolute  certainty  that  the 
haemorrhage  is  controlled.  As  far  as  the  ligation  of  the  uterine 
arteries  is  concerned,  I  know  as  a  matter  of  fact  that,  in  all  other 
portions  of  the  body  where  you  ligate  an  artery,  collateral  circula- 
tion is  set  up,  and  I  see  no  reason  why  collateral  circulation  should 
not  be  set  up  in  this  portion  of  the  body  as  well  as  in  any  other. 
There  are  small  vaginal  arteries,  coming  up  from  the  vagina,  feeding 
the  lower  part  of  the  cervix  and  uterus,  and  it  seems  to  me  inconceiv- 
able that  this  should  be  the  only  exception  in  the  human  economy 
where  collateral  circulation  will  not  be  set  up. 

Dr.  Gushing  :  As  this  is  a  sort  of  an  experience  meeting,  where 
each  one  may  state  his  views,  I  will  say  that  I  am  much  more  in  ac- 
cord with  the  last  speaker  than  with  Dr.  Polk.  It  frightens  me  to 
take  a  ground  in  opposition  to  so  distinguished  a  gentleman,  but  still 
there  are  certain  points  to  be  considered  here.  In  the  first  place,  in 
regard  to  the  question  of  operating  through  the  vagina  on  fibroids  in- 
stead of  operating  through  the  abdomen,  I  do  not  think  that  this 
new  idea  which  has  come  from  the  French  operators  is  going  to  get 
any  hold  in  this  country.  I  must  say  I  have  never  tried  it,  but  I 
might  be  convinced  when  I  saw  it.  I  began  operating  on  vaginal 
hysterectomy  as  early  as  most  here,  in  the  year  1887.  Now,  one 
of  the  great  points  with  vaginal  hysterectomy  was  that  the  tumor 
should  not  be  too  large.  It  was  the  old  story,  going  in  and 
not  knowing  where  you  were  coming  out,  and  you  are  liable  to 
be  landed  in  a  dreadful  predicament.  Unless  the  women  here  are 
different  from  what  they  are  in  France,  I  do  not  think  this  is 
going  to  be  adopted.  The  question  of  avoiding  abdominal  scars  I 
do  not  think  is  worthy  of  very  much  consideration  ;  and,  as  Dr. 
Baldy  remarks,  the  uterus  is  a  very  bad  organ  to  meddle  with  and 
to  put  sutures  in.  I  understood  our  president  to  say  that  he  laid 
it  down  as  his  views  that  where  a  tumor  was  on  a  pedicle  it  should 
be  removed  and  the  uterus  closed.  Martin  has  done  a  great  deal  of 
that  and,  as  to  the  statistics  which  have  been  quoted,  I  think  it  will 
be  considered  rather  a  shock  for  the  results  of  hysterectomy.  I  do 
not  know  how  women  are  in  other  countries,  but  in  my  section  of  the 
country  if  they  have  a  tumor  they  do  not  want  to  take  chances  of 
having  some  myoma  spring  up  in  this  part  of  the  uterus  left  or  of 
having  a  pregnancy  in  a  uterus  that  has  been  cut  into  and  sewed  up 
and  is  more  or  less  crippled.  The  uterus  which  has  one  fibroid  may 
have  twenty  other  little  fibroids  in  it.  How  many  of  you,  when  you 
remove  the  uterus,  find  little  myoma  buds  ready  to  start  up  and  form 


The  American  Gyncecological  Society. 


805 


other  fibroids  ?  Certainly  no  man  operating  from  below  can  tell  what 
condition  he  is  going  to  find  the  appendages  in  ;  and  if  operating 
from  above  I  find  salpingitis  it  would  not  be  according  to  my  idea  to 
remove  the  tube  and  leave  an  ovary  or  part  of  an  ovary,  for  the  sake 
of  leaving  what  can  be  left  of  the  uterus.  The  operation  referred  to 
is  much  more  uncertain  in  its  results  than  can  be  obtained  by  remov- 
ing the  whole  organ. 

Dr.  Gordon  :  Last  year  I  read  a  paper  before  the  Society  in  which 
I  took  the  ground  that,  in  the  case  of  any  woman  coming  to  me  with 
a  fibroid  that  was  giving  her  trouble  enough  to  seek  medical  advice, 
my  advice  to  her  would  be  to  have  the  uterus  removed.  I  have  no 
doubt  that  was  radical,  and  I  have  no  doubt  that  perhaps  the  ma- 
jority of  the  Society  considered  it  radical.  My  friend,  Dr.  Munde, 
told  me  he  was  going  to  stop  over  from  New  York  on  purpose  to 
"wipe  up  the  floor  with  me  "  on  that  very  point.  He  said:  "My 
friend,  Dr.  Gordon,  claims  that  he  would  remove  every  uterus  that 
had  a  fibroid  in  it  as  big  as  the  end  of  my  finger  ;  that  is  German 
transcendentalism."  I  never  made  any  such  statement  ;  I  do  not 
wish  it  to  be  understood  that  I  would  do  any  such  thing  ;  I  have 
simply  wished  to  be  understood  as  advising  common  sense  and  not 
German  transcendentalism.  I  have  enucleated  a  great  many  fibroids 
that  were  attached  to  the  lower  segment  of  the  uterus  and  were  pro- 
truding through  the  os  and  dilating  the  cervix.  We  certainly  see  a 
great  many  fibroids  in  the  State  of  Maine.  With  one  hundred  ab- 
dominal sections  that  I  made  in  six  months  there  were  twenty-five 
cases  of  fibroids.  Now,  that  is  no  small  number.  I  have  seen  them 
in  all  shapes,  of  all  sizes  and  without  any  definite  line  of  demarcation. 
The  uterus  is  one,  simple,  solid  mass  of  knobs  and  hard  bunches,  and 
you  might  as  well  talk  about  taking  out  any  single  portion  of  the 
uterus  as  taking  out  any  single  fibroid.  It  is  full  of  fibroids.  All  of 
you  know  that.  The  question  is — What  is  our  duty,  and  what  is  the 
best  thing  for  this  woman  and  for  her  future  ?  Now,  it  is  not  my 
disposiiion  to  be  tinkering  with  things  that  will  eventually,  in  all 
probability,  come  to  a  radical  operation.  I  have  lived  long  enough 
in  the  profession  to  know  what  is  the  objection  to  ovariotomy.  The 
first  time  I  ever  heard  of  ovariotomy  was  from  Professor  Peasley  in 
1865.  He  cautioned  us  against  operating  in  too  many  cases  but  said 
he  believed  it  would  finally  become  quite  an  operation.  I  remember 
how  men  were  severely  criticised  for  the  operations  they  were  doing 
in  that  direction.  Now,  I  believe  that  doing  abdominal  myomec- 
tomies is  merely  temporizing  and  that  final  extirpation  is  the  rule.  I 
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believe  that  the  former  will  be  abandoned.  I  believe  that  vaginal 
hysterectomy  is  not  a  surgical  operation  at  all.  I  believe  that  will 
be  abandoned  for  all  sorts  of  purposes  ;  it  is  working  in  the  dark ;  it 
is  not  surgery.  Secondly,  I  believe  the  profession  is  coming  to  the 
point  where  I  have  stood  for  years. 

I  simply  make  the  prediction  that  all  these  temporizing  things,  all 
of  this  sort  of  work  which  simply  attempts  to  save  something  that  is 
good  for  nothing  after  you  have  saved  it,  are  going  to  be  abandoned 
for  a  clean,  healthy  hysterectomy  for  a  tumor  which  is  troublesome 
to  the  patient  in  any  way  you  can  possibly  arrange  it. 

Dr.  W.  Gill  Wylie  :  If  Dr.  Lusk's  paper  was  the  only  thing  to 
speak  against,  I  should  hardly  have  much  to  say.  This  paper  was 
different  from  many  that  we  have  listened  to,  in  that  it  was  conserva- 
tive in  the  right  way  ;  that  is,  it  does  not  treat  such  a  broad,  varied 
subject  as  fibroid  tumors  in  the  uterus  as  a  matter  for  operation  in 
one  given  way.  There  are  several  other  things  to  be  considered  be- 
sides the  simple  fact  of  the  fibroid.  If  all  these  cases  were  simply 
uncomplicated  fibroids,  I  think  the  method  suggested  in  the  doctor's 
paper  would  be  very  much  better  dealt  with  than  the  method  of 
adopting  one  special  mode  of  removing  them.  My  experience  began 
long  ago,  when  to  operate  on  fibroids  was  not  an  easy  thing,  and  all 
my  first  hysterectomies  were  done  on  a  basis  where  it  was  a  matter  of 
life  and  death,  and  it  was  only  performed  where  there  was  no  other 
way  out  of  it.  To-day  I  think  we  can  do  hysterectomy  so  easily  and 
with  such  good  results  that  I  think  the  temptation  is  to  do  almost  all 
cases  in  that  way.  But  I  find  if  I  take  any  series  of  cases — say  the 
last  seventeen  cases  that  I  have  operated  on  in  the  last  three  months 
— there  is  hardly  a  single  one  that  would  be  called  a  simple  fibroid 
tumor.  The  truth  is  that  unless  a  fibroid  tumor  becomes  large  and 
can  be  felt  by  the  patient,  it  practically  causes  no  symptoms  to  at- 
tract her  notice.  For  that  reason  we  have  comparatively  few  cases  of 
fibroids,  that  come  to  us,  that  are  not  complicated.  They  are  frequent- 
ly complicated  by  salpingitis,  and  it  is  my  opinion  that  a  woman  who 
has  a  fibroid  with  a  large  uterus  is  much  more  likely  to  have  salpingi- 
tis than  one  where  the  uterus  is  small.  Whether  it  is  an  enlargement 
of  the  uterus  or  what  it  is  I  don't  know.  Another  subject  that  must 
be  considered  is  the  age  of  the  patient.  I  would  deal  very  different- 
ly with  a  woman  under  thirty-five  or  under  forty,  who  had  a  fibroid 
tumor,  than  I  would  with  one  over  that  age.  I  would  do  a  hysterec- 
tomy for  a  woman  over  forty  when  I  would  not  for  a  woman  under 
thirty.    I  would  remove  the  whole  uterus  in  a  woman  who  was  un- 
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married  and  who  never  expected  to  be  married  more  quickly  than  I 
would  in  a  woman  who  was  married.  In  many  a  case  where  I  have 
discovered  a  small  fibroid  tumor  I  have  treated  that  woman  until  I 
got  the  thing  healthy  and  have  had  the  pleasure  of  delivering  her  of 
a  healthy  child.  Very  recently  a  woman  came  to  me  at  the  age  of 
thirty.  She  had  been  married  twice,  and  the  only  trouble  that  she 
had,  that  she  knew  of,  which  would  be  likely  to  prevent  children  was 
that  she  had  an  excessive  flow.  I  examined  her  and  found  a  fibroid 
as  big  as  a  walnut.  I  curetted  the  uterus  and  removed  all  the 
growths,  and  that  woman  to-day,  although  this  operation  was  only 
done  eighteen  months  ago,  has  a  child  four  months  old.  Again,  a 
woman  who  has  a  fibroid  tumor  is  much  more  likely  to  have  cancer 
than  other  women.  Whether  it  is  the  degenerative  qualities  associated 
with  the  fibroid  or  what  else  it  is,  I  don't  know  ;  but  I  do  know  that 
in  the  last  three  months,  of  the  seventeen  hysterectomies  I  have  done, 
where  the  cases  came  almost  entirely  as  fibroid  tumors,  six  were  found 
cancerous.  So  that  in  old  women  I  do  a  complete  operation.  If  it 
is  a  young  woman  and  the  fibroids  are  small,  if  possible  I  would  save 
the  tubes  and  ovaries  and  do  a  myomectomy.  I  simply  try  my  best  to 
adapt  the  operation  to  the  patient  and  to  the  individual  case,  taking 
a  great  many  things  into  consideration  in  each  case.  As  to  the  dif- 
ferent methods  of  doing  the  hysterectomy — as  to  whether  we  should 
remove  all  the  uterus  or  not — I  adapt  my  operation.  If  there  is  the 
slightest  indication  of  cancer,  or  the  patient  is  old,  or  if  the  cervix  is 
at  all  affected — if  it  is  diseased — I  remove  the  whole  uterus.  But  if  it 
is  small  and  healthy,  I  prefer  to  leave  it.  I  think  it  is  rather  better 
for  the  patient,  and  I  think  it  is  a  somewhat  easier  operation.  But  I  do 
not  refuse  to  do  hysterectomy  for  fear  that  I  can  not  get  good  results. 
I  try  to  adapt  my  operation  to  the  patient  ;  and  I  think  Dr.  Lusk's 
paper  tends  in  that  direction,  much  more  than  any  other  paper  I  have 
heard  for  some  time. 

Dr.  Byford  :  The  paper  read  by  the  president  I  regard  as  ex- 
ceedingly commendable,  as  he  takes  the  right  ground,  and  I  have  no 
patience  with  the  practice  of  removing  the  uterus  in  all  cases  of  fibroid 
tumors.  I  have  had  the  perhaps  unusual  experience  of  inheriting  in 
my  practice  a  large  number  of  cases  with  fibroids  that  were  not  oper- 
ated upon,  cases  that  are  coming  in  daily,  you  may  say,  for  report  on 
how  they  are  getting  on,  which  have  been  under  observation  for  five 
to  fifteen  years,  in  which  the  tumor  is  perhaps  the  size  of  an  egg  or  of 
the  fist.  To  tell  me  they  should  have  been  operated  upon  is  to  tell 
me  what  is  wrong.    I  have  never  seen  any  of  those  cases  combined 
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with  cancer.  I  have  had  three  or  four  cases  where  malignant  disease 
was  associated  with  fibroid  tumors,  but  it  was  not  in  those  old  cases. 
I  think  it  must  be  so  rare,  that  the  amount  of  fear  expressed  as  to  the 
danger  of  cancer  is  unwarranted.  With  regard  to  the  dilatation  treat- 
ment, I  have  used  ergot  in  a  great  many  cases  of  fibroids,  have  watched 
them  dilate  the  cervix  and  have  removed  them  afterward.  I  have 
come  to  adopt  the  method  of  giving  ergot  in  a  case  in  which  the  tumor 
is  in  the  uterus,  even  though  I  did  not  need  to  give  the  ergot  to  enu- 
cleate it  from  the  uterine  wall.  I  give  the  ergot  for  a  few  days  in 
pretty  full  doses,  and  the  tumor,  even  though  it  does  not  become  enu- 
cleated, presses  upon  the  os  and  the  cervix  is  dilated,  much  after  the 
manner  of  the  dilatation  in  pregnancy.  My  experience  in  dilating 
the  cervix  is  that  it  is  difficult  to  get  it  dilated  large  enough  from  the 
outside  to  remove  the  uterus  by  enucleation  with  any  sort  of  ease. 
With  regard  to  Dr.  Dudley's  paper,  I  think  that  there  is  an  original 
thought  there,  and  the  way  in  which  he  makes  the  operation  safe  is 
by  treating  the  raw  cavity  as  an  open  wound.  However,  I  think  the 
operation  must  necessarily  be  limited,  because  in  those  cases  in  which 
we  remove  the  ovaries,  and  we  have  a  tumor,  it  is  safer  to  remove 
the  uterus  than  it  is  to  leave  it,  and  there  is  certainly  much  less  danger 
of  hernia.  I  said  yesterday  that  I  did  not  believe  in  removing  the 
uterus  when  it  was  not  necessary.  It  seems  to  me  that  the  danger  of 
hernia  and  sepsis  from  leaving  this  open  bed  is  a  reason  for  removing 
the  uterus. 

With  regard  to  the  remark  that  was  made,  that  it  would  "  raise  a 
tempest  in  a  teapot  "  to  speak  of  removing  half  an  inch  or  an  inch 
more  of  the  cervix,  I  can  not  agree  with  it,  because  that  inch  or  half 
inch  involves  ligature  of  the  vagina  and  operating  in  considerably  more 
connective  tissue.  In  removing  ovarian  tumors  the  measure  univer- 
sally employed  is  not  to  ligature  the  pedicle.  That  is  the  ideal  meas- 
ure, but  you  can  not  do  it  in  very  many  cases  ;  there  is  practically  no 
pedicle.  In  other  cases  there  is  degeneration  of  the  pedicle.  We 
are  way  down  below  the  bottom  of  the  rectum  on  one  side.  In  some 
cases  it  is  necessary  even  to  close  the  abdominal  wound  up  and  drain 
into  the  vagina.  When  we  treat  the  pedicle  in  hysterectomy  we  can 
not  treat  it  in  the  same  way.  The  idea  is  to  ligature  down,  get  every- 
thing under  control,  and  you  have  an  ideal  operation.  In  cases  de- 
veloping in  the  broad  ligament  we  can  not  sew  up  the  broad  ligament 
very  often,  because  the  cavity  is  large  and  very  low  down.  The  ques- 
tion is — which  is  the  safer  for  the  patient,  and  which  can  we  do  more 
quickly  after  a  severe  operation?    In  many  cases  we  can  go  right 
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ahead  and  take  out  the  whole  cervix,  and  that  would  perhaps  be  ideal. 
It  is  much  simpler  after  you  have  got  the  stump  down  to  the  upper 
portion  of  the  cervix  ;  or,  supposing  you  amputate  even  above  the  in- 
ternal os — it  does  not  matter  which — to  go  into  the  vagina  and  cut 
way  under  the  bladder  and  separate  the  bladder  centrally ;  then  you 
may  sew  it  up  or  turn  it  down  in  the  vagina,  or  hold  it  by  ligature,  or 
leave  it  where  it  is,  put  in  gauze  and  leave  it  open  so  as  to  drain  away 
the  oozing  from  the  cervix  and  the  posterior  walls  of  the  bladder. 
Some  of  those  methods  are  indicated  ;  also,  in  the  cases  in  which  the 
broad  ligaments,  one  or  both,  have  been  spread  out,  and  in  which 
there  is  an  amount  of  oozing  tissue  that  you  can  not  readily  control. 
In  no  case  that  I  have  had  has  there  been  any  peritoneal  symptom 
that  I  have  noticed.  There  has  been  a  little  pain  down  in  the  vagina, 
but  the  temperature  has  never  gone  high.  So  I  think  we  should 
adopt  the  principle  that  different  cases  require  different  methods  ; 
that  the  vaginal  drainage,  or  methods  of  vaginal  fixation  of  the  stump, 
must  have  a  place  in  the  treatment  of  fibroids. 

Dr.  Engelmann  :  I  am  sorry  to  see  the  general  feeling  that  seems 
to  prevail  against  the  vaginal  method.  Of  course  the  application  of 
one  method  to  all  classes  of  cases  is  impossible,  and  the  application 
of  the  vaginal  method  to  the  removal  of  very  large  tumors  will  natu- 
rally give  rise  to  distrust.  It  is  certainly  not  the  method  for  all  cases, 
but  with  the  moderate  tumors  it  is  rapid,  simple  and  safe.  The  ab- 
sence of  shock  is  one  argument  in  favor  of  the  method,  and  in  cases 
which  would  be  difficult  of  removal  by  the  abdomen,  in  cases  in 
which  you  find  suppuration,  and  with  tumors  which  are  not  too  large, 
the  simplicity  and  rapidity  of  the  method  commends  itself — at  least 
to  those  who  have  not  yet  had  that  remarkable  success  with  the  ab- 
dominal method.  The  objections  raised  to  it  have  been  those  of 
danger  from  haemorrhage  and  working  in  the  dark,  which  are  by  no 
means  the  case.  I  believe  that  we  are  not  working  in  the  dark  as 
much  as  is  supposed.  Every  cut,  every  application  of  the  forceps, 
is  in  view.  But  we  do  need  good  forceps.  If  there  be  a  danger  from 
haemorrhage,  it  is  simply  a  danger  from  imperfect  instruments  ;  where 
large  masses  of  tissue  are  to  be  grasped  a  good  instrument  is  called 
for,  and  a  good  many  lack  that  either  in  the  strength  or  in  the  length 
of  the  handle. 

Dr.  A.  Palmer  Dudley  :  I  think  that  this  paper  is  the  right  one 
in  the  right  place  but  that  the  discussion  has  drifted  somewhat  from 
it,  for  I  believe  that  myomectomy  is  here  to  stay  ;  it  has  a  place  in 
the  field  of  our  work.    Supra-vaginal  hysterectomy  is  here  to  stay, 
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there  are  cases  to  which  it  can  best  be  applied  ;  and  laparo-vaginal 
hysterectomy  is  here  for  the  same  purpose.  I  do  not  believe  that  either 
of  them  will  ever  be  relegated  to  the  past.  For  that  reason,  in  doing 
this  work,  I  think  that  we  should  always  consider  the  life  of  the  pa- 
tient under  the  knife.  To  illustrate:  A  girl  twenty-six  years  of  age, 
single,  a  virgin,  with  a  fibroid  tumor  as  large  as  my  two  hands  oc- 
cupying the  center  of  the  uterus,  protruding  into  it  ;  both  tubes  and 
ovaries  healthy.  Would  you  make  a  complete  hysterectomy  in  the 
case  of  that  woman  ?  Myomectomy  is  the  operation  in  that  case. 
It  was  done  by  myself  eighteen  months  ago.  Thorough  drainage 
through  the  cervix  ;  uterus  sewed  up  with  catgut;  did  not  have  any 
trouble  with  ligatures.  Take  a  woman  with  diseased  cervix  and 
flabby  abdomen,  mother  of  several  children  ;  a  complete  operation  to 
my  mind  is  the  one  there. 

Dr.  E.  C.  Dudley  :  I  have  treated  surgically  about  fifty  cases, 
and  of  these  fifty  cases  the  last  two  years  show  about  twenty-five 
which  have  been  done  in  accordance  with  the  methods  laid  down  in 
my  paper.  There  is  no  universal  proposition  which  covers  the  whole 
question  of  how  uterine  myomata  should  be  treated  ;  in  fact,  uni- 
versal propositions  in  any  direction,  and  especially  in  surgery,  are 
dangerous.  Undoubtedly,  hysterectomy  must  be  done  in  some  cases, 
myomectomy  must  be  done  in  some  cases  ;  in  some  cases  no  opera- 
tion at  all  should  be  done.  To  go  over  the  subject  would  be  doing 
little  more  than  to  repeat  the  paper  already  read. 

I  desire,  however,  in  passing,  to  correct  a  correction  made  by  Dr. 
Polk.  I  did  not  intend  to  be  understood  as  saying  that  salpingitis 
constituted  an  indication  for  the  removal  of  the  uterine  appendages. 
I  did  intend  to  say  that  pyosalpinx  would  constitute  an  indication. 
The  appendages  should  be  removed  if  so  diseased  as  to  indicate  their 
removal  under  other  conditions.  Dr.  Baldy  speaks  of  the  dangers  of 
myomectomy,  and  it  is  true  that  the  dangers  formerly  have  been  very 
great.  But  I  have  only  to  point  to  about  twenty-five  consecutive 
operations  of  myomectomy  in  my  own  practice,  with  no  mortality- 
whatever.  The  danger  of  vaginal  hysterectomy  from  any  cause,  for 
any  purpose,  and  under  any  condition,  of  which  Dr.  Gordon  has 
spoken,  I  think  is  not  quite  so  great  as  the  doctor's  remarks  would 
indicate.  Now,  I  know  that  Dr.  Byford,  of  Chicago,  has  done  the 
operation  of  vaginal  hysterectomy  many  times — perhaps  thirty  to 
forty,  with  scarcely  any  mortality  whatever.  I  know  my  friend  Dr. 
Etheridge  has  operated  quite  as  frequently,  if  not  more  frequently, 
and  his  mortality  is  very  small.    I  have  removed  the  uterus  about 
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twenty  times  by  the  vagina  for  cancer  and,  with  the  exception  of  the 
first  case  nearly  twenty  years  ago — in  the  dark  ages  of  abdominal 
surgery — all  the  patients  recovered.  These  statistics  in  Chicago  are 
not  exceptional.  It  is,  therefore,  reasonable  to  conclude  that  the 
removal  of  the  uterus  by  the  vagina  is  a  relatively  safe  operation. 
The  logic  of  the  situation  is  to  remove  the-  disease.  One  can  not 
make  too  strong  a  statement  on  this  subject  of  the  unnecessary  sacri- 
fice of  the  reproductive  organs  of  women.  In  some  future  epoch  the 
historian  will  record  the  history  of  the  surgical  treatment  of  uterine 
myomata,  and  the  record  may  possibly  contain  one  of  the  darkest 
pages  in  the  literature  of  medicine. 

Dr.  Polk  ;  In  regard  to  the  efficiency  of  enucleation  as  applied  to 
small  fibroids,  I  have  done  the  operation  with  greatest  satisfaction, 
and  the  largest  tumor  removed  was  about  equivalent  to  that  of  a  five 
months'  pregnant  uterus.  I  think  the  objection  raised  by  the  gentle- 
men, concerning  the  lapse  of  control  of  vessels,  will  probably  be  found 
by  them  not  to  hold  when  they  make  the  trial  along  the  lines  that 
have  been  laid  down  by  those  who  have  originated  the  procedure.  I 
will  not  detain  you  by  entering  into  the  matter  but  will  simply  say 
that  my  experience  in  the  removal  of  three  bore  out  that  statement. 
So  far  as  the  contra-indications,  like  that  of  salpingitis,  are  concerned, 
that  likewise  does  not  hold,  for  the  reason  that  the  ligation  of  the 
vessels  is  a  matter  of  comparative  ease. 

Dr.  Wathex  :  I  do  not  know  that  I  have  anything  further  to  say 
in  regard  to  the  paper  I  read  yesterday,  because  none  of  the  speakers 
have  said  anything  about  the  removal  of  myomata  of  the  character 
treated  of  in  my  paper.  I  think  myomectomy  must  be  narrowed 
down  to  but  few  cases.  It  ought  not  to  be  attempted  unless  it  will 
restore  a  condition  of  the  generative  organs  that  will  enable  the 
woman  to  bear  children.  This  question  was  thoroughly  discussed  at 
the  recent  meeting  of  the  Eleventh  International  Medical  Congress 
in  Rome.  The  facts  about  the  mortality  are  about  as  follows  :  Banta's 
mortality  in  the  last  one  fourth  of  his  cases  has  been  six  per  cent.,  ex- 
tra-peritoneal method.  We  take  the  method  of  leaving  the  stump,  as 
practiced  by  Beard,  and  we  find  that  he  has  five  per  cent,  in  fifty-nine 
cases.  Schweiche  has  four  per  cent,  in  fifty-seven  cases.  In  Martin's 
total  extirpation  his  mortality  in  the  last  twenty-six  cases  has  been 
one  death  or  three  and  eight-tenths  per  cent.  These  statistics,  then, 
are  in  favor  of  total  extirpation. 

Dr.  Lusk  :  I  thank  the  gentlemen  for  their  attention  and  express 
my  hope  that  the  next  time  this  matter  is  discussed  by  this  Society 
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we  shall  have  passed  beyond  the  statistical  stage  with  regard  to  re- 
covery, that  we  will  take  it  for  granted  that  all  of  us  have  one  hun- 
dred per  cent,  of  recoveries  from  the  operation  ;  because  now  the  time 
is  coming  when  we  would  all  like  to  know  whether  the  patient  has 
gotten  well.  We  practice  medicine  to  cure  our  patient,  and  the  re- 
covery of  the  patient  from  the  operation  is  not  all  we  ask. 

On  motion,  a  vote  of  thanks  was  extended  to  the  president  for  his 
paper. 

The  president  announced  the  subject  : 

Rupture  of  the  Uterus ;  Palliative  versus  Surgical  Treatment. 
Dr.  Charles  M.  Green  opened  the 

Discussion. 

It  is  improbable  that  any  authority  at  the  present  time  would  ad- 
vocate any  specific  treatment  as  applicable  alike  to  all  cases  of  rupture 
of  the  uterus.  The  object  of  this  discussion,  which  I  have  the  honor 
to  open,  I  therefore  conceive  to  be,  not  to  determine  definitely  the 
relative  merits  of  strictly  surgical,  as  opposed  to  palliative,  measures 
in  the  treatment  of  all  cases  of  this  fortunately  rare  accident  of  child- 
birth ;  but  rather  to  arrive  at  the  methods  most  suitable  for  particular 
classes  of  cases,  according  to  the  condition  and  situation  of  the  pa- 
tient, the  availability  of  surgical  skill,  the  site  and  character  of  the 
rupture  and  manner  of  its  production,  the  extent  to  which  the  child 
has  escaped  into  the  peritoneal  cavity,  the  presence  or  absence  of 
haemorrhage,  the  condition  of  the  uterus  as  regards  sepsis. 

In  the  beginning  it  should  be  clearly  understood  what  is  included 
under  palliative  measures  and  what  under  surgical  treatment.  In  the 
latter  we  should  embrace  not  alone  laparotomy,  with  or  without 
suture  of  the  rent  or  removal  of  the  uterus,  but  also  the  various 
methods  of  drainage  with  gauze,  wicking,  or  tube,  with  or  without 
antecedent  irrigation ;  while  under  palliative  treatment  we  should  in- 
clude the  various  general  therapeutic  measures  for  sustaining  the  pa- 
tient's strength,  relieving  pain  and  combating  shock,  combined  with 
local  antisepsis  and  natural  drainage.  It  is  obvious  that  in  many 
cases  palliative  and  surgical  measures  are  advantageously  combined 
and  that  palliation  must  yield  to  surgery,  when  the  conditions  of  the 
case  warrant  and  demand  it. 

To  one  of  limited  experience  in  abdominal  surgery  and  in  the 
severer  cases  of  obstetric  practice,  who  bases  his  conclusions  largely 
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on  theoretic  grounds,  the  idea  of  laparotomy  after  rupture  of  the 
uterus  is  an  attractive  one.  What  can  be  more  satisfactory,  on  paper, 
from  a  strictly  surgical  point  of  view,  than  to  open  the  abdomen, 
arrest  haemorrhage,  suture  the  rent  in  the  uterus  and  cleanse  the 
peritoneal  cavity  ?  And  yet,  extended  experience  can  but  convince 
that  in  many  cases  less  radical  surgical  measures,  or  even  purely  pal- 
liative methods,  give  better  results  than  laparotomy.  The  last  case 
of  ruptured  uterus  which  I  chance  to  have  seen  reported,  by  no  less 
an  authority  than  Dorn  *  of  Konigsberg,  recovered  under  palliative 
measures.  A  multiparous  uterus  was  ruptured  in  the  course  of  po- 
dalic  version  :  after  the  extraction  of  the  child,  but  with  the  placenta 
unexpelled,  the  woman  was  sent  quite  a  distance  to  a  hospital.  Here 
a  large  rent  was  discovered  in  the  lower  segment,  in  which  lay  the 
placenta  and  loops  of  intestine  ;  after  removal  of  the  former  and 
after  thorough  antiseptic  irrigation,  the  vagina  was  packed  with  iodo- 
form gauze  and  a  firm  abdominal  bandage  was  applied.  The  pre- 
viously moderate  haemorrhage  now  ceased  entirely;  there  was  no  evi- 
dence of  internal  bleeding,  and  further  interference  was  deemed  un- 
necessary. The  patient  revived  under  stimulation  and  was  dismissed 
in  good  condition  thirty-eight  days  after  the  rupture.  Had  this  pa- 
tient been  subjected  to  the  added  shock  of  abdominal  section,  the 
result  might  have  been  less  satisfactory;  certainly  it  could  not  have 
been  more  so.  In  June,  1886,  I  had  the  misfortune  to  rupture  a  non- 
puerperal uterus  in  an  attempt  at  forced  dilatation  for  the  removal  of 
a  fibroid  tumor:  the  rent  did  not  invade  the  cervix  but  was  higher 
up  in  toe  right  latero-posterior  wall  and  of  sufficient  size  to  pass  in  a 
medium-sized  sponge  in  a  sponge-holder.  There  was  marked  shock 
and  moderate  febrile  reaction  ;  but  the  patient  entirely  recovered  in 
two  weeks  under  purely  palliative  treatment.  Six  years  ago  I  re- 
ported f  to  this  Society  a  case  of  rupture  of  the  right  lower  segment 
of  the  puerperal  uterus  :  the  placenta  escaped  through  the  rent  and 
was  removed  with  the  hand  from  among  the  intestines.  There  was 
profound  shock  but  no  haemorrhage  :  the  uterus  contracted  well  and 
there  was  no  intestinal  hernia.  A  localized  peritonitis  ensued  ;  but 
under  irrigation  and  palliative  measures  the  woman  not  only  recov- 
ered in  about  two  weeks  but  two  years  later  bore  another  child. 
Surely  laparotomy  could  have  given  no  better  results  in  this  case. 
It  is  obvious,  however,  that  the  merits  of  particular  methods  of 


*  Centralblatt  fur  Gyndkologie,  1894,  No.  II. 

f  Transactions  of  the  American  Gyncecological  Society,  vol.  xiii,  p.  209. 
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treatment  should  not  be  determined  by  the  few,  and  possibly  fortuit- 
ous, results  of  individual  observers  but  rather  by  the  collective  expe- 
rience of  many.  Medical  literature  is  rich  in  contributions  to  the 
subject  of  the  present  discussion,  but  I  will  content  myself  with  briefly 
reviewing  the  most  recent  collaborative  work  which  has  met  my  notice. 
Merz  of  Basel,  at  the  instigation  of  Professor  Fehling,  has  published 
an  elaborate  paper  with  the  especial  object  of  comparing  the  results  of 
laparotomy  and  suture  of  the  uterine  rent  with  other  methods  of  treat- 
ment. From  all  sources  accessible  to  him  Merz  has  collected  230 
cases,  published  since  1870  ;  many  of  these  cases,  therefore,  come 
from  the  prae-antiseptic  era.  Of  the  whole  number,  181  are  complete 
ruptures,  46  incomplete  and  3  doubtful  ;  the  ratio  of  the  incomplete 
rupture  to  the  complete  is  surprisingly  large.  After  tabulating  his 
cases  i?i  extenso  Merz  groups  them,  according  to  the  treatment,  under 
ten  heads.*  These  tables  are  of  sufficient  interest  to  warrant  their 
reproduction  in  this  discussion,  for  the  benefit  of  those  who  chanced 
not  to  read  Merz'  original  paper.  In  the  first  group  are  placed  those 
cases  which  received  no  direct  treatment  of  the  rupture,  but  presum- 
ably only  palliative  measures  and  natural  drainage,  and  are  designated 
by  Merz  as 

Without  Treatment. 


Kind  of  Tear. 

Total. 

Recovery. 

Death. 

Per  cent, 
of  recovery. 

70 
21 

3 

IO 

4 

40 
17 

14.2 
ig.O 

94 

14 

77 

I4.9 

The  next  group  embraces  five  cases,  several  of  which  were  treated 
with  cold  compresses  and  irrigation  in  addition  to 

Treatnient  with  Simple  Compression  Binder. 


COMPLETE. 

INCOMPLETE. 

Recovery. 

Death. 

Recovery. 

Death. 

I 

2 

2 

Twenty-five  cases  were  treated  with  tamponade  of  the  rent  with 
iodoform  gauze  ;  eleven  of  these  received  hot  antiseptic  irrigation  of 
the  uterine  cavity  : 


*  Archiv  fiir  Gynakologie,  1893,  Band  xlv,  1 1  eft  2. 
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Tamponade  with  Iodoform  Gauze. 


Complete  Ruptures.  Incomplete  Ruptures. 


WITH  IRRIGATION. 

WITHOUT  IRRIGATION. 

WITH  IRRIGATION. 

WITHOUT  IRRIGATION. 

Recovery. 

Death. 

Recovery. 

Death. 

Recovery. 

Death. 

Recovery.  Death. 

2 

5 

4 

4 

2 

2 

i  5 

Under  the  next  group  are  included  those  cases  treated  by  drain- 
age, either  with  iodoform  wicking  or  a  suitable  tube  of  glass  or  rubber. 
It  is  immaterial,  however,  whether  wicking  or  gauze  is  used,  provided 
the  latter  is  loosely  applied.  Those  cases  treated  by  drainage,  in 
which  the  material  used  is  not  distinctly  stated,  are  grouped  sepa- 
rately. Some  of  the  cases  were  treated  with  antecedent  irrigation  (of 
the  peritoneal  cavity  in  complete  ruptures)  and  are  designated  with 
the  letter  "  c  "  ;  those  treated  without  irrigation  are  designated  with 
the  letter  "  s 

Treatment  with  Drainage. 
A.  Complete  Ruptures. 


IODOFORM 

WICKING. 

DRAINAGE-TUBE. 

DRAINAGE. 

Recovery. 

Death. 

Recovery. 

Death. 

Recovery. 

Death. 

6  C 
6 

1  c 

4  c 

4  s 

4  c 

2  S 

2  C 
2  S 

2 

6 

1 

8 

6 

4 

2 

Of  these  twenty-seven  cases  treated  with  drainage,  eighteen,  or  66.6  per  cent., 
recovered. 

B.  Incomplete  Ruptures. 


IODOFORM 

WICKING. 

DRAINAGE-TUBE. 

DRAINAGE. 

Recovery. 

Death. 

Recovery. 

Death. 

Recovery. 

Death. 

I  c 

4  c 

I  S 

I  S 

Of  these  seven  cases  treated  with  drainage,  six,  or  85.5  per  cent.,  recovered. 


Passing  to  the  tabulation  of  the  cases  treated  by  laparotomy,  Merz 
remarks  that  concerning  the  advisability  and  advantage  of  this  opera- 
tion the  views  of  operators  are  not  only  generally,  but  also  in  each 
single  case,  very  diverse  ;  and  that,  while  in  general  there  is  substan- 
tial agreement  that  abdominal  section  should  be  performed  when  the 
foetus  has  entirely  escaped  into  the  peritoneal  cavity,  there  is  no 
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unanimity  on  the  question  as  to  whether,  after  the  delivery  of  the 
child  by  the  natural  passage,  one  should  do  laparotomy  and  suture  the 
uterine  rent  or  resort  to  one  of  the  other  methods  of  treatment.  Merz 
quotes  Fehling  as  unreservedly  in  favor  of  laparotomy  and  suture : 
"It  is  surgically  wrong,"  says  Fehling,  'l  to  leave  a  large,  lacerated 
wound  to  the  danger  of  haemorrhage  and  sepsis,  instead  of  searching 
for  it  and  giving  careful  attention  to  hsemostasis."  Piskachek,  on  the 
contrary,  when  the  woman  has  been  delivered  by  nature  or  art,  be- 
lieves chiefly  in  drainage  with  iodoform  wicking  and  resorts  to  abdom- 
inal section  only  when  there  is  positive  certainty  of  a  fatal  issue  with- 
out laparotomy. 

Laparotomy. 


Total. 

Death. 

Recovery. 

Per  cent. 

24 
15 

14 

7 

IO 

8 

41.7 

53-3 
53-3 

15 

7 

8 

54 

28 

26 

48.1 

Laparotomy  and  Suture  of  the  Rent,  after  the  Child  has  been  delivered  per 

Vias  Naturales. 


Cases. 

Death. 

Recovery. 

Per  cent. 

12 

5 

7 

58.3 

Merz  finally  groups  his  cases  into  the  following  : 
General  Summary. 


6 

ered. 

c 
u 

1 

6  « 

ered. 

i 

c 

.2  • 

ered. 

Kind  of  Treatment. 

"5. 
g 

> 
0 
0 

0 
1* 

0  s 
a  a 

> 
0 
u 

u 
0 

11 

> 

0 

0 
O 

u 

O1 

V 

I. 

70 

IO 

14.2 

21 

4 

I9.0 

3 

2. 

3 

I 

2 

2 

3- 

15 

6 

40.0 

IO 

3 

33-3 

4- 

14 

8 

57-i 

5 

4 

5- 

7 

6 

85.5 

1 

85.5 

6. 

6 

4 

66.6 

1 

1 

24 

10 

41.7 

7. 

15 

8 

53-3 

15 

8 

53-3 

1 

1 

8. 

1 

9- 

10. 

10 

5 

3 

181 

63 

34.8 

46 

19 

4i'3 

3 
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Merz  draws  the  following  conclusions  : 

1.  If  the  fcetal  body  and  extremities  have  escaped  into  the  peri- 
toneal cavity,  the  head  remaining  in  or  over  the  pelvic  inlet,  delivery 
should  be  effected  per  vias  naturales  by  forceps  or  cranioclast. 

2.  If  the  head,  or  indeed  the  entire  foetus,  has  passed  into  the 
peritonaeum,  version  ought  not  to  be  performed,  on  account  of  the 
danger  of  enlarging  the  uterine  rent ;  but  laparotomy  should  be  done 
and  the  foetus  removed  through  the  abdominal  wall. 

3.  In  the  latter  case,  the  uterine  rent  should  be  carefully  sutured. 

4.  If  the  woman  has  been  delivered  per  vias  naturales,  under  rea- 
sonably favorable  circumstances,  laparotomy  with  suture  of  the  rent 
should  immediately  follow. 

5.  If  the  circumstances  are  such  that  laparotomy  is  deemed  inex- 
pedient, drainage  with  iodoform  wicking  should  be  employed  without 
preceding  irrigation. 

6.  If  the  uterine  rent  be  very  ragged,  or  if  septic  endometritis  has 
already  begun  sub partu,  the  uterus  should  be  removed  after  Porro. 

I  can  not  agree  altogether  with  these  conclusions  of  Merz,  nor  do 
I  think  them  warranted  by  his  statistics.  It  is  desirable  also  that  the 
indications  for  the  various  methods  of  treatment  should  be  more  spe- 
cifically deiined.  The  prophylactic  treatment  of  the  uterine  rupture 
is  clearly  beyond  the  scope  of  this  discussion.  In  regard  to  the  ob- 
stetric treatment  after  rupture  has  occurred,  it  is  generally  agreed  that 
when  the  fcetal  head  is  accessible  it  should  be  delivered  by  forceps  or 
cranioclast.  If  the  head  alone  has  escaped  from  the  uterus  and  the 
feet  are  accessible,  delivery  by  podalic  version  can  usually  be  effected 
without  enlarging  the  rent,  if  the  cervix  is  not  rigid  and  the  pelvic 
contraction  not  extreme.  If,  however,  so  large  a  portion  of  the  foetus 
has  escaped  from  the  uterus  that  its  withdrawal  is  likely  to  enlarge 
the  rent  and  if,  moreover,  the  size  of  the  pelvis  and  the  state  of  the 
soft  parts  are  such  as  to  contra-indicate  delivery  by  the  natural  pas- 
sages, abdominal  section  is  indicated  to  deliver  the  child  ;  after  which 
haemorrhage  may  be  arrested,  the  peritonaeum  cleansed  and,  accord- 
ing to  the  character  of  the  rent,  the  uterus  can  be  sutured  or  not  or 
removed  after  Porro.  Lusk*  tersely  says,  however,  "  The  not  un- 
common impression  that  the  ruptured  uterus  furnishes  a  promising 
field  for  abdominal  surgery  does  not  take  into  account  that,  in  many 
of  the  cases  where  laparotomy  is  clearly  indicated,  the  patient  is  prac- 


*  The  Science  and  Art  of  Midwifery,  page  618. 
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tically  moribund.  The  employment  of  the  suture  to  close  the  uterine 
wound,  in  view  of  recent  Caesarean  successes,  sounds  reasonable  ;  but 
it  must  be  remembered  that  with  ragged  borders  infiltrated  with  blood, 
with  the  stripping  of  the  peritonaeum  and  with  air  or  gases  sometimes 
infiltrated  into  subperitoneal  connective  tissue,  the  conditions  for 
union  are  in  no  wise  comparable  to  those  which  exist  when  a  clean 
incision  is  made  into  a  perfectly  normal  muscular  organ.  The  supra- 
vaginal amputation  of  the  uterus,  with  suture  of  the  peritonaeum  be- 
low the  ligature,  promises  fairer  results,  though  the  deep  situation  of 
the  tear  makes  it  difficult  to  secure  a  healthy  pedicle."  It  will  be 
remembered  that  Merz'  statistics  give  a  recovery  of  4:. 7  per  cent, 
after  suture  and  fifty-three  per  cent,  each  without  suture  and  after 
Porro. 

Treatme?it  of  Uterine  Rupture  after  Delivery  of  the  Child  by  the 

Natural  Passages. 

In  considering  this  part  of  our  subject  let  us  remember  that,  as 
has  been  clearly  shown  by  Bandl,  the  very  great  majority  of  uterine 
ruptures,  whether  spontaneous  or  traumatic,  begin  in  the  thinned 
lower  segment  and  are  generally  limited  thereto,  although  they  occa- 
sionally extend  through  the  contraction  ring  and  may  involve  the 
entire  length  of  the  uterus.  These  tears  are  most  commonly  longi- 
tudinal and  lateral  ;  the  circular  and  transverse  rents  occurring  for 
the  most  part  in  justo-minor  pelves.  The  tears  through  the  body  of 
the  uterus  aie  generally  complete,  while  rents  in  the  lower  segment 
are  in  about  one  fourth  *  of  the  cases  incomplete. 

From  what  causes  does  a  woman  die  after  rupture  of  the  uterus  ? 
Primarily,  from  shock  and  haemorrhage  ;  secondarily,  from  intestinal 
hernia,  peritonitis,  septic  infection  or  exhaustion.  Many  cases  will 
speedily  succumb  to  the  primary  causes,  when  the  haemorrhage  is 
profuse  and  the  shock  profound,  and  surgical  skill,  even  when 
promptly  available,  is  unavailing.  But  when  there  is  time  for  any 
treatment,  the  first  object,  of  course,  is  to  arrest  haemorrhage  or  keep 
it  in  check  until  surgical  skill  can  be  obtained.  Uterine  massage, 
compression  and  the  application  of  ice  are  of  value  in  securing 
prompt  uterine  contraction,  the  abdominal  aorta  can  be  effectively 
compressed,  even  by  a  layman,  through  the  abdominal  wall  ;  and 
when  the  bleeding  occurs  from  a  rent  in  the  lower  segment,  it  can 


*  Merz,  loc.  cit. 
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often  be  arrested  by  tampon  pressure  from  below,  combined  with 
firm  manual  compression  of  the  uterus  from  above.  One  accustomed 
to  pelvic  surgery  can,  I  believe,  often  succeed  in  securing  vessels  in 
the  lower  segment,  by  drawing  down  the  uterus  with  volseila  forceps 
and  applying  sutures  directly  to  the  bleeding  parts,  as  is  successfully 
done  in  deep  lacerations  of  the  cervix.  But  if  all  these  expedients 
are  unavailing,  and  the  patient  is  not  already  moribund,  the  obvious 
duty  is  to  open  the  abdomen  to  arrest  the  haemorrhage,  as  after  a 
ruptured  tubal  pregnancy. 

But  serious  haemorrhage  is  by  no  means  always  present  after  the 
uterine  rupture,  or  it  has  been  arrested  by  some  of  the  above-men- 
tioned methods  other  than  laparotomy.  What  is  the  next  duty  of 
the  attendant  ?  If  the  rent  has  been  tamponed,  it  is  well  to  allow  the 
gauze  to  remain  for  perhaps  forty-eight  hours  ;  after  which  time  it 
should  be  removed  for  scrupulous  antiseptic  irrigation.  When  no 
tampon  has  been  required  to  control  haemorrhage  the  propriety  of 
primary  irrigation  of  the  lower  peritoneal  cavity,  in  complete  rup- 
tures, comes  in  question.  Merz  evidently  decides  against  this  pro- 
cedure, but  I  fail  to  see  that  his  statistics  support  him  in  his  opinion. 
To  be  sure  if  a  case  has  been  aseptically  conducted,  and  if  the  foetus 
has  not  largely  escaped  through  the  rent,  primary  irrigation  of  the 
peritonaeum  may  scarcely  seem  necessary,  since  the  liquor  amnii  has 
almost  always  escaped  long  before  the  rupture  and  nothing  would 
therefore  have  passed  through  the  rent  except  blood  clot,  of  which,  if 
aseptic,  the  peritonaeum  is  very  tolerant.  But  while  it  may  be  injudi- 
cious or  unnecessary  to  irrigate  the  peritonaeum  with  strong  anti- 
septic fluids,  I  believe  it  to  be  wise  to  flush  the  cavity  with  sterilized 
water  or,  with  what  is  better,  a  hot  sterilized  physiological  salt  solu- 
tion, which  not  only  cleanses  but  increases  the  blood  volume  by 
absorption. 

If  the  rent  is  incomplete,  or  if  the  incomplete  tear  has  closed  with 
the  contractions  of  the  uterus,  in  the  absence  of  haemorrhage  only 
palliative  measures  are  necessary,  namely,  natural  vaginal  drainage, 
asepsis  and  general  supportive  treatment;  but  in  complete  and  gaping 
rents  gauze  or  wicking  drainage  is  clearly  indicated,  gauze  serving 
not  only  as  a  drain  but  as  a  preventive  of  intestinal  hernia.  Perito- 
nitis should  be  dealt  with  on  general  principles,  salines  and  the  Leiter 
coil  being  of  especial  value.  It  will  be  remembered  that  under  sur- 
gical drainage  Merz  showed  a  recovery  of  66.6  per  cent,  out  of  twenty- 
seven  complete  ruptures,  and  of  six  out  of  seven  cases  of  incomplete 
ruptures. 
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In  conclusion  it  would  seem  that,  for  purposes  of  treatment,  we 
may  divide  cases  of  uterine  rupture  into  three  classes  : 

1.  Complete  or  incomplete  tears  of  the  lateral  posterior  walls  of 
the  lower  segment,  with  adequate  provision  for  vaginal  drainage,  with 
haemorrage  absent  or  easily  controlled  and  with  no  intestinal  hernia. 
Such  cases  will  often  do  well  under  simple  palliation,  with  natural 
vaginal  drainage,  local  antisepsis,  general  supportive  treatment  and 
measures  to  promote  and  maintain  firm  contraction  of  the  uterus. 

2.  Complete  tears  of  the  lower  segment,  or  even  moderate  tears  of 
the  uterine  bcdy,  with  haemorrhage  controllable  per  vaginam  with 
gauze  pressure  or  partial  suture,  where  the  child  has  partly  passed 
through  the  rent  and  where  more  or  less  blood  clot  and  liquor  amnii, 
and  perhaps  also  the  placenta,  have  entered  the  peritoneal  cavity. 
For  this  class  of  cases  peritoneal  irrigation  with  weak  antiseptics 
or  sterilized  salt  solution,  drainage  with  iodoform  wicking  or  gauze, 
combined  with  general  palliative  measures,  would  seem  more  appro- 
priate. 

3.  Cases  in  which  delivery  of  the  child  through  the  pelvis  is  im- 
possible or  inexpedient  ;  in  which  there  is  present  haemorrhage  uncon- 
trollable per  vaginam ;  in  which  the  rents  in  the  uterus  are  extensive 
and  of  irregular,  transverse  or  ragged  character.  For  such  cases  ab- 
dominal section  is  indicated.  The  propriety  of  suturing  the  rents 
must  be  decided  according  to  the  condition  of  the  uterus  and  the 
edges  of  the  tears  ;  when  the  latter  are  very  ragged  and  infiltrated 
with  blood,  when  the  uterus  is  friable  and  apparently  septic,  hysterec- 
tomy promises  better  results  than  suture. 

Dr.  Malcolm  McLean  :  At  a  period  in  the  history  of  medicine 
when  bold  and  ingenious  operators  seem  to  find  it  necessary  to  vie 
with  e3ch  other  in  devising  various  methods  of  surgical  procedure, 
it  is  perhaps  wise  for  us  sometimes  to  hesitate  and  ponder  well  the 
problems  which  confront  us.  In  the  present  day  he  is  much  more 
sure  to  escape  scornful  and  uncharitable  criticism,  who  is  ready  to 
propose  and  undertake  some  extravagant  surgical  exploit,  than  that 
one  who  has  the  temerity  to  uphold  a  course  which  may  throw  the 
burden  of  the  process  of  cure  upon  Nature's  forces.  It  is  too  true,  in 
many  instances,  that  the  mutilating  devices  of  the  one  are  applauded 
and  imitated  to  a  degree  most  rash  ;  while  the  truly  conservative 
expectancy  of  the  other  is  attributed  to  timorousness,  ignorance  or 
superannuated  obstructiveness.  To  distinguish  clearly  the  really 
beneficent  and  curative  operations  from  those  which  are  to  prove  only 
surgical  curiosities,  or  worse,  is  not  always  so  easy  as  one  might  be 
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led  to  suppose.  To  keep  pace  with  all  the  advances  or  changes  in 
general  or  special  surgical  technique  is  well-nigh  impossible  ;  and  we 
are  driven  to  study  in  certain  lines  to  the  partial  exclusion  of  the 
other  branches  of  medicine.  While  this  drift  into  specialism  is  highly 
proper  and  generally  advantageous,  it  has  some  disadvantages  and 
dangers  which  are  worthy  of  consideration. 

First,  it  has  the  effect  of  attracting  to  a  special  branch  of  medicine 
or  surgery  the  new  recruits  in  our  professional  ranks  ;  who,  being 
thus  brought  up  in  the  atmosphere  of  one  specialty,  are  given  a  bias 
to  their  mental  and  scientific  growth  and  development  which  often 
prevents  their  proper  appreciation  of  broad  and  liberal  laws.  And 
indeed  this  very  environment  sometimes  causes  them  totally  to  ignore 
inalterable  fundamental  principles  of  true  science. 

The  hearty  emulation  of  true  progress  need  never  be  dreaded  ; 
but  the  mad  race  and  rivalry  for  distinction  may  well  be  feared — by 
our  patients  at  least — and  is  indeed  but  a  little  hindrance  to  that 
steady  improvement  in  our  art  which  should  be  our  constant  aim. 

And,  secondly,  this  training  of  the  youthful  professional  mind  in 
one  special  groove  tends,  to  a  very  considerable  degree,  to  dwarf  the 
judgment  to  such  an  extent,  that  hasty  and  one-sided  conclusions  are 
very  apt  to  result.  In  the  consideration  of  a  special  case  the  mind  is 
hampered  by  a  strong  prejudice  in  favor  of  the  specialist's  view  of  the 
case,  and  there  is  not  a  little  danger  that  the  general  system  may  be 
sadly  overlooked,  while  we  are  scanning  closely  the  peculiar  organs 
which  are  involved.  By  this  erroneous  practice  oft  repeated  we  are 
soon  placed  in  a  position  to  become  bigots,  and  a  professional  intol- 
erance crops  in  which  recognizes  no  way  of  cure  except  by  our  own 
special  surgical  method.  But  after  the  aggressive  pride  of  untem- 
pered  youthful  experience  has  worn  away  and  we  begin  to  recognize 
the  laws  of  nature  and  disease  more  fully,  and  more  wisely,  we  learn 
sadly  to  retrace  some  of  our  wanton  steps  and  to  take  a  more  liberal, 
sound  and  wholesome  view  of  such  problems  of  our  art  as  may  con- 
front us. 

It  is  with  a  modest  hope  that  a  reasonable  experience  has  sobered 
down  any  exuberant  zeal  or  too  vaunting  ambition  in  the  writer,  that 
he  ventures  to  present  his  view  of  the  Palliative  Treatment  of  rupture 
of  the  uterus. 

In  this  dreadful  accident,  fraught  with  so  much  immediate  danger 
to  mother  and  child,  we  are,  indeed,  confronted  with  one  of  the  most 
serious  conditions  which  befall  our  patients.  And,  in  the  very  short 
plea  which  I  shall  attempt  to  make  for  any  method  of  treatment,  I 
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shall  confine  my  remarks  to  the  care  of  those  cases  which  occur  in 
the  period  of  parturition. 

It  is  not  necessary  to  recapitulate  the  various  symptoms  indicating 
the  accident,  but  it  is  especially  desirable  to  note  that  one  of  the 
most  constant  and  characteristic  phenomena  connected  with  the  rup- 
ture is  the  sudden  recession  of  the  presenting  part  of  the  child.  This  is 
not  only  a  conspicuously  definite  warning  to  us  of  a  serious  lesion  of 
the  tissues,  but  it  is  to  be  taken  into  consideration  in  connection  with 
the  plan  of  action  in  instituting  our  treatment.  Given  a  case  of  labor 
of  the  expulsive  second  stage,  with  the  head  presenting  well  into  the 
pelvic  canal,  almost  immediately  upon  the  occurrence  of  rupture  of 
the  uterus  the  head  more  or  less  rapidly  recedes  into  the  uterus  and 
up  out  of  reach  of  the  examining  fingers.  The  cervix  does  not,  as  a 
rule,  contract  to  any  appreciable  extent  but,  on  the  contrary,  hangs 
loosely  in  folds  below  the  parts  of  the  child  which  have  just  with- 
drawn. In  this  state  of  affairs  we  are  advised  by  most  of  those  who 
advocate  attempts  at  delivery  per  vias  naturales,  at  once  to  proceed 
to  deliver  either  by  forceps  or  the  cephalotribe.  And  then,  failing  in 
the  use  of  these  instruments,  we  are  told  to  try  internal  version. 
Against  this  advice  I  wish  to  protest,  for  the  following  reasons. 

The  recession  of  the  head  makes  the  operation  with  the  forceps  a 
very  uncertain  and  dangerous  one,  the  flaccid  uterine  tissue  being 
easily  caught  in  the  instruments  and  a  satisfactory  grasp  of  the  head 
being  almost  impossible.  Of  course  in  a  very  few  cases  the  instru- 
ments may  be  applied  safely  and  successfully  in  the  event  of  the  head 
not  having  escaped  out  of  the  peivis ;  but  I  allude  to  these  circum- 
stances which  usually  obtain  in  this  obstetric  disaster  and  which  gen- 
erally involve  the  disappearance  of  the  head  which,  but  a  few  minutes 
before,  may  have  been  well  engaged  in  the  strait. 

And  when  version  is  resorted  to,  after  an  ineffectual  and  probably- 
disastrous  attempt  to  deliver  by  the  forceps,  it  becomes  a  much  more 
grave  operation  by  reason  of  these  previous  attempts. 

Better,  by  far,  to  omit  all  instrumental  interference  and  to  pro- 
ceed at  once  to  reach  the  retreating  child  with  the  naked  hand. 

To  manage  such  a  case  as  I  have  here  described  I  should,  then,  use 
the  instruments  promptly  in  those  cases  only  where  the  head  occupied 
the  pelvic  canal  or  one  of  its  straits.  In  the  event  of  the  recession 
of  the  head  or  the  presentation  of  any  other  part,  I  should  deliver  by 
the  unaided  hand.  Passing  the  hand  rapidly,  and  yet  gently,  into  the 
uterus,  at  the  same  time  that  that  organ  is  steadied  by  the  other  hand 
on  the  proper  parts  without,  it  may  readily  find  a  suitable  limb  and 
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rotate  the  child,  bringing  it  back  into  the  vagina  without  appreciable 
force. 

If  version  be  performed  promptly,  with  the  hand  kept  well  in  con- 
tact with  the  child  and  not  impinging  against  the  uterus,  I  maintain 
it  a  safe  operation  compared  with  any  attempt  at  delivery  with  the 
forceps  within  the  uterus. 

Having  affected  the  delivery  of  the  child  as  just  described,  we 
should  be  able  to  make  valuable  use  of  the  hand,  in  behalf  of  the 
mother,  at  the  same  time. 

While  the  hand  is  in  the  uterus  it  should  be  rapidly,  yet  with  great 
care,  swept  freely  along  that  part  of  the  child  which  is  engaged  in,  or 
impacted  against,  the  wound  in  the  uterine  wall.  By  careful  atten- 
tion, the  operator  will  generally  be  able  to  ascertain  several  very  im- 
portant points.  First,  the  size,  location  and  other  characteristics  of 
the  wound  itself  may  be  defined.  Secondly,  whether  there  be  any 
escape  into  the  uterus  or  any  intestinal  loops.  Thirdly,  the  relation 
of  the  child's  parts  to  the  wound.  Fourthly,  whether  the  placenta  be 
involved  in  the  laceration  and,  fifthly,  it  may  be  ascertained  if  the 
fcetal  membranes  are  protruding  intact  through  the  wound.  If  the 
wound  is  high  up,  very  irregular  and  extensive,  it  will  modify,  in  a 
great  degree,  our  conduct  of  the  case.  For  in  such  an  event  we  can 
scarcely  look  for  repair  and  must,  in  the  majority  of  cases,  expect  to 
give  the  patient  the  benefit  of  an  operation  through  the  abdominal 
walls. 

And  in  those  cases,  also,  where  there  is  any  considerable  prolapse 
of  intestinal  or  omental  tissue  within  the  uterus,  an  operation  will  be 
advisable.  But,  it  must  be  remembered  that  there  are  cases,  frequent 
enough,  in  which  the  laceration  of  the  uterine  wall  is  linear  and  com- 
paratively smooth,  where  it  is  located  favorably  as  concerns  the  pla- 
centa and  the  reflections  of  the  peritonaeum,  where  it  is  not  exten- 
sive enough  to  permit  the  total  escape  of  the  child.  In  these  cases 
we  have  all  the  symptoms  of  profound  shock — the  evidences  of  a 
most  formidable  accident.  And  yet  the  conditions,  which  will  be 
found  to  obtain,  are  such  that  we  must  not  be  carried  away  with  any 
preconceived  theories  that  rupture  of  the  uterus  demands  laparotomy. 
On  the  other  hand,  a  careful  survey  of  the  case  will  convince  us  that 
a  safe  delivery  by  the  natural  channels  may  be  accomplished  and  the 
wounded  uterus  may  be  left  to  make  its  own  repair. 

In  these  cases,  the  inserted  hand  will  find  the  child  usually  pro- 
truding through  the  wound  in  part,  so  that  there  will  be  possibly  the 
head  and  upper  extremities  still  retained  in  the  uterine  cavity.    If  we 
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carry  the  finger  cautiously  about  the  edges  of  the  wound,  it  will  be 
found  that  the  membranes  of  the  foetus  completely  line  the  lacerated 
edges  and  are  pushed  on  beyond  the  escaped  portions  of  the  child. 
In  fact,  a  sac  is  maintained,  extending  hernia-like  into  the  abdominal 
cavity,  which  contains  and  retains  the  child,  the  amniotic  fluid,  ver- 
nix  caseosa,  etc.,  which  would  otherwise  have  escaped  into  the  perito- 
neum. 

Now,  upon  extracting  the  child  quickly  yet  gently — and  the  force 
required  is  seldom  of  any  considerable  amount — the  placenta  with  its 
membranes  may  be  readily  detached  and  the  whole  sac  drawn  away 
with  its  contents.  If  the  sac  be  not  torn,  this  procedure  will  leave  a 
clear  uterine  cavity  with  an  uninfected  wound  of  its  tissue,  which 
may  be  left  to  Nature's  processes  of  repair. 

The  examination  of  the  foetal  envelopes  after  such  a  delivery  will 
usually  demonstrate  that  that  portion  of  the  amniotic  sac,  which  had 
been  pushed  out  of  the  uterine  laceration,  has  not  been  torn  ;  there 
being  but  the  one  opening,  which  corresponds  to  the  cervical  canal 
through  which  the  delivery  of  the  child  was  performed. 

The  writer  has,  on  previous  occasions,  called  attention  to  the  role 
played  by  the  foetal  membranes  and  believes  that  it  should  be  more 
generally  recognized.  For,  if  this  fact  is  borne  in  mind,  we  may  be 
able  to  feel  a  security  which  will  encourage  us  to  give  the  patient  the 
benefit  of  immunity  from  an  unnecessary  additional  shock  to  her 
system  by  a  cutting  operation.  Prompt  action,  however,  will  be 
always  necessary  in  the  management  above  described  ;  for,  if  the  case 
is  left  too  long,  all  of  the  conditions  favorable  for  such  a  method  may 
be  lost.  The  child  may  be  completely  extruded  and  caused  to  tear 
through  into  the  peritoneal  cavity,  and  the  uterine  rent  may  be  closed 
so  as  to  make  any  attempt  at  delivery  by  the  vagina  improper  and 
impossible. 

In  a  considerable  number  of  these  cases  a  large  haematoma  will 
form — usually  beneath  the  peritonaeum  ;  extravasated  blood  will  make 
its  way,  even  out  to  the  abdominal  parietal  tissues,  so  as  to  give  all  the 
discoloration  of  extensive  ecchymosis  on  the  skin  of  the  side  corre- 
sponding to  the  uterine  wound.  This  blood  is,  in  due  time,  gradu- 
ally absorbed  and  recovery  is  complete. 

It  is  well  to  lay  some  considerable  stress  on  the  fact  that  this  sub- 
peritoneal collection  of  blood  makes  a  very  serious  complication  in 
the  operation  of  laparotomy  for  uterine  rupture.  Any  attempt  to 
evacuate  the  effused  blood,  and  to  reach  and  suture  the  lacerated  tis- 
sues, is  attended  with  great  difficulty  and  risk  to  the  patient;  where- 
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as,  in  those  cases  where  the  laceration  is  so  situated  that  the  wound 
is  within  the  peritoneal  cavity,  the  abdominal  section  maybe  the  only 
proper  method  of  treatment.  It  will  be  seen,  therefore,  that  a  care- 
ful distinction  should  be  made  wherever  it  is  possible  ;  for  our  course 
should  be  determined  by  facts  and  not  by  sweeping  theories  founded 
upon  the  magnificent  records  of  abdominal  surgery. 

In  the  discussion  of  rupture  of  the  uterus  at  a  meeting  of  the  Ob- 
stetrical Society  of  New  York  held  February  19,  1894,  Dr.  Waiter 
Gillette  described  a  case  of  extensive  rupture  during  labor,  in  which 
the  child  was  thrust  out  of  the  wound,  apparently  into  the  peritoneal 
cavity.  The  doctor  "proceeded  at  once  to  seize  the  foot  of  the 
child  and  deliver — the  patient  recovered  without  an  alarming  symp- 
tom. .  .  ."  And,  in  commenting  further  upon  the  case,  the  following 
language  of  the  report  is  significant.  It  says  :  "  There  was  no  doubt 
of  the  complete  rupture  of  the  uterus,  as  the  hand  passed  quickly  into 
the  abdominal  cavity  ;  and  how  recovery  could  take  place,  with  the 
abdominal  cavity  full  of  blood,  amniotic  fluid,  vernix  caseosa  and  what 
not,  was  one  of  those  mysteries  which  must  forever  confront  the  theo- 
ries of  antisepsis  and  drainage  "  (Am.  Jour.  Obst.,  October,  1884,  p. 
1088). 

Suggestions  were  made  in  the  discussion  concerning  the  possibility 
of  the  case  being  explained  by  the  escape  of  rupture  and  lifting  up 
of  the  uterine  peritonaeum. 

At  the  same  time  and  place  Dr.  H.  T.  Hanks  reported  a  similar 
case  ;  as  well  as  one  occurring  in  the  practice  of  Dr.  Barton  of 
Orange,  Mass. 

It  seems  to  the  writer  that  serious  reflection  on  our  part,  at  this 
day,  will  suggest  the  very  great  improbability,  if  not  the  utter  impos- 
sibility, of  recovery,  in  the  event  of  the  contents  of  the  amniotic  sac 
being  poured  into  the  peritoneal  cavity.  We  must,  therefore,  look  for 
some  rational  explanation  of  such  a  phenomenon  on  recovery  under 
such  supposed  circumstances. 

The  following  case,  which  the  writer  has  before  reported,  will 
serve  to  throw  light  upon  such  cases  as  are  above  alluded  to.  Having 
been  called  to  see  a  case  of  labor — in  consultation — in  which  all  the 
symptoms  of  uterine  rupture  were  present,  the  hand  was  introduced 
in  tlie  manner  described  in  this  paper  and  the  child  was  found,  es- 
caped through  a  rent  in  the  right  anterior  wall  of  the  uterus,  so  that 
only  the  head  and  right  arm  were  within  the  uterine  cavity.  In  ex- 
amining the  edges  of  the  wound,  it  was  noticed  that  the  surfaces  were 
completely  shielded  by  the  amniotic  sac,  which  was  pushed  through 
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ahead  of  the  limbs  of  the  child,  forming  a  hernial  sac  into  the  peri- 
toneal cavity.  Without  any  difficulty  the  child  was  drawn  back  into 
the  uterus  and  at  once  delivered  by  the  feet.  The  placenta  with  the 
membranes  were  withdrawn,  and  a  considerable  quantity  of  amniotic 
fluid,  etc.,  with  meconium,  were  brought  away  in  the  pouch  of  the 
amnion,  which  had  protruded  through  the  rent  in  the  uterus. 

Believing  that  the  peritoneal  cavity,  therefore,  had  not  been  in- 
vaded, except  by  purely  bloody  extravasation,  the  case  was  left  to 
Nature — using,  of  course,  antiseptic  douches,  etc. 

The  woman  made  a  good  recovery,  after  a  somewhat  tedious  con- 
valescence while  absorbing  a  considerable  hematocele  in  the  right 
side  of  the  abdomen. 

One  year  and  a  half  later,  the  writer  delivered  the  same  patient, 
by  podalic  version,  of  a  nine-pound  child,  and  the  cicatrix  of  the 
former  rupture  could  be  distinctly  felt  through  her  very  thin  abdomi- 
nal parietes. 

In  conclusion,  let  us  remark  that  there  is  a  distinct  field  for  the 
palliative  treatment  of  rupture  of  the  uterus,  as  there  is  also  a  field  for 
operative  interference.  The  conditions  demanding  the  one  mode  of 
treatment  are,  as  far  as  possible,  to  be  distinguished  from  those  which 
demand  the  opposite  method  ;  and,  on  our  careful  study  of  those  con- 
ditions, the  welfare  of  the  patient  largely  depends.  If  we  fall  into  the 
error  of  setting  for  ourselves  and  others  firm  and  inalterable  rules  to 
be  applied  in  every  case,  we  shall  not  only  injure  our  patients  in  many 
instances  but  we  shall  injure  ourselves  and  our  profession.  In  the 
exercise  of  an  unguarded  zeal  we  will  become  tainted  with  a  sort  of 
surgical  bigotry  which  is  the  bane  of  all  progress  and  healthy  advance- 
ment ;  while,  on  the  other  hand,  if  we  have  for  our  guidance  broad, 
wholesome  and  liberal  principles  we  shall,  in  dealing  with  this  fright- 
ful casualty  to  unhappy  woman,  as  in  all  other  grave  questions  which 
confront  us,  bring  to  bear  all  that  is  in  us,  for  the  good — first  of  our 
patients — and  then  of  our  noble  profession. 

General  Discussion. 

Dr.  Lusk  :  In  cases  where  the  rupture  is  incomplete  and  only  ex- 
tends down  to  the  peritonaeum,  there  is  no  doubt  that  asepsis  and 
drainage  would  give  us  a  very  considerable  number  of  recoveries, 
especially  if  the  rupture  is  situated  in  the  posterior  wall.  I  believe 
that  so  far  as  is  known  at  the  present  time,  all  cases  where  the  rent 
takes  place  in  the  anterior  wall  will  terminate  fatally.  When  the  rup- 
ture extends  through  the  peritonaeum  and  is  complete,  but  the  child 
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has  been  only  partially  excluded,  the  extraction  of  the  child  by  the 
vagina  and,  afterward  the  use  of  drainage,  gives  us  a  small  percentage 
of  recoveries  ;  but  unfortunately  nearly  all  patients  that  have  recov- 
ered by  this  method  have  been,  for  such  time  as  they  have  lived, 
hopeless  invalids.  As  we  wish  to  give  every  woman  a  reasonable 
chance,  I  should  think  that,  unless  the  patient  was  moribund,  in  any 
case  I  had  a  rupture  extending  completely  through  into  the  ab- 
dominal cavity,  I  would  make  an  abdominal  incision ;  clean  out  the 
abdominal  cavity  and  bring  together  the  peritonaeum.  Sewing  to- 
gether the  rents  is  an  impossibility  ;  the  tear  is  ragged,  it  is  infiltrated, 
and  it  is  a  delusion  and  a  snare  ;  but  if  the  peritonaeum  can  be  brought 
together  and  the  complete  rupture  converted  into  an  incomplete  rup- 
ture and  then  treated  by  drainage,  the  patient's  chances  are  not  bad. 
But  of  course  the  removal  of  the  uterus  would  be  a  thing  likewise  that 
we  would  all  be  tempted  to  undertake,  if  the  woman's  condition  was 
pretty  fair.  That  happens  oftener  than  you  suppose — that  they  have  a 
complete  rupture  with  a  partial  exclusion  of  the  child  and,  after  the 
child  has  been  delivered,  the  woman  is  in  a  pretty  good  general  condi- 
tion. If  we  let  her  alone  she  would  die  within  twenty-four  to  forty-eight 
hours.  The  rent,  of  course,  extends  down  generally  into  the  vagina  or 
extends  upward  from  the  vagina.  The  ordinary  man  speaks  of  Porro's 
operation  as  if  it  were  going  to  be  the  simplest  thing  in  the  world,  but 
they  will  find  it  a  very  difficult  thing — the  tying  of  the  arteries  and 
performing  complete  hysterectomy.  I  have  felt  perfectly  certain 
that  if  I  had  a  complete  rupture  and  the  patient's  condition  was 
fairly  good  at  the  time  of  the  rupture,  that  that  would  be  my  next 
step.  I  do  not  make  this  suggestion  as  having  the  value  of  practical 
experience,  but  I  have  thought  more  and  more  that  that  was  what  I 
should  try  when  next  I  find  myself  in  one  of  these  embarrassing 
positions. 

Dr.  Revxolds  :  I  think  that  the  subject  of  complete  rupture  must 
be  divided  into  rents  in  the  lower  portion  of  the  posterior  wall  and 
rents  in  other  situations.  I  feel  that  with  a  rupture  in  any  other  situ- 
ation than  the  lower  part  of  the  posterior  wall  I  should  wish  to  open 
the  abdomen  and  remove  the  uterus.  I  wish,  with  diffidence,  to  dis- 
sent from  the  position  which  Dr.  Lusk  just  took,  of  the  probability  of 
invalidism  in  a  case  not  operated  on.  I  have  seen  four  cases  of  this 
accident — one  in  my  own  hospital  practice  and  three  in  consultation. 
My  own  case  occurred  when  I  was  less  than  three  months  in  practice, 
at  a  time  when  cceliotomy  was  looked  upon  as  a  graver  procedure 
than  now.    I  was  totally  inexperienced.    The  patient  died.  The 
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child  and  the  placenta  escaped  into  the  abdominal  cavity.  I  should 
act  very  differently  to-day.    The  other  three  cases  have  recovered. 

Dr.  Davis  :  As  affording  a  suggestion  regarding  this  method  of 
treatment  in  these  cases,  I  may  call  attention  to  the  pathology  of  rup- 
ture of  the  uterus  from  one  standpoint,  as  illustrated  in  a  case  coming 
under  my  observation  in  the  past  winter.  These  ruptures  often  ap- 
pear in  multiparous  women  who  after  a  previous  labor  have  suffered 
from  septic  infection.  They  may  recover  from  the  septic  infection,  but 
the  uterus  remains  in  a  condition  of  interstitial  change,  and  such  tissue 
will  not  make  an  attempt  at  union.  The  fact  that  rupture  has  oc- 
curred in  a  multiparous  woman  is  an  evidence  of  the  condition  of  the 
uterine  tissue.  In  this  condition  there  can  remain  but  the  procedure 
described  by  Dr.  Lusk — the  ligation  of  the  arteries  and  their  complete 
removal. 

Dr.  Polk  :  The  great  difficulty,  Mr.  President,  which  I  have  found 
facing  me  in  cases  of  this  kind  is  that  I  am  between  the  devil  and  the 
deep  sea.  On  the  one  hand  I  have  a  condition  of  shock  which  for- 
bids, under  any  other  circumstances,  a  grave  operation  ;  on  the  other, 
I  have  a  condition  which  presumably  will  lead  to  asepsis  if  the  proper 
procedure  is  resorted  to.  For  that  reason  the  general  rule  which  I 
have  formulated  in  these  cases  is  to  a  certain  extent  embraced  in  the 
remarks  of  Dr.  Green.  There  are,  however,  certain  points  of  differ- 
ence, as  will  appear  as  T  proceed.  Given  a  case  of  rupture  of  the 
uterus,  the  essential  thing  is  to  determine  whether  it  be  complete  or 
incomplete.  If  it  be  complete,  the  emptying  of  the  uterus,  the  empty- 
ing of  the  peritoneal  cavity  of  its  contents,  has  proved,  to  me,  to  be 
the  essential  thing  in  all  cases.  But  in  addition  to  that  I  have  found 
that  it  was  necessary  to  look  most  carefully  as  to  what  was  left  behind, 
and  that  is  impossible  if  you  confine  yourself  simply  to  the  vagina. 
Any  one  who  has  attempted  to  remove  an  ovarian  tumor,  for  instance, 
by  the  vagina,  will  find  that  he  not  infrequently  will  have  accumula- 
tions left  at  points  considerably  above  the  usual  level  which  is  in- 
vaded in  the  ordinary  operation.  So  that  although  he  may  use  his 
ligation,  his  sponges  and  his  gauze  freely  in  the  vagina,  if  he  will  take 
the  trouble  afterward  to  open  from  above  he  will  discover  a  consider- 
able amount  of  fluid  lying  immediately  beneath  the  anterior  abdomi- 
nal wall,  which  in  unfavorable  cases  is  a  potent  cause  of  sepsis.  The 
rule  for  these  cases  is  that,  although  delivery  should  be  made  if  pos- 
sible from  below,  and  although  the  effort  at  repair  if  possible  should 
be  made  from  below — and  they  can  all  be  made  from  below — you  can 
ligate  your  vessels,  you  can  close  the  rents  in  the  lower  segments  of 
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the  uterus  and,  for  that  matter,  even  remove  the  uterus  from  below 
if  the  necessity  for  it  seems  to  exist.  So  that,  if  you  have  to  work 
from  below,  it  is  simply  necessary  to  open  the  abdomen  in  order  to 
get  rid  of  the  accumulations  which  may  lie  therein  and  to  do  that 
kind  of  cleansing  to  which  attention  has  been  called.  If  there  is  one 
thing  better  proved  than  another  in  abdominal  surgery,  it  is  that  the 
patient  will  stand  three  times  the  operative  interference  from  below 
which  she  will  stand  from  above.  I  would  therefore  suggest  that,  as 
obstetricians,  we  pursue  most  of  our  operative  work  in  these  cases 
from  below  and,  if  we  have  to  open  above,  do  it  not  so  much  for  the 
purpose  of  operation  as  for  the  purpose  of  cleansing. 

Dr.  Murray  :  To  my  idea  there  are  only  two  questions  involved 
in  the  consideration  of  this  subject  :  first,  whether  the  tear  is  com- 
plete or  incomplete — that  is,  whether  it  has  gone  through  the  peri- 
tonaeum or  not  ;  and,  secondly,  whether,  there  has  been  an  incursion 
of  the  entire  contents  of  the  uterus  into  the  abdominal  cavity.  The 
four  cases  which  I  have  seen  I  will  narrate  briefly,  so  as  to  illustrate 
these  points.  The  first  was  a  case  which  Dr.  Coe  would  have  pre- 
sented in  his  paper,  had  he  been  here.*  It  occurred  in  the  Maternity 
last  year  ;  the  patient  going  through  a  normal  confinement  without 
any  marked  deformity  ;  labor  almost  stopping,  and  no  complaint  of 
pain,  no  flow  of  blood,  no  crying  on  the  part  of  the  patient ;  merely, 
the  labor  ceased.  The  patient  went  on  for  about  an  hour  or  an  hour 
and  a  half,  and  the  house  surgeon,  seeing  there  was  no  advance  of  the 
case,  delivered  with  forceps.  Dr.  Coe  did  not  see  the  case  until 
twelve  hours  after  delivery,  when  the  patient  was  in  absolute  collapse, 
almost  pulseless.  He  immediately  called  a  consultation  of  the  Visit- 
ing staff,  and  Dr.  Grandin  and  myself  saw  the  case  and  we  were  in 
doubt  as  to  what  was  the  cause  of  the  collapse  until,  introducing  my 
hand  into  the  uterus,  I  determined  a  rupture  into  the  broad  ligaments 
on  the  right  side.  The  patient  was  so  low  that  it  was  a  question 
whether  we  could  do  anything  by  laparotomy;  bu':  the  tear  extended 
so  high  that  we  all  thought  the  renc  had  certainly  gone  into  the  peri- 
toneal cavity  and  that  we  should  certainly  cleanse  it,  even  though  the 
shock  might  be  fatal.  Furthermore,  it  was  thought  that  perhaps  bleed- 
ing was  still  going  on,  which  was  the  cause  of  the  collapse.  The 
abdomen  was  then  opened,  and  I  must  say  that  any  operator 
who  thinks  it  would  have  been  an  easy  thing  to  have  taken 
out  such  a  uterus  as  that  would  have  changed  his  mind  when  he  saw 
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the  condition  of  the  peritonaeum,  for  the  doctor  cut  through  what  he 
thought  was  peritonaeum  half  a  dozen  times  to  open  the  cavity  and 
did  not  attain  it  until  he  had  pressed  his  fingers  firmly  down,  and  I 
am  sure  the  peritonaeum  was  three  to  four  inches  thick  with  extrava- 
sations of  blood,  extending  all  through  the  broad  ligament  and  up 
through  the  abdomen  as  far  as  the  umbilicus.  We  found  very  little 
discharge  in  the  cavity.  There  was  no  effusion  of  blood  there,  but  a 
tremendous  distention  of  the  broad  ligaments  and  sub-peritoneal  tissue. 
Now,  that  uterus  I  do  not  think  could  have  been  taken  out  with  very 
great  ease.  Certainly  it  would  have  had  to  be  absolutely  taken  out, 
since  the  tear  not  only  involved  the  broad  ligaments  but  went  down 
to  the  cervix.  In  that  case  it  would  have  been  better  surgery  to  have 
washed  out  with  bichloride  and  introduced  gauze.  In  another  case  I 
saw  in  the  Maternity  the  tear  was  on  the  posterior  side  ;  the  ordinary 
symptoms,  except  the  cessation  of  labor,  were  absent ;  the  patient 
went  into  collapse.  The  house  surgeon  made  an  examination  and 
determined  there  was  a  laceration  posteriorly,  also  involving  the 
vagina,  and  he  tamponed.  They  sent  for  me  in  about  three  hours, 
when  the  patient  was  in  absolute  collapse.  I  took  away  the  tampon, 
and  after  cleansing  internally,  as  I  could  on  account  of  the  tear  con- 
necting with  the  cervical  portion,  I  cleansed  thoroughly  and  applied 
sutures  and  tamponed  again,  stopping  the  haemorrhage  ;  but  that  pa- 
tient was  lost.  The  collapse  had  been  allowed  to  go  too  far.  The 
proper  thing  to  do  there,  of  course,  would  have  been  to  operate  from 
below.  The  two  other  cases  were  the  same.  One  of  them  was  into 
the  broad  ligament.  The  other  was  a  complete  rupture  of  the  perito- 
neal cavity  behind  the  uterus  and  was  drained  out.  I  have  felt  since 
seeing  these  patients  and  the  intense  shock,  in  the  multiparous  case 
where  we  can  not  seek  to  get  traction  of  the  uterus — I  have  felt 
that  the  best  thing  was  to  pursue  a  dilatation  method  and  introduce 
an  iodoform  gauze  and  drain,  not  packing  it  too  firmly.  And  in  cases 
where  there  was  surely  a  rupture  through  the  peritonaeum  into  the 
abdomen,  even  if  there  were  collapse,  we  should  let  the  patient  have 
the  best  chance.  Certainly  she  would  not  get  well,  if  the  rupture  is 
hi^h  up,  by  any  drainage  we  can  do  from  below.  The  first  case  I  re- 
ferred to  was  lost. 

Dr.  Jewett  :  I  have  just  one  suggestion,  and  that  is  that  we  ought 
not  to  authorize  the  use  of  the  word  "  Porro  "  as  applied  to  this  oper- 
ation. It  should  be  applied  to  the  operation  of  Caesarean  section, 
completed  by  the  amputation  of  the  uterus. 

Dr.  Cushing  :  I  may  relate  a  case  where  in  removing  a  fibroid  it 
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fell  right  through  the  uterine  wall,  so  that  when  it  came  out  it  left  a 
hole  there.  I  thought  it  had  gone  into  the  abdomen  and  instantly 
pulled  down  the  uterus  and  removed  it  by  vaginal  hysterectomy.  I 
do  not  see  how  any  half-way  methods  would  have  done  at  all. 

Dr.  McLean  :  I  regret  that  one  of  the  chief  elements  of  my  paper 
has  been  ignored,  and  that  is,  the  protection  of  the  peritonaeum  from 
that  invasion  which  is  so  much  dreaded  and  for  which  the  laparotomy 
is  performed.  And  if  we  have  absolute,  mechanical,  demonstrable 
proof  that  the  rupture,  if  complete  in  the  uterine  wall,  has  not  been 
complete  so  far  as  the  invasion  of  the  peritonaeum  is  concerned,  our 
method  of  treatment  should  be  different.  We  should  at  once  give  the 
patient  the  benefit  of  expectant  treatment. 

The  meeting  adjourned. 


THIRD  DAY'S  SESSION. 
May  31,  1894. 

The  Society  re-convened  at  10  o'clock  a.  m.  The  President  in  the 
Chair. 

Abstract  of  a  paper  entitled 

THE  BEST  METHOD  OF  OPERATION'  ON  OLD  LACERA- 
TIONS OF  THE  PERINEUM,  ESPECIALLY  THOSE 
ASSOCIATED  WITH  THE  FORMATION  OF  A  REC- 
TOCELE  AND  DISPLACEMENT  OF  THE  UTERUS. 

By  W.  Gill  Wvlie,  M.  D.,  New  York. 

The  author  states  the  object  of  his  paper  to  be  the  presentation  of 
some  of  his  own  views  on  this  subject  which  were  first  presented  by 
him  in  1885  in  a  paper  read  before  the  County  Medical  Society  of 
New  Y'ork,  which  demonstrated  a  simple  method  of  operative  treat- 
ment. He  states  that  his  ideas  in  this  regard  have  not  materially 
altered  during  the  past  fifteen  years  and  with  a  larger  experience. 

The  fact,  that  plastic  operations  of  this  character  are  so  frequently 
misunderstood  and  wrongly  described  by  diagram  and  word  in  recent 
text-books,  the  author  declares  to  be  the  ''exciting  cause"  of  his 
paper. 
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At  an  examination  for  the  position  of  interne  at  Bellevue  Hospital, 
the  applicants,  thirty  in  number,  were  asked  the  effect  of  laceration 
of  the  perinaeum  on  the  position  of  the  uterus.  They  all  replied  that 
the  result  of  the  perineal  laceration  would  be  prolapse  and  retrover- 
sion. When  asked  the  effect  upon  the  uterus  of  complete  tear  of  the 
perinaeum,  so  that  the  faeces  were  evacuated  involuntarily,  all  the  can- 
didates but  one  made  the  same  reply  they  had  given  to  the  previous 
question.  They  were  told  that  it  is  a  fact  in  almost  all  cases  where 
the  tear  extends  into  the  rectum  that  the  uterus  is  not  retroverted. 
They  were  then  asked  to  explain  why  the  uterus  did  not  become  dis- 
placed, but  they  were  unable  to  do  so.  The  candidates  were  gradu- 
ates of  the  best  medical  schools,  yet  their  knowledge  of  certain  ana- 
tomical points  was  very  defective.  They  were  not  able  to  state  the 
relation  of  the  axis  of  the  abdominal  cavity  with  that  of  the  pelvic 
cavity,  nor  could  they  give  that  of  the  anal  canal  with  the  rectum. 
The  author  apparently  relates  this  anecdote  to  show  how  imperfect 
is  the  teaching  in  the  schools  in  regard  to  the  supports  of  the 
uterus. 

Twenty-two  years  ago,  while  an  interne  at  the  Woman's  Hospital, 
he  saw  several  cases  admitted  for  secondary  operations  because  of  "  the 
skin  and  mucous  membrane  stretching  to  such  an  extent  as  to  form 
merely  a  thin  covering  over  the  rectocele  and  prolapsed  organs  behind 
it."  He  thought  that  the  failure  in  these  cases  was  due  to  the  neglect 
of  the  operator  to  cut  away  enough  tissue  and  to  his  inserting  his 
sutures  too  superficially,  and  he  did  not  recognize  the  fact  that  the 
old  crescent-shaped,  denuded  surface  which  was  made  to  include  a 
large  part  of  the  labia  and  skin  only  reunited  the  superficial  and 
everted  parts  of  the  perinaeum.  He  thinks  Simon  improved  upon 
this,  by  denuding  a  triangular  strip  from  the  rectocele,  and  Dr. 
Emmet  still  further,  by  the  introduction  of  his  clover-leaf  denudation. 
The  author  states,  however,  that  both  these  operations  leave  unde- 
nuded  the  edges  of  the  pubo-coccygeus  muscle  and  pelvic  fascia  in 
the  angles  depressed  on  either  side  of  the  rectocele.  Dr.  Wylie 
adopted  a  plan  of  operating  fifteen  years  ago  which  he  thinks  is  an 
improvement  upon  Simon's,  Emmet's,  the  modified  Hegar  or  Tait. 
He  says  it  is  simpler  and  that  it  secures  better  results  than  Dr. 
Emmet's  later  operation  on  the  posterior  wall  or  than  Tait's  opera- 
tion, especially  in  old  cases  complicated  by  rectocele.  The  author 
accepts,  with  slight  modifications,  what  he  calls  Hart's  views,  as  to 
the  manner  in  which  the  uterus  is  sustained  in  the  pelvis,  and  also 
admits  that  the  perinaeum  does  not  directly  sustain  the  uterus  in  posi- 
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tion  ;  but  he  believes  that  the  former  is  a  support  to  the  pubic  seg- 
ment under  great  intra-abdominal  pressure  and  thus  limits  prolapse 
of  the  pelvic  contents.  The  best  proof  of  this  indirect  support  he  con- 
siders to  be  the  fact  that,  when  the  perinaeum  is  completely  divided 
through  the  sphincter,  the  uterus  remains  in  normal  position.  Where, 
in  this  condition,  he  has  found  the  uterus  somewhat  prolapsed,  it  has 
rarely  been  retroverted. 

The  author  long  ago  came  to  the  conclusion  that  the  chief  object 
of  the  perinaeum  is  not  to  sustain  the  rectum,  for  he  asserts  that  when 
the  perinaeum  is  completely  destroyed  the  rectum  remains  in  place, 
but  to  enable  the  rectum  and  anus  to  perform  their  functions  and  to 
prevent  the  intra-abdominal  pressure,  exerted  in  the  evacuation  of 
faeces,  from  perverting  the  direction  of  the  forces,  disturbing  the 
equilibrium  of  the  pelvic  organs  and  overstretching  the  pelvic  fascia 
and  ligaments.  He  considers  the  greatest  force  that  disturbs  and  dis- 
places the  pelvic  organs  to  be  this  intra-abdominal  pressure,  greatest, 
except  in  expulsion  of  the  foetus,  during  straining  at  stool.  This, 
when  accompanied  with  severe  constipation,  stretches  the  ligaments, 
he  says,  and  relaxes  the  perinaeum  in  women,  even  when  there  is  no 
injury.  He  ascribes  rectocele,  cystocele  and  hernia  of  the  organs  of 
generation  to  this  cause. 

To  elucidate  his  reasons  for  the  operation  about  to  be  described, 
Dr.  Wylie  calls  the  perinaeum  "  the  movable  point  of  attachment  for 
the  transversus  perinaei,  the  bulbo-cavernosus,  the  sphincter  ani,  leva- 
tor ani  and  some  of  the  pelvic  fascia;  also  of  the  anus  and  lower  end 
.of  the  rectum  and  posterior  wall  of  the  vagina."  He  further  describes 
the  perinaeum  itself,  uniquely,  as  being  composed  "  chiefly  of  firm, 
connective,  fibrous  tissue,  such  as  forms  the  ligaments  of  muscles  in 
other  parts  of  the  body,  and  as  consisting  of  two  parts  "  :  externally 
and  superficially,  the  transversus  perinaei,  the  bulbo-cavernosus,  ex- 
ternal sphincter  ani  and  pelvic  fascia  ;  internally,  the  levator  ani, 
some  of  whose  fibers  help  to  form  the  internal  sphincter,  and  the  pel- 
vic fascia  which  sweeps  down  from  the  sides  of  the  pelvis  and  helps 
to  form  and  strengthen  the  pelvic  floor.  This  makes,  with  the  levator 
ani  muscle,  a  firm  ligamentous  band  at  and  in  front  of  the  ldwer  end 
of  the. rectum  where  it  joins  the  anus.  This  band  is  the  great  director 
and  controller  of  the  abdominal  pressure  when  it  is  directed  upon  the 
rectum  and  vagina,  as  in  straining  at  stool.  He  also  refers  to  the 
effect  of  the  stretching  or  laceration  of  the  pubo-coccygeus  muscle 
and  its  fascia  in  the  formation  of  rectocele,  as  well  as  the  tendency  of 
prolapsus  uteri  to  increase  itself  little  by  little  through  the  continu- 
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ance  of  the  force  from  above  and  the  absence  of  muscular  and  fascial 
resistance,  properly  directed,  below. 

His  operation  includes  the  denudation  of  the  depressed  angles  of 
the  rectocele  on  each  side,  formed  by  the  retraction  laterally  of  the 
perinaeum  after  injury,  and  the  insertion  of  sutures  in  such  a  manner 
as  to  bring  the  retracted  edges  of  the  pubo-coccygeus  and  pelvic 
fascia  into  apposition  up  over  the  rectocele  ;  thus  displacing  the  an- 
terior wall  of  the  rectum  backward. 

The  operation  consists  in  denuding  the  mucous  membrane,  which 
once  formed  the  ostium  vaginae,  only  as  high  as  the  old  caruncles 
laterally,  gradually  extending  the  denudation  upward  from  an  inch  to 
an  inch  and  a  half  in  the  vagina,  going  directly  in  laterally  so  as  to 
include  the  depressed  tissues  on  either  side  of  the  rectocele  in  the 
angles,  and  removing  the  mucous  membrane  and  connective  tissue 
until  firm  white  tissue  is  reached  ;  then  up  over  the  rectocele  to  the 
opposite  side,  denuding  the  mucous  membrane  only,  over  the  convex 
part  of  the  rectocele.  When  the  denuded  surface  is  stretched  out  it 
forms  nearly  a  square  with  its  long  axis  extended  up  the  vagina,  un- 
less the  rectocele  is  large  when  the  long  axis  may  be  transverse.  The 
sutures  are  then  entered  as  in  the  old  operation  of  Dr.  Sims,  except 
that  the  three  or  four  last  sutures  completely  embrace  the  denuded 
angles  on  each  side,  each  stitch  passing  entirely  across  the  denuded 
surface  from  side  to  side.  Silver  wire  is  usually  used.  After  the 
sutures  have  been  inserted  the  sphincter  ani  is  thoroughly  stretched, 
so  as  to  loosen  tension  in  that  direction  when  the  denuded  surfaces 
are  brought  together. 

Dr.  Wylie  claims  that  this  operation  transforms  the  convex  sur- 
face of  the  rectocele  into  a  concave  posterior  vaginal  wall  and  that, 
although  tension  upon  the  sutures  is  considerable,  the  stretching  of 
the  sphincter  prevents  this  force  from  being  excessive.  This  opera- 
tion is  claimed  to  be  efficient  also,  when  the  sphincter  is  completely 
lacerated.  In  young  women  with  the  probability  of  future  child- 
bearing,  the  danger  of  too  deep  denudation  must  be  avoided,  because 
the  loss  of  much  tissue  will  insure  future  lacerations. 

The  sutures  are  removed  about  the  fourteenth  day,  and  the  usual 
precautions  against  straining  at  stool  and  sexual  intercourse  are  to  be 
insisted  upon  for  some  weeks  thereafter. 

After  this  definition  of  the  anatomical,  physiological  and  practical 
character  of  the  perinoeum  Dr.  Wylie  draws  the  following  conclusions  : 

i  and  2.  The  position  of  the  uterus  is  generally  not  affected  in 
complete  laceration  of  the  sphincter  ani  only. 
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3.  Complete  procidentia  is  apt  to  occur  when  the  inner  or  upper 
portion  of  the  perinaeum  is  torn  or  overstretched. 

4.  The  explanation  already  given  as  to  the  manner  in  which  pro- 
lapse occurs  when  the  perinaeum  is  lacerated  is  here  repeated. 

5.  The  end  to  be  attained  in  operating  for  this  condition  is  to  re- 
unite the  separated  edges  of  the  levator  ani  and  the  pelvic  fascia  and 
to  fix  them  to  and  in  front  of  the  lower  end  of  the  rectum  and  the 
upper  part  of  the  anus,  in  order  to  prevent  the  protrusion  into  the 
vagina  of  the  rectal  wall  and  the  subsequent  prolapse  of  the  uterus 
and  its  retroversion. 

6.  This  result  can  only  be  accomplished  by  denuding  the  retracted 
tissues  on  each  side  of  the  rectocele  and  by  uniting  them  over  and  in 
front  of  the  rectocele.  The  operation  should  be  confined  within  the 
ostium  vaginae,  where  the  injury  really  occurs. 

7.  All  morbid  conditions  of  the  anas  and  rectal  mucous  mem- 
brane should  first  be  cured,  in  order  completely  to  cure  the  symp- 
toms of  the  perineal  injury. 

8.  The  necessity  of  combining  amputation  of  the  cervix  and  some- 
times Alexander's  operation,  when  these  are  indicated,  with  the  peri- 
neal operation,  in  order  to  effect  a  cure. 

The  author  does  not  believe  in  extirpation  of  the  uterus  for  pro- 
cidentia uteri,  except  in  certain  cases  of  enlargement  from  intract- 
able or  incurable  disease,  or  in  new  growths. 

Discussion  ox  Dr.  Wylie's  Paper. 

Dr.  Noble  :  I  think  that  if  we  examine  a  virgin  we  will  find  that 
there  is  very  little  tissue  between  the  rectum  and  the  vagina.  The 
whole  contention  of  this  paper  was  that  there  was  a  considerable 
amount  of  tissue  there,  whose  function  it  is  to  keep  the  rectum  from 
coming  forward.  I  believe  the  reason  that  a  good  many  gynaecolo- 
gists from  my  standpoint  do  not  appreciate  the  real  nature  of  injuries 
of  the  perinaeum  is  because  they  have  attended  so  few  labors.  I  have 
seen  but  one  tear  of  the  perinaeum  which  went  up  the  median  line 
of  the  vagina.  Vaginal  tears  usually  run  up  one  vaginal  sulcus  or  both 
sulci ;  or  they  tear  deeply  and  widely  through  the  large  levator  ani 
muscles.  In  the  one  case  the  result  is  a  small  rectocele,  with  local 
disease  of  a  trifling  character  ;  and  in  the  other  the  entire  support  of 
the  pelvic  floor  is  destroyed  and  everything  drops  down.  Now,  if  the 
tears,  on  the  other  hand,  extend  into  the  rectum,  they  almost  invari- 
ably go  up  the  median  line  ;  I  think  this  is  the  secret  of  the  reason 
why  we  do  not  have  prolapse  of  the  uterus  and  of  the  other  pelvic 
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viscera  in  complete  tears.  The  reason  is  that  in  these  tears  the  levator 
ani  muscles  are  not  torn,  whereas,  in  incomplete  laceration,  the  tears 
are  in  the  sulci  and  the  levator  muscle  is  torn.  Dr.  Wylie  lays  the 
whole  stress  of  his  argument  upon  the  effect  of  straining  at  stool  and 
says  nothing  at  all  about  the  occupation  of  the  woman  in  influencing 
pelvic  prolapse.  Now,  my  experience  is  that  pelvic  prolapse  only  oc- 
curs in  the  cases  of  incomplete  tear  and  for  the  reason  that  I  have 
mentioned — that  the  levator  ani  is  torn.  I  have  seen  but  one  proci- 
dentia of  the  uterus  in  a  case  in  which  the  levator  was  not  torn.  Of 
course  it  is  true  that  even  in  little  girls  occasionally  the  uterus  will 
come  out,  but  I  have  been  connected  with  hospitals  for  ten  years  and, 
as  I  have  seen  but  one  case,  it  must  be  an  extremely  rare  occurrence. 
Dr.  Wylie's  argument  was  based  upon  its  occasional  occurrence  in 
small  children,  and  in  such  cases,  so  far  as  I  know,  it  has  always  oc- 
curred in  girls  who  have  had  to  carry  their  sisters  and  brothers  around 
on  their  backs  or  who  worked  at  some  heavy  occupation.  The  one 
case  in  which  I  saw  complete  procidentia  was  in  a  woman  who  had  to 
carry  large  weights.  I  think,  then,  that  the  influence  of  the  occupa- 
tion of  the  patient  has  just  as  much  to  do  with  it  as  the  one  factor  of 
the  straining  at  stool. 

I  also  wish  to  mention  the  point  that  in  doing  his  operation  you 
never  see  the  muscles;  on  the  other  hand,  I  never  do  the  operation 
without  seeing  the  muscles.  I  invariably  carry  my  dissection  down 
to  the  levator  ani  muscles,  so  that  the  statement  made  by  Dr.  Wylie, 
that  these  muscles  are  all  gone,  in  my  experience  is  not  the  case. 
Another  point  that  I  think  is  of  practical  importance  in  doing  the 
operation  is  with  reference  to  putting  the  finger  in  the  rectum.  I 
have  not  had  my  finger  in  the  rectum  in  doing  this  operation  for 
years,  and  from  my  standpoint  it  is  entirely  unnecessary  to  run  this 
chance  of  infecting  the  perinaeum.  The  operation  can  be  done  just- 
as  well  without  it.  While  the  results  in  my  hands  of  the  operation, 
as  laid  down  by  Dr.  Emmet,  have  been  most  excellent,  I  agree  with 
Dr.  Wylie  that,  if  carried  out  strictly,  there  is  a  tendency  to  leave  a 
weak  spot  ;  but  that  can  be  very  easily  obviated  by  extending  the 
dissection  a  little  higher  up  the  vagina  and  by  bringing  the  tissues 
together.  In  cases  in  which  there  is  a  very  great  prolapse  of  the 
pelvic  floor  1  have  put  buried  sutures  in.  The  one  other  point  that  1 
wish  to  call  attention  to  is  that  the  support  of  the  pelvic  organs  does 
not  depend  upon  the  little,  white  fibrous  tissue,  but  upon  the  integ- 
rity of  the  great  levator  ani  muscle  and  that  therefore,  when  Dr. 
Wylie  lays  all  his  stress  on  the  white  tissue,  he  misses  his  point. 
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Dr.  Skene  :  I  agree  with  Dr.  Wylie  entirely,  so  far  as  the  facts 
are  concerned  in  regard  to  the  displacement  of  the  uterus.  It  is  a 
fact  long  known  that  in  complete  laceration,  in  the  median  line  espe- 
cially, prolapsus  is  the  exception  and  an  exception  that  is  very  seldom 
met  with.  I  have  seen  the  condition  oftener  than  Dr.  Noble,  and  it 
is,  possibly,  due  to  the  fact  that  I  have  been  studying  injuries  to  the 
pelvic  floor,  from  the  standpoint  of  the  obstetrician,  that  I  have  seen 
twenty-five  cases  of  procidentia.  But  while  I  agree  with  the  doctor  in 
these  particulars,  I  entirely  disagree  with  him  as  to  the  causation  based 
upon  the  anatomy  of  the  pelvis  and  the  pathology  of  the  uterus  and 
also,  almost  entirely,  in  his  method  of  overcoming  the  difficulty.  In 
order  to  excuse  myself  from  disagreeing  with  him  in  reference  to  the 
operation,  I  may  say  that  I  have  the  same  objection  to  his  that  I 
have  to  Emmet's — that  he  adapts  his  operation  to  all  forms  of  in- 
juries. 

Dr.  Wylie  :  My  whole  paper  was  confined  to  the  one  class  of 
cases  where  there  was  a  rectocele. 

Dr.  Skene  :  There  are  two  special  classes  of  injury  to  the  pelvic 
floor — one  of  the  median  line  and  the  other  no  injury  of  the  pelvic 
floor  itself,  properly  speaking,  but  to  the  guys  and  supports  of  the 
pelvic  floor,  which  hold  that  structure  at  its  proper  elevation.  The 
levator  ani  muscles  act  as  the  cables  of  a  suspension  bridge  to  hold 
the  pelvic  floor  in  its  proper  position.  The  injuries  are  those  of  the 
median  line — of  the  pelvic  floor  properly — and  of  the  levator  ani 
muscles  which  support  the  floor  at  its  proper  elevation.  If  the  pelvic 
floor  is  perfect  in  its  structure  and  never  has  sustained  the  slightest  in- 
jury, but  the  levator  ani  muscles  are  injured — as  they  often  are — 
these  latter  allow  sagging  of  the  pelvic  floor  and  prolapsus  will  occur. 
Now,  it  is  clearly  evident  that,  in  the  one  case,  we  can  not  have  a  rec- 
tocele and,  in  the  other,  that  the  muscle  is  lost  and  so  the  rectocele 
does  not  occur.  Another  reason  why  we  do  not  have  prolapsus  in 
those  complete  median-line  lacerations,  and  even  in  some  of  the  less 
complete,  is  the  compensation  which  takes  place.  If  the  levator  ani 
muscle  remains  perfect,  the  pelvic  floor  will  be  held  at  its  proper 
elevation  and,  in  fact,  drawn  a  little  above  that,  so  that  even  in  cases 
of  complete  laceration  the  pelvic  outlet  is  very  often  almost  or  entire- 
ly closed  by  the  efforts  of  the  levator  ani  muscle,  which  necessarily 
raises  the  remains  of  the  pelvic  floor  and  draws  it  forward  toward  the 
pubes.  I  am  sure  we  have  all  seen  the  normal  distance  between  the 
vestibule  and  the  rectum  greatly  diminished  by  compensation  that 
was  almost  sufficient  to  bring  them  together,  thus  preventing  the  ten- 
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dency  to  prolapsus  of  the  vaginal  wall.  I  saw  a  lady  the  other  day 
who  has  had  a  complete  laceration  for  two  or  three  years.  She  has 
no  prolapsus.  The  posterior  rectal  wall  in  that  case  comes  almost 
forward  to  touch  the  anterior  abdominal  wall. 

I  object,  of  course,  to  Dr.  Wylie's  operation,  as  not  being  by  any 
means  the  best.  I  would  raise  the  same  objection  to  the  suggestion 
made  by  Dr.  Noble  with  reference  to  the  other  operation.  I  believe 
I  was  the  first  man  to  call  attention  to  the  injuries  of  the  levator  ani 
muscle  as  such,  although  Dr.  Emmet  first  called  attention  to  the  in- 
jury of  the  pelvic  fascia  and  the  necessity  of  restoring  it,  and  I  have 
no  doubt  that  he  meant  to  include  the  levator  ani  muscle.  I  first 
noticed  the  injury  by  observing  it  give  way  during  parturition.  I 
watched  my  cases  afterward  and  saw  that  they  had  sustained  that 
injury,  and  I  have  felt  the  fibers  of  that  muscle  give  way  under  my 
finger.  In  the  one  class  of  operations,  then,  we  simply  have  the  pel- 
vic floor  torn  in  the  median  line  and,  if  the  injury  has  lasted  long 
enough  for  the  development  of  a  so-called  rectocele,  then  we  have  to 
dispose  of  that.  We  can  not  completely  restore  the  pelvic  floor 
without  disposing  of  this  rectocele.  Notwithstanding  what  Dr.  Wylie 
says,  rectocele  rarely  occurs  ;  the  tumor  that  appears  at  the  vulva 
and  comes  into  it  is  usually  a  mass  of  hemorrhoidal  veins,  and  no  op- 
eration that  I  have  seen,  outside  of  Emmet's,  will  overcome  or  cure 
that  rectocele,  so-called,  where  it  is  due,  as  it  always  is,  to  this  hem- 
orrhoidal condition.  Now,  the  plan  of  operation  that  is  necessary 
for  the  restoration  of  the  pelvic  floor  is  entirely  different  from  the 
one  for  the  restoration  of  the  levator  ani  muscle.  I  know  of  no  im- 
provement that  has  ever  been  made  upon  the  ordinary  operation  by 
Baker  Brown  and  others.  Of  course  the  technique  and  methods  of 
operation  have  improved  since  Baker  Brown's  day,  but  the  principle 
is  the  same.  There  is  no  improvement  that  I  know  of,  with  one  ex- 
ception, and  that  is  where  there  is  a  median-line  laceration  whether 
complete  or  incomplete  ;  if  there  be  a  rectocele  there  has  been  a  de- 
cided improvement  in  dealing  with  it,  and  this  consists  in  the  fact 
that,  in  place  of  taking  away  this  posterior  vaginal  wall  clear  out  to 
the  crown  of  the  most  prominent  part  of  the  so-called  rectocele,  it  is 
sometimes  made  to  fall  back  into  its  normal  position.  That  I  do  not 
believe  is  done  by  Dr.  Wylie's  operation.  By  cutting  away  the  vagi- 
nal wall  in  front  of  this  so-called  rectocele,  he  takes  away  a  great  deal 
of  valuable  tissue.  By  having  the  sutures  run  along  the  rectal  wall, 
you  can  have  a  sufficient  amount  of  pressure  to  keep  the  parts  in 
position,  and  by  that  method  you  restore  the  pelvic  floor  to  its  origi- 
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nal  condition.  Then,  on  the  other  hand,  with  reference  to  the  inju- 
ries of  the  levator  ani  muscle  ;  there  was  never  anything  done  in  the 
world  to  overcome  that  injury  until  Dr.  Emmet  devised  his  operation, 
and  that  is  the  only  operation  that  ever  was  done  that  did  the  slight- 
est good  in  those  cases  ;  it  always  works  if  it  is  properly  done. 

Dr.  Wylie  :  What  I  shall  say  will  be  simply  in  explanation,  as  I 
do  not  wish  to  be  misunderstood.  I  do  not  claim  that  I  cut  the  pos- 
terior vaginal  wall  at  all.  The  first  incision  I  make  accomplishes 
what  Hart's  operation  is  supposed  to  do.  The  cuts  are  almost  iden- 
tical, except  that  mine  is  made  with  more  care  and  not  simply  three 
cuts  made  more  rapidly.  Then  I  simply  dissect  off  the  mucous  mem- 
brane and  can  either  leave  it  or  take  it  away.  There  is  no  real  de- 
struction of  the  tissue  at  all.  I  would  simply  say,  with  reference  to 
Dr.  Noble,  that  it  is  not  very  difficult  to  clean  the  rectum  and  I  do 
not  believe  that,  in  a  large  rectocele,  one  can  operate  properly  without 
putting  the  finger  in  the  rectum.  As  to  finding  the  muscles,  I  can 
find  the  external  muscles  ;  but  when  it  comes  to  old  women  I  can  not 
find  what  I  would  term  the  levator  ani  muscles.  Of  course  if  the 
levator  ani  is  torn  up  on  the  side,  I  do  not  pretend  to  do  the  operation 
in  the  median  line  but  restore  it  on  the  side. 

Abstract  of  a  paper  entitled 

ULTIMATE  RESULTS  OF  TREATMENT  OF  BACKWARD 
DISPLACEMENTS  OF  THE  UTERUS  BY  PESSARY, 
WITH  ESPECIAL  REFERENCE  TO  THE  ALEXAN- 
DER-ADAMS OPERATION. 

By  F.  H.  Davenport,  M.  D.,  Boston. 

Up  to  within  a  few  years  the  sole  method  of  treating  retroversion 
or  retroflexion  uncomplicated  by  adhesions  was  by  pessary.  Now 
there  are  a  number  of  operative  procedures  which  have  been  proposed 
either  as  a  substitute  for  the  pessary  or  to  meet  the  case  where  the 
pessary  can  not  be  borne.  Of  them  all  only  two,  the  shortening  of 
the  round  ligaments  and  ventro-fixation,  are  of  enough  value  to  merit 
serious  consideration.  Nor  need  ventro-fixation  be  considered  here, 
since  the  indications  for  the  two  operations  are  entirely  different. 
The  Alexander  operation  is  only  suitable  for  uncomplicated  cases  of 
backward  displacement,  while  ventro-fixation  should  only  be  done 
for  adherent  uteri,  where  the  symptoms  are  clearly  due  to  the  mal- 
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position  or,  secondarily,  in  the  course  of  operations  for  other  condi- 
tions. 

In  deciding  between  the  use  of  a  pessary  and  Alexander's  opera- 
tion, the  objections  to  the  pessary  must  be  given  their  due  weight. 
There  are  four  principal  ones  :  the  difficulty  of  fitting  a  comfortable 
support  that  will  do  the  work,  the  fact  that  it  is  a  foreign  body  and 
liable  to  give  trouble,  that  it  needs  more  or  less  constant  care  and 
watching,  and  that  it  is  only  palliative,  not  curative,  and  must  be  worn 
for  life.  The  first  three  objections,  while  important,  are  usually  not 
so  weighty  as  to  turn  the  scale  in  favor  of  operation.  Upon  our 
opinion  with  regard  to  the  fourth,  however,  will  depend  whether  we 
advise  pessary  or  operation. 

Statistics  of  the  number  of  cases  of  simple  backward  displacement 
cured  by  the  use  of  a  pessary  are  comparatively  few.  Most  authors 
content  themselves  with  vague  statements  of  their  impressions  as  to 
the  number  of  cures,  which  naturally  have  but  little  value.  Four  ob- 
servers have  made  a  careful  study  of  their  cases — Munde,  Lohlein, 
Frankel  and  Sanger — and  out  of  a  total  of  five  hundred  and  thirty- 
four  cases  report  forty-two  complete  cures,  that  is,  the  uterus  re- 
mained forward  without  a  support  and  the  patients  were  relieved  of 
their  symptoms.  Walkins  reports  one  hundred  and  fourteen  cures 
out  of  one  hundred  and  thirty-nine  cases  of  retroversion  but,  as  his 
standard  of  cure  is  evidently  entirely  different,  his  statistics  have 
been  thrown  out.  The  author's  own  records  of  the  last  fifty  cases 
show  ten  cases  completely  cured,  that  is,  both  anatomically  and  symp- 
tomatically,  and  nine  more  symptomatically — that  is,  the  patients  can 
go  without  the  support  and  are  relieved  of  their  symptoms  but  the 
uterus  is  still  retroverted.  His  figures,  added  to  those  of  the  other 
four  observers,  give  five  hundred  and  eighty-four  cases  and  fifty-two 
cures  or  a  little  over  eleven  per  cent. 

In  judging  of  the  value  of  the  pessary  as  a  means  of  cure,  it  is  fair 
to  include  also  the  cases  symptomatically  cured  and,  with  this  inter- 
pretation I  am  of  the  opinion  that  in  about  twenty-five  percent,  of  the 
cases  of  retro-displacements  we  can  expect  to  be  able  to  remove  the 
support.  The  majority  of  the  cases  which  were  cured  wore  the  pes- 
sary less  than  a  year  and  a  half.  The  operations  of  trachelorrhaphy 
and  perineorrhaphy  seemed  to  have  no  effect  upon  the  position  of  the 
uterus.  Of  the  seventy-five  per  cent,  of  cases  which  are  dependent 
upon  the  pessary,  the  majority  are  so  satisfied  that  they  would  prefer 
to  continue  wearing  the  support  rather  than  submit  to  an  operation 
and,  in  the  author's  opinion,  neither  are  the  disadvantage  s  of  the  pes- 
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sary  nor  the  advantages  of  the  operation  so  great  as  to  warrant  us  in 
urging  the  Alexander-Adams  operation. 

The  following  is  a  summary  of  the  points  made  : 

1.  In  cases  of  uncomplicated  retroversion  or  retroflexion  of  the 
uterus,  the  choice  of  treatment  lies  between  shortening  the  round  lig- 
aments and  the  wearing  of  a  pessary  ; 

2.  A  cure,  either  anatomical  or  symptomatic,  or  symptomatic 
alone,  may  be  confidently  expected  from  the  use  of  a  pessary  in  about 
twenty-five  per  cent,  of  all  cases. 

3.  Where  a  cure  is  effected,  it  is  usually  within  a  year  or  a  year  and 
a  half  after  the  beginning  of  the  treatment. 

4.  A  large  proportion  of  those  not  cured  can  wear  a  pessary  with- 
out discomfort  and  do  not  wish  an  operation. 

5.  The  operation  for  shortening  the  round  ligaments  should  be 
limited  to  those  cases  where  a  pessary  can  not  be  worn,  to  those  who 
prefer  it  to  wearing  a  support  for  years,  to  cases  where  vaginal  treat- 
ment is  inappropriate  and  as  supplementary  to  other  operations. 

Discussion  on  Dr.  Davenport's  Paper. 

Dr.  Cushing  :  I  think  that  this  is  a  very  judicious  paper,  and  yet 
there  are  certain  objections  to  be  made  both  to  the  manner  of  con- 
ducting the  investigation  and  to  the  conclusions.  I  think  statistics 
on  this  subject  are  almost  valueless,  from  the  fact  that  it  is  only 
so  very  recently  that  a  real  appreciation  of  the  causes  of  the  displace- 
ment has  obtained.  All  these  old  statistics,  in  which  displacement  is 
treated  as  a  disease  and  not  as  a  symptom,  are  worth  as  much  as  sta- 
tistics about  dropsy.  I  think  we  should  go  upon  the  principle  that 
the  uterus,  when  it  is  displaced,  is  either  pushed  back  or  held  back 
or  too  heavy  and,  when  you  come  to  divide  the  subject  in  this  way, 
it  will  be  seen  how  little  statistics  will  be  of  value.  I  know,  as  a  mat- 
ter of  fact,  that  in  the  hands  of  competent  men  the  use  of  pessaries  for 
vaginal  displacements  is  very  excellent.  And  therefore  I  have  taken 
the  ground,  substantially  the  same  as  the  reader  of  the  paper,  that  very 
few  cases  require  the  Alexander  operation,  that  they  can  be  quite  con- 
siderably relieved  by  the  use  of  the  pessary,  or  else  it  requires  some- 
thing more  than  the  Alexander  operation.  Where  you  require  an 
operation  you  almost  always  find  out  that  the  uterus  is  held  back  by 
some  band  or  some  adhesion,  owing  to  which  the  uterus  drops  back 
the  moment  the  pessary  is  taken  out.  Therefore  I  should  dissent 
from  the  proposition  that,  in  cases  which  are  not  cured  by  the  pes- 
sary and  where  some  operation  is  necessary,  we  must  elect  between  a 
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continuous  use  of  the  pessary  and  Alexander's  operation.  The  Alex- 
ander fad  is  declining.  A  year  ago  we  had  a  discussion  in  Boston 
and  I  took  the  same  ground  that  I  do  now.  There  were  men  there 
who  were  doing  the  Alexander  operation  by  hundreds,  and  they  said 
you  could  do  it  even  when  there  were  adhesions  ;  that  you  could  open 
the  abdomen,  find  the  ligament  and  shorten  it.  The  same  thing  came 
up  this  year  and  not  one  of  those  men  appeared  to  defend  that  opera- 
tion. I  think  that  there  is  very  little  call  for  Alexander's  operation, 
except  where  there  is  a  retroflexion,  more  or  less  congenital,  in  which 
you  are  quite  sure  there  is  no  adhesive  complication.  If  there  is 
going  to  be  an  operation,  the  best  way  is  to  make  an  incision  of  the 
abdomen,  shorten  the  ligaments,  see  what  you  are  about  and  finally 
cure  the  patient. 

Dr.  Cleveland  :  I  am  very  much  in  sympathy  with  most  of  that 
which  Dr.  Davenport  has  presented  in  his  admirable  paper.  I  believe 
in  the  use  of  the  pessary  and  I  also  believe  in  the  use  of  the  Alexan- 
der operation.  1  resort  to  the  use  of  the  pessary  a  great  deal  in  my 
practice — but  not  so  much  as  formerly — chiefly  in  retro-displace- 
ments. I  rarely  find  a  necessity  for  using  it  in  anterior  displace- 
ments. I  think  that  there  are  cases  of  retro-displacements  where  no 
symptoms  are  presented  and  then  the  woman  can  be  left  severely 
alone.  In  the  use  of  the  retroversion  pessary  I  have  had  admirable 
results,  I  think  as  satisfactory  as  Dr.  Davenport  speaks  of  in  his  paper 
but,  where  I  have  been  obliged  to  use  the  pessary  for  a  year,  I  have 
rarely  found  success  with  the  use  of  it  after  that  time;  where  my 
patients  were  uncomfortable,  that  is,  tired  of  the  use  of  the  pessary, 
I  have  suggested,  although  I  have  never  urged,  the  Alexander  opera- 
tion. I  disagree  with  Dr.  Cushing  in  his  remarks  about  the  Alexan- 
der operation.  I  think  it  is  a  most  beneficent  operation,  which  has 
come  to  stay  ;  and  in  regard  to  the  success  of  the  operation  I  dis- 
agree with  the  reader  of  the  paper  as  to  the  small  percentage  of  suc- 
cesses. I  think  that  if  judicious  selection  is  made  of  cases,  if  the 
cases  are  proper  ones  for  operation,  if  the  technique  is  thoroughly 
understood  by  the  operator  and  all  its  details  are  thoroughly  car- 
ried out  in  an  aseptic  manner,  the  operation  will  almost  invariably 
be  a  success  ;  and  instead  of  being  about  ten  per  cent.,  I  should 
think  it  would  produce  fully  seventy-five  per  cent.,  of  successes.  I 
believe  in  the  Alexander  operation  of  the  older  method,  that  is,  the 
cutting  down  from  the  external  ring  and  never  slitting  up  the  canal. 
I  have  had  in  my  practice  over  forty  cases  ;  my  failures  were  few  and 
occurred  in  my  early  operations  from  my  faulty  technique  and  my 
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want  of  knowledge  of  its  proper  application  and,  possibly,  from  want 
of  thorough  asepsis  in  the  preparation  and  treatment  of  the  patient. 
If  your  preparation  is  not  thoroughly  aseptic,  if  you  have  pus  in  your 
wound,  the  operation  is  most  serious  ;  you  will  not  have  success.  If 
you  have  pus,  you  will  not  only  fail  to  secure  \cur  ligaments  in 
the  canal  but  you  will  be  likely  to  have  a  hernia  on  both  sides.  I  have 
lately  introduced  a  new  procedure,  in  which  I  gain  at  least  an  inch 
more  of  anchorage  for  the  ligament  beyond  the  canal.  After  finding 
the  ligament,  drawing  it  out  four  inches  and  after  putting  my  two 
sutures  through  the  ligament,  I  take  a  needle  with  a  carding  thread 
upon  it  and  carry  it  down  underneath  the  fascia  at  the  lower  angle  of 
the  incision  ;  then  I  bring  it  out  about  an  inch  or  an  inch  and  a  quar- 
ter below  the  lower  point  of  the  incision  on  the  pubes  ;  and,  finally, 
placing  the  termination  of  the  ligament  in  the  loop  of  the  carding 
thread,  I  draw  the  needle  with  the  carding  thread  and  the  ligament 
down  underneath  the  fascia  of  the  pubes  and  out  of  the  small  open- 
ing an  inch  below  the  lower  point  of  the  incision  ;  there  the  point  of 
the  ligament  as  it  projects  from  the  integument  is  secured  by  suture. 
I  have  the  whole  line  of  the  canal  and  an  inch  or  more  of  anchorage 
for  the  ligament  beyond.  I  still  believe  in  the  pessary  and  never  re- 
sort to  the  Alexander  operation,  if  the  pessary  will  relieve  my  patient. 

Dr.  Edebohls  :  I  am  very  anxious  that  my  friend,  Dr.  Cushing, 
shall  not  leave  for  Boston  until  he  learns  that  the  operation  for  short- 
ening the  round  ligament  is  not  dying  out.  We  do  not  claim  it  to  be 
an  operation  exclusively  for  a  retroverted  uterus.  No  man  of  great 
authority  claims  that.  I  claim  that  the  only  cases  of  retroversion  in 
which  you  can  apply  a  pessary  with  any  possibility  of  success  are 
cases  where  the  uterus  can  easily  be  put  into  normal  position  and  will 
stay  there.  Further  than  that,  I  would  ask  as  an  indication  for  the 
use  of  the  pessary  the  fact  that  the  tubes  and  ovaries  can  be  felt  to 
be  normal  in  size.  It  is  not  alone  sufficient  that  the  uterine  body  be 
not  adherent  but  the  tubes  and  ovaries  must  be  normal  in  size,  must 
be  healthy  and  must  be  non-adherent.  Such  a  case  is  one  eminently 
suitable  for  treatment  by  the  pessary;  such  a  case  is  one  that  is 
clearly  suitable  also,  if  we  care  to  do  so,  for  operative  treatment — and 
by  "operative  treatment"  I  mean  shortening  the  round  ligaments.  I 
shall  not  address  myself  to  any  other  question,  for  it  seems  to  me  that 
there  is  no  other  under  discussion  than  as  to  the  advisability  and  pro- 
priety, in  this  class  of  cases  that  I  have  indicated,  of  using  a  pessary 
or  shortening  the  round  ligaments.  What  are  the  results  that  have 
been  presented  here  to-day  as  to  the  cure — either  symptomatic  or 
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anatomic  and  symptomatic  both — of  retroversion  by  the  pessary  ? 
The  average,  if  I  am  not  mistaken,  does  not  exceed  twenty-five  per 
cent.,  under  the  most  favorable  statistics  that  the  reader  of  the  paper 
has  presented.  That  is,  I  think,  in  the  present  development  of  gynaeco- 
logical practice,  a  small  percentage  of  cures  for  any  condition  and  ought 
not  to  satisfy  us.  Can  we  do  better  than  that  by  any  other  means  ? 
I  claim  that  we  can.  We  do  better  by  shortening  the  round  liga- 
ments. I  believe  and  know  that  we  can.  I  have  operated  during  the 
past  four  years  for  this  condition.  I  have  been  able  to  observe  most 
of  my  cases  for  a  sufficient  time  after  the  operation  to  be  convinced 
of  the  positiveness  of  the  result.  I  have  operated  somewhere  between 
seventy-five  and  eighty  times,  and  of  those  cases  on  which  I  have 
operated  and  which  I  have  been  able  to  follow  I  have  not  found  a 
single  one  in  which  the  uterus  has  gone  back  to  retroversion — that  is 
to  say,  these  cases  have  been  anatomically  cured.  Now,  an  anatomi- 
cal cure  and  a  symptomatic  cure  are  two  different  things.  The  ana- 
tomical cure  I  know  I  can  obtain.  The  symptomatic  cure  depends 
on  the  correctness  with  which  we  make  our  diagnosis  before  we  pro- 
ceed to  operate.  If  we  make  no  mistake  of  diagnosis,  if  we  refer  the 
symptoms  of  the  woman  satisfactorily  and  correctly  to  the  retrover- 
sion, then  we  have  both  an  anatomical  and  a  symptomatic  cure.  The 
points  I  wish  to  make,  then,  are :  first  of  all,  that  the  Alexander 
operation  for  shortening  the  round  ligaments  is  not  dying  out ;  and, 
in  the  second  place,  that  we  can  almost  absolutely  guarantee  our  pa- 
tient a  cure  provided  our  diagnosis  is  correct — can  guarantee  a  cure 
of  the  retroversion  and  of  the  accompanying  symptoms  by  a  properly 
performed  shortening  of  the  round  ligaments,  which,  according  to  the 
best  statistics  presented  by  the  advocates  of  the  pessary,  can  not  be 
done  in  more  than  twenty-five  per  cent,  of  their  cases.  Therefore  we 
have  at  least  to  present  that  fact  to  the  woman  when  she  consults  us 
for  the  cure  of  a  retroversion.  I  lay  it  before  them  in  this  way  : 
"Your  chances  are  twenty-five  in  a  hundred  that  you  may  be  cured 
by  a  pessary.  I  do  not  believe  that  this  percentage  is  generally  pos- 
sible by  the  average  practitioner.  Personally,  I  would  not  be  willing 
to  say  that  your  chances  by  the  pessary  would  be  that  great  ;  hence, 
if  you  prefer  to  be  treated  by  a  pessary  I  would  rather  have  you  go 
to  one  of  those  gentlemen  who  are  more  successful  than  I.  But,  on 
the  other  hand,  I  will  tell  you  that  if  you  are  not  afraid  of  an  opera- 
tion, which  is  not  dangerous  to  life  and  which  will  relieve  you  abso- 
lutely from  the  condition  from  which  you  are  suffering,  I  am  ready  to 
perform  the  shortening  of  the  round  ligaments  for  you."    I  have  had 
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the  experience  of  sending  patients  away  to  be  treated  by  another  man 
with  the  pessary,  who  have  come  back  to  me  afterward  having  the 
uterus  in  a  comfortable  position  while  wearing  the  pessary  and  ex- 
pressing relief  of  their  symptoms,  but  who  have  said  to  me  plainly 
that,  if  I  could  still  promise  them  they  would  be  cured  of  their  retro- 
version and  be  relieved  of  the  necessity  of  wearing  the  pessary,  they 
wished  to  be  operated  on. 

Dr.  Gehrung  :  As  I  was  quoted  in  the  paper,  I  rise  to  make  some 
explanations.  I  am  reported  as  saying  that  a  cure  rarely,  if  ever, 
occurs.  I  think  I  have  been  as  successful  probably  as  anybody  in  the 
use  of  pessaries  and  I  am  very  greatly  in  favor  of  their  employment. 
I  have  found  what  is  commonly  called  a  cure  to  occur  as  frequently,  if 
not  considerably  more  frequently,  than  has  been  credited  even  in  the 
paper  here.  But  the  word  cure  is  too  definite  an  expression  to  be 
admitted  without  challenge.  Very  many  cases  leave  the  gynaecologist 
apparently  cured  but,  after  a  labor,  after  a  miscarriage  or  after  a  few 
years'  time,  the  old  displacement  or  a  new  one  may  occur  again,  and 
it  was  in  regard  to  these  things  that  I  said  that  rarely  was  a  cure  ob- 
tained. The  tendency  is  always  for  the  womb  to  fall  into  displace- 
ment, no  matter  in  what  condition  of  perfect  health.  I  think  the 
erect  position  of  the  human  being  is  the  cause  of  that.  The  womb 
being  narrow  below  and  very  heavy  and  large  above  succumbs  to  dis- 
placement,- and  it  will  fall  in  some  cases  and  cause  trouble.  It  is 
possible,  and  it  frequently  happens,  that  the  womb  becomes  displaced 
in  the  virgin  as  well  as  in  married  women,  which  shows  that  it  is  a 
thing  that  can  constantly  occur — and  why  should  it  not  occur  again 
after  the  so-called  use  of  the  pessary  ?  It  is  constantly  apt  to  occur, 
just  as  will  nasal  catarrh  return — no  matter  how  cured.  The  statis- 
tics which  the  doctor  gave  are  not  satisfactory,  because  the  causes  of 
the  displacements  are  many.  Some  displacements  occur  simply  by  a 
general  relaxation  of  the  patient,  by  an  anaemic  condition  where  all 
the  tissues  are  weakening  and  prolapsing  and  falling  in  any  direction  ; 
others  by  being  pulled  or  shoved  in  different  directions  by  the  blad- 
der, by  the  rectum,  by  tumors.  There  are  displacements  which,  fre- 
quently, can  easily  be  repaired,  especially  if  attention  to  the  cause  is 
given.  As  the  diagnosis  of  the  causes  of  the  displacement  varies,  so 
may  the  prognosis.  As  to  the  Alexander  operation,  that  certainly  is 
a  chance  to  improve  things  permanently  where  the  pessary,  in  fact, 
will  never  have  that  possibility  behind  it.  But  whether  these  opera- 
tions are  really  anatomical  or  whether  they  act  entirely  physiologically 
remains  a  question  to  be  determined  in  the  future.    To  shorten  the 
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round  ligaments,  which  have  been  placed  there  for  certain  purposes, 
to  permit  the  womb  to  be  lifted  during  pregnancy,  etc.,  to  act  as  guy 
ropes  for  that  organ — whether  that  proves  finally  to  be  a  good  thing 
remains  to  be  seen.  In  the  past  there  have  been  good  results  in  that 
direction  and  it  is  quite  possible  that  Alexander's  operation,  and  even 
ordinary  fixations,  have  come  to  stay.  But  I  do  not  mean  any  dis- 
paragement of  the  use  of  pessaries. 

Dr.  Dickinson:  As  to  the  cause  of  the  failure  of  the  use  of  the 
pessary,  such  use  involves  a  kind  of  treatment  that  few  of  us  have 
the  time  to  give  and  that  most  of  us,  I  think,  shirk.  We  must  inevit- 
ably regulate  the  habits  of  dress,  the  faulty  habits  of  sitting  and  stand- 
ing and  the  faults  that  come  from  such  habits  in  the  various  occupa- 
tions of  women.  If  we  put  in  a  pessary  and  do  not  tell  our  patient 
carefully  that  she  must  not  go  for  hours,  while  shopping  and  visiting, 
without  emptying  her  bladder  and  rectum;  if  we  allow  the  patient, 
where  the  uterus  is  held  in  place  by  a  pessary,  to  sit  cramped  at  a 
sewing  machine,  to  exhaust  herself  in  the  care  of  her  children,  or  to 
wear  a  tight  corset  or  a  heavy  skirt — we  will  inevitably  fail  in  the 
cure  of  our  case.  Moreover,  if  we  depend  on  a  pessary  to  restore  to 
the  uterus  and  to  the  supports  of  the  uterus  their  muscular  tone, 
which  is  involved  in  the  word  cure,  we  shall  fail.  Therefore,  correc- 
tion of  the  faulty  habits  of  sitting,  such  as  sitting  on  the  small  of  the 
back  ;  correction  of  faulty  habits  of  dress  ;  correction  of  the  faulty 
muscular  condition  of  the  pelvic  organs  are  absolutely  essential  to  a 
cure  by  the  use  of  a  pessary. 

Dr.  Davenport  :  I  have  just  a  word  to  say  in  closing.  I  would 
like  to  correct  one  slight  error  in  regard  to  the  percentage  of  cure. 
Dr.  Cleveland  understood  me  to  say  that  in  my  opinion  only  ten  per 
cent,  of  the  cases  treated  by  the  Alexander  operation  were  cured. 
On  the  contrary,  I  consider  that,  as  a  rule,  only  ten  per  cent. — pos- 
sibly not  more  than  five — of  cases  of  retroversion  of  the  uterus  would 
be  found  to  be  suitable  cases  for  the  employment  of  the  Alexander 
operation;  that,  in  the  other  ninety  per  cent.,  either  the  effects 
could  be  cured  by  a  pessary  or  the  patient  would  wear  her  pessary 
comfortably  without  an  operation.  I  have  performed  the  Alexander 
operation  a  number  of  times  and  I  must  confess  that  my  results  have 
not  been  as  satisfactory  as  Dr.  Edebohls'.  I  have  had  a  great  num- 
ber of  cases  consult  me  where  the  operation  was  done  by  other  men, 
where  the  uterus  has  not  remained  forward,  where  it  has  fallen  back 
either  into  a  position  of  partial  retroversion  or  completely  back. 
Therefore,  I  can  not  hold  out  to  my  patients  the  absolute  certainty 
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of  cure,  even  in  selected  cases.  And,  therefore,  where  such  a  large 
number  of  women  can  be  made  comfortable  with  a  support,  and  feel- 
ing that  the  objections  to  the  use  of  a  pessary  are  so  slight,  I  am 
hardly  inclined  to  urge  my  patients  to  submit  to  the  Alexander 
operation. 

Abstract  of  a  paper  entitled 

INFLAMMATION  OF  THE  URETERS  IN  THE  FEMALE. 
By  Matthew  D.  Mann,  A.  M.,  M.  D.,  Buffalo. 

The  author  speaks  of  the  scant  attention  this  disease,  which  he 
believes  to  be  of  common  occurrence,  has  received.  His  paper  is 
specially  devoted  to  the  causation  and  treatment  and  differential 
diagnosis  of  this  condition.  In  regard  to  the  anatomy  of  the  ureters, 
he  states  that  they  are  delicate  tubes  which  leave  the  pelves  of  the  kid- 
neys and  run  parallel  as  far  as  the  brim  of  the  pelvis  ;  they  then  ap- 
proach the  spine  of  the  ischium,  from  which  projection  they  alter 
their  course  and,  approaching  each  other  to  within  an  inch  or  an  inch 
and  a  half,  enter  the  bladder  about  three  quarters  of  an  inch  in  front 
of  the  cervix.  The  writer  quotes  Van  Hook,  who  states  that  the 
ureter  has  three  points  of  diminution  in  its  caliber,  which  may  be 
mistaken  for  abnormal  narrowing.  The  first  is  between  one  and  one 
and  a  half  and  two  and  a  half  inches  from  the  pelvis  of  the  kidney, 
according  to  Dr.  Tangreary's  measurements.  The  second  is  at  the 
junction  of  the  pelvic  and  vesical  portions  ;  and  the  third  (in  three 
out  of  five  cases)  is  where  the  ureter  curves  over  the  iliac  artery. 

In  the  latter  part  of  their  course,  when  they  pass  under  the  base 
of  the  broad  ligament  and  through  the  bladder  wall,  they  can  best  be 
recognized  by  the  examining  finger.  They  are  distinguished  as  two 
cords  limning  from  a  point  a  little  in  front  of  the  uterus  and  slightly 
to  one  side,  to  the  sides  of  the  pelvis  at  first  and  then  curving  sharply 
backward  toward  the  spine  of  the  ischium.  The  author  states  that 
Tourneur  claims  that  when  enlarged  by  disease  they  can  be  distinctly 
palpated  through  the  abdominal  wall  above  the  pelvis. 

The  following  causes  are  recognized  by  Mann  as  producing  the 
inflammatory  lesion  : 

1.  Injury  during  childbirth.  2.  Previous  disease  of  the  bladder. 
3.  Gonorrhoea.  4.  Suppuration  of  the  pelvis  of  the  kidney.  5.  Pelvic 
disease  (such  as  pelvic  peritonitis,  cellulitis  and  tumors).  6.  Ab- 
normal conditions  of  the  urine.    7.  Tuberculosis. 
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The  author  alludes  to  Dr.  Skene's  valuable  observations  on  this 
point  and  quotes  several  cases  occurring  in  his  own  practice.  In 
each  case  there  was  a  chill  with  high  fever,  pelvic  pain  and  vesical 
irritation,  coming  on  several  days  after  labor,  which  in  no  case  was 
especially  severe  or  of  long  duration.  All  the  cases  occurred  in  primi- 
parae.  Pressure  over  the  lower  end  of  one  ureter  showed  great  tender- 
ness but  no  other  organ  showed  anything  abnormal.  After  the  third 
or  fourth  day  an  examination  of  the  urine  showed  an  acid  reaction 
and  there  was  a  large  amount  of  pus  and  blood.  As  Skene  pointed 
out,  bimanual  manipulation  over  the  kidney  on  the  affected  side 
showed  some  tenderness.  In  none  of  Mann's  cases  was  there  a  pre- 
vious history  of  pre-existing  disease  of  the  bladder  or  kidney.  All 
his  cases  recovered.  Skene's  view  of  the  cause  of  the  trouble  is  pres- 
sure of  the  child's  head  or  the  blade  of  the  forceps,  especially  when 
a  pendulum  motion  is  given  to  this  instrument. 

The  author  quotes  a  case  of  labor  in  which  the  occiput  presented 
in  the  R.  O.  A.  position.  There  was  an  irritable  condition  of  the 
bladder  for  a  long  time,  for  which  she  was  treated  by  another  physi- 
cian. She  was  sent  back  to  Mann  to  have  a  slight  laceration  of  the 
cervix  and  perinaeum  restored.  Examination  showed  the  right  ureter 
very  tender  and  the  urine  quite  acid.  Large  doses  of  alkalies  com- 
bined with  alkali  spring  waters  entirely  relieved  the  distressing  symp- 
toms. 

Previous  bladder  disease  or  anything  which  obstructs  the  flow  of 
urine  from  the  ureter  (such  as  neoplasm  or  vesical  hypertrophy  from 
any  cause)  will  gradually  lead  to  dilatation  of  the  ureter;  this  will  in 
turn  permit  regurgitation  of  the  urine  from  the  bladder,  and  thus  in- 
fective material  is  carried  to  the  ureter.  It  is  thought  by  the  author 
that  many  cases  which  have  not  been  relieved  by  ablation  of  diseased 
appendages  owe  the  continuance  of  the  pain  to  coincident  but  un- 
recognized ureteritis. 

In  cases  of  pyelitis  and  pyelonephritis,  he  thinks  that  a  purulent 
condition  of  the  pelvis  of  the  kidney  generally  starts  from  below  and 
is  due  to  calculi  or  tuberculosis. 

In  regard  to  the  relations  between  pelvic  and  uterine  disease  and 
inflammation  of  the  ureters,  he  disagrees  with  many  of  the  conclu- 
sions of  Engelmann.  He  does  not  believe  in  the  extension  of  inflam- 
mation by  contiguity  of  structure,  except  along  surfaces.  If  inflam- 
mation of  the  ovaries,  pelvic  peritonaeum  or  parametrium  exists,  he 
would  look  for  a  common  cause  in  gonorrhoeal  infection,  or  he  would 
consider  the  pressure  of  the  inflammatory  exudation.    He  does  not 
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believe  that  anteflexion  can  be  a  causative  factor.  Pressure  on  the 
ureter  is  a  recognized  cause  of  ureteritis,  but  the  ureters  are  so  far 
separated  when  directly  behind  the  uterus,  that  there  is  plenty  of 
room  for  an  enormously  enlarged  retroflexed  fundus  between  them. 
Mann  believes  that  the  ureteritis  may  be  caused  by  disturbances  in 
other  pelvic  viscera.  A  deficient  amount  of  the  urinary  secretion  is 
often  the  result  of  excitation  of  the  inhibitory  influence  of  the  nerve 
centers,  due  to  peripheral  irritation  of  the  sexual  organs. 

Abnormal  conditions  of  the  urine  cause  the  greater  number  of 
cases.  It  is  excessively  acid,  it  is  scanty  and  high-colored  or  this 
condition  may  alternate  with  a  profusion  of  pale  limpid  urine  of  very 
low  specific  gravity.  The  constant  passage  of  this  abnormal  urine 
proves  a  great  source  of  irritation.  In  many  cases  the  total  amount 
of  the  urine  may  be  reduced  to  eight  or  ten  ounces  in  the  twenty-four 
hours.  As  this  condition  is  often  the  result  of  reflex  action,  we  must 
find  the  cause  of  irritation  ;  for,  if  it  is  in  the  pelvis,  we  will  make 
but  little  progress  until  it  is  removed.  Strawberries  and  other  kinds 
of  fruit  frequently  cause  trouble.  Tuberculosis,  as  an  occasional 
cause  of  ureteritis,  has  been  recognized,  but  it  may  be  questioned 
whether  tubercular  disease  of  these  organs  may  exist  without  a  similar 
condition  in  the  kidney. 

In  regard  to  the  pathological  anatomy  he  distinguishes  several 
forms.  There  may  be  a  catarrhal  condition  ;  there  is  a  purulent  form 
in  which  there  is  a  profuse  secretion  and  thickening,  which  at  times 
may  be  so  great  as  to  make  the  ureters  appear  as  large  as  lead  pencils. 
Usually,  both  sides  are  involved  but  the  left  is  usually  the  side  most 
seriously  affected. 

Co)nplications. — There  is  rarely  a  general  cystitis,  but  in  a  case  he 
examined  recently,  where  the  pain  and  tenderness  were  confined  to 
the  left  side,  the  surface  of  the  bladder  about  the  orifice  of  the  ureter 
was  quite  red  and  congested  and  the  size  of  the  opening  was  only 
half  of  that  on  the  other  side.  The  nature  of  the  vesical  tenesmus  re- 
mains yet  to  be  determined.  It  may  be  due  to  ulceration  or  conges- 
tion around  the  mouths  of  both  ureters  on  the  bladder  wall.  The 
various  forms  of  tubal,  ovarian  and  uterine  disease  may  exist  as  com- 
plications but,  in  a  considerable  number  of  cases,  the  sexual  organs 
have  only  been  slightly  affected. 

Symptoms. — The  most  constant  symptom  is  frequent  micturition. 
The  next  symptom  of  importance  is  a  burning  or  boring  pain  over  the 
ureters.  It  is  nearly  constant  but  always  aggravated  by  the  approach 
of  the  menses.  This  fact  has  led  it  to  be  confounded  with  ovarian  dis- 
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ease.  He  speaks  of  a  curious  symptom  associated  with  renal  insuf- 
ficiency— a  distaste  for  water.  Of  course  cystitis  will  mark  the  symp- 
toms. Sometimes  the  disease  is  intermittent  but  usually  it  runs  a 
chronic  course.  The  author  met  with  cases  which  have  lasted  twenty 
years,  gradually  getting  worse.  The  pain  is  sometimes  steady  and 
again  it  is  spasmodic.  It  may  be  stationary  over  the  ovarian  region 
or  it  may  be  felt  over  the  hip  and  down  through  the  iliac  fossa.  In 
some  cases  walking  intensifies  the  symptoms. 

Diagnosis. — This  may  be  made  by  the  symptoms  already  alluded 
to,  by  physical  examination  and  examination  of  the  urine.  An  en- 
larged ureter  can  always  be  palpated  but  it  is  not  always  possible  per- 
fectly and  clearly  to  distinguish  the  ureters  in  all  cases.  Pain  over 
the  region  of  the  ureter — and  this  region  alone — with  corroboratory 
symptoms  will  safely  permit  us  to  make  a  diagnosis. 

The  palpation  of  the  ureter  in  the  pelvis  is  carried  out  as  follows  : 
The  finger  is  carried  along  the  anterior  wall  of  the  vagina  upward 
and  outward  to  one  side  of  the  uterus.  It  is  then  passed  forward 
stroking  the  pelvic  wall  and  carefully  feeling  for  a  cordlike  body 
under  it — a  feeling  as  of  a  desire  to  urinate  is  often  present  when  the 
ureter  is  touched.  Palpation  of  the  ureter  in  the  abdomen  is  recom- 
mended, although  Dr.  Mann  states  that  he  can  not  speak  from  experi- 
ence. He  again  quotes  Tourneur  :  "  At  the  level  of  the  superior 
strait  the  ureter  can  be  found  at  one  third  the  distance  which 
separates  the  anterior  superior  spines  of  the  ilium."  This  method  is 
principally  of  use  in  women  with  relaxed  abdominal  walls.  The 
bowels  should  be  empty  and  the  patient,  having  the  knees  drawn  up, 
should  be  placed  on  a  hard  table,  in  order  to  practice  the  method  to 
advantage. 

The  examination  of  the  urine  is  very  important.  The  amount 
passed  in  the  twenty-four  hours  should  be  carefully  noted  and  this 
amount  is  often  very  small.  It  is  always  acid  in  reaction  and  of  low 
specific  gravity  :  1,010-15.  The  sediment  consists  of  urates,  uric 
acid,  lime  oxylates,  often  pus  and  a  little  epithelium.  The  type  of 
epithelial  cell  is  of  little  value.  There  will  be  but  little  mucus,  be- 
cause there  are  no  mucous  follicles  in  the  pelvis  of  the  kidney  or  ure- 
ters, and  this  fact  is  of  great  importance.  But  alkaline  (ammoniacal) 
urine  with  mucus  and  pus  does  not  exclude  involvement  of  the  ureter 
or  pelvis  of  the  kidney.  Generally  there  is  no  albumin  in  the  urine 
of  purulent  ureteritis. 

Prognosis. — In  cases  where  there  are  evidences  of  long-standing 
suppuration,  there  is  danger  of  the  formation  of  abscesses  in  or  around 
the  kidney. 


The  American  Gynecological  Society 


>5t 


The  treatment  may  be  considered  under  three  heads  :  r  Consti- 
tutional    2  Local.    3.  Surgical.    Under  the  first  head  it  may  be 
stated  that  the  patient  should  be  put  in  the  best  general  conditions 
The  urme  must  be  rendered  bland  and  non-irritating,  and  alcoholic 
beverages  must  be  prohibited.    The  kidney  should  be  encouraged  to 
act  free  y     The  free  use  of  water  is  to  be  urged.    The  use  of  alka- 
lies is  of  the  utmost  importance.    Dr.  Mann  uses  liquor  potass*  in 
five-drop  doses  and  more,  acetate  and  citrate  of  potash,  Rochelle  sahs 
and  bicarbonate  of  soda.    Agents  which  act  upon  the  liver  are  also 
recommended.    The  administration  of  copaiba  and  sandal-wood  oil 
have  m  several  instances  proved  beneficial.    The  method  of  Dr 
Howard  ke lly  enables  us  to  study  the  effects  of  local  application  and 
promises  to  be  of  great  benefit. 

Regarding  the  surgical  treatment,  he  speaks  of  having  obtained 
relief  from  pain  for  a  time  by  dilatation. 

In  speaking  of  the  treatment  of  the  bladder  he  says  that  the 
symptom  of  ardor  urina  has  been  relieved  by  establishing  an  artificial 
ves.co-vagmal  fistula.  If  the  bladder  be  contracted  and  very  irritable 
benefit  can  often  be  obtained  by  distending  the  bladder  with  fluids."  ' 

Discussion  on  Dr.  Mann's  Paper. 
Dr.  Baldy  :  It  would  appear  to  me,  speaking  solely  from  my  own 
personal  and  practical  experience,  that  in  the  matter  of  disease  of  the 
ureters  there  is  not  the  field  of  practical  application,  at  present,  that 
we  were  led  to  suppose  there  would  be  when  this  investigation  was 
first  brought  up.    Unquestionably  it  is  easy  to  palpate  and  relieve  en- 
larged ureters  from  the  vagina  but,  as  a  matter  of  fact,  these  enlarged, 
diseased  ureters  are  very  rare.    Oftentimes  they  are  mistaken  for  dis- 
eases of  the  genital  organs.    I  think  that  many  of  the  cases  that  we 
have  considered  in  the  past  as  specific  troubles  will  become  referable 
to  the  ureter  itself  ;  but,  taking  even  that  into  consideration,  my  prac- 
tical experience  has  been  that  the  cases  are  rare.    In  regard  to  the 
treatment-what  can  we  do  for  the  patients  when  we  do  find  these 
urethral  diseases?    Very  little,  I  take  it,  beyond  giving  them  alka- 
line medicine  and  rendering  the  urine  less  concentrated    -The  dis- 
ease .is  simply  a  matter  of  spreading  from  the  bladder  to  the  ureter 
1  here  of  course,  the  treatment  would  consist  in  endeavoring  to  ren- 
der the  urme  alkaline  and  less  concentrated,  treating  the  bladder 
locally  and  relieving  the  cause  of  the  trouble.    I  take  it  that  the 
probable  reason  why  most  of  the  inflammatory  diseases  of  the  ureters 
do  not  exist  in  a  chronic  condition  very  frequently-not  nearly  in  the 
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proportion  that  inflammations  of  the  bladder  exist — is  the  position  of 
the  ureter  itself.  It  is,  from  its  position,  continually  drained.  It  is 
one  of  the  most  favorable  positions  for  draining  and  there  is  a  con- 
tinual washing  out  of  the  mucous  membrane  from  above.  When  we 
can  keep  it  free  from  irritating  discharges,  we  have  made  the  greatest 
and  longest  step  in  the  process  of  cure.  I  would  state  that  sweating 
the  patient  to  the  extent  advised  by  Dr.  Mann  would  be  entirely  con- 
tra-indicated in  a  condition  of  this  character.  You  render  the  urine 
more  concentrated,  you  sweat  away  the  watery  elements  of  the  blood. 
The  sweating  process  would,  in  my  mind,  practically  bring  about  an 
increase  of  the  trouble. 

Dr.  A.  Palmer  Dudley  :  I  think  we  are  liable  to  make  a  mistake 
in  diagnosis,  and  this  is  the  association  of  appendicitis  with  inflam- 
mation of  the  ureter.  Such  a  case  has  been  under  my  care  for  the 
past  two  months,  in  which  a  good  man  made  a  diagnosis  of  appendi- 
citis. I  believe  that  ureteritis  begins  in  the  canal  and  travels  up  or 
down,  as  the  pressure  brought  to  bear  upon  that  tube  is  exerted  in 
either  direction.  I  have  succeeded  in  relieving  this  by  the  applica- 
tion of  digitalis.  It  was  placed  all  along  the  right  side  of  the  patient 
and  it  acted,  I  believe,  in  two  ways  :  by  increasing  the  secretion  from 
the  kidney  and  also  by  relieving  the  blood  pressure  around  the  tube 
itself.  The  second  condition  I  want  to  mention  is  that  of  pressure 
upon  the  ureters,  which  I  believe  is  much  more  frequent  than  we  are 
aware  of.  A  good  deal  of  pressure  can  be  brought  to  bear  on  the 
tube  without  closing  it,  but  pressure  brought  to  bear  on  its  external 
side  will  directly  or  indirectly  produce  congestion  of  the  mucous 
membrane  of  the  lining.  In  that  way  I  think  congestion  from  pres- 
sure obstructs  the  free  passage  of  urine  from  the  canal  and  will  pro- 
duce inflammation  from  that  point. 

Dr.  Ford  :  Just  a  word  in  regard  to  the  formation  of  inflamma- 
tion of  the  ureters.  In  my  observation,  it  has  occurred  oftener  in 
young  women  where  there  were  no  disturbances  of  the  uterine  ap- 
pendages. My  attention  was  first  called  to  this  by  going  down  to 
the  country  several  years  ago  to  operate  on  the  young  daughter  of  a 
physician  for  stone  in  the  bladder,  the  diagnosis  having  been  made 
by  two  or  three  men  before  I  saw  her.  I  opened  the  bladder,  after 
naving  passed  the  sound,  and  I  found  no  stone,  nothing  but  a  pus 
sac,  and  after  washing  thoroughly  I  was  of  course  very  much  cha- 
grined to  think  that  I  had  made  a  mistake  in  the  diagnosis.  After 
two  or  three  days  there  came  down  several  ounces  of  sand,  which 
passed  out  through  the  opening  I  had  made.    The  patient  died,  and 
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at  the  autopsy  I  found  that  the  left  ureter  was  thoroughly  dilated,  so 
much  so  that  I  was  able  to  pass  my  finger  through  its  entire  length. 
This  woman  had  come  East  about  a  month  before.  She  had  been  a 
school-teacher  in  the  West.  The  condition  must  have  lasted  a  long 
time.  Another  case,  in  which  the  woman,  literally,  has  been  on  the 
commode  for  three  years  is  still  under  my  observation.  Day  and 
night  she  is  on  the  commode  and  the  most  careful  examination  has 
failed  to  show  either  cystitis  or  any  generai  disturbance  of  the  uterine 
appendages  ;  but  for  various  reasons  I  was  unable  to  do  very  much 
for  this  case.  The  point  that  I  wish  to  make  is  to  emphasize  Dr. 
Mann's  statement  that  these  cases  are  diathetic,  that  they  do  not  de- 
pend on  pressure  at  the  lower  extremities  of  these  tubes  always  but 
that  they  are  diathetic,  and  that  this  brings  about  conditions  of  lithae- 
mia.  Hence,  for  three  or  four  years  I  have  been  accustomed  to  give 
largely  of  balsams  to  those  women  sent  to  me  for  supposed  ovarian 
pains  in  which  I  could  not  get  at  the  lesion,  and  I  have  succeeded  in 
relieving  them.  I  indorse  Dr.  Mann's  statement  as  to  the  hot-water 
bath,  which  I  believe  in,  and  in  other  cases  of  uraemia  I  have  known 
it  to  relieve  the  patient.  I  have  had  a  nurse  do  this  three  times  a 
week — passing  in  from  three  pints  to  two  quarts  and  a  half  of  water 
as  a  diuretic.  I  got  that  notion  from  an  Englishman  who  wrote  four 
or  five  years  ago  on  uraemia,  trying  it  first  on  young  children  with 
uraemia  following  scarlatina.  Then  I  tried  it  on  a  large  number  of 
these  cases  with  scant  urine  and  irritable  bladders. 

Dr.  Cushing  :  I  have  had  cases  die  without  any  sepsis,  and  with- 
out any  peritonitis — cold,  gradual  failure  of  circulation — and  after 
death  I  found  the  kidney  cystic  and  the  urethra  dilated.  There  were 
two  such  cases  that  I  can  remember,  and  yet  there  was  no  albumin  in 
the  urine.  Also  I  remember  certain  cases  of  obscure  pelvic  disease 
and  pain,  for  which  it  has  puzzled  me  exceedingly  to  know  what 
to  do.  I  had  a  case  the  other  day  where  a  woman  was  sent  in  for 
stone  in  the  bladder.  There  was  not  a  sign  of  a  stone,  although 
there  was  this  very  frequent  micturition.  There  was  a  heavy  uterus, 
which  I  curetted  for  want  of  anything  else  to  do,  and  in  the  course  of 
a  fortnight  or  two  we  abandoned  the  treatment  of  the  irritable  bladder 
and 'the  use  of  an  alkali  and  the  woman  got  better.  I  think  this  paper 
will  throw  light  on  a  good  many  obscure  points. 

Dr.  Mann  :  I  think  we  find  insufficient  and  scanty  urine  in  a  great 
many  cases.  I  have  every  patient  who  comes  into  the  hospital  tested 
as  to  how  much  she  passes.  It  is  astonishing  how  many  patients  pass 
less  than  they  ought  to.    I  find  that,  by  sweating  the  patient  and 
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getting  rid  of  the  poisonous  substances  that  have  accumulated  in  the 
system,  the  kidneys  are  relieved  and  that,  in  three  or  four  days  after 
the  hot-water  baths  are  taken,  the  patients  will  pass  a  great  deal  more 
water.  The  water  and  the  alkali  alone  will  not  accomplish  the  results 
which  will  be  accomplished  by  the  hot-water  baths. 

Abstract  of  a  paper  entitled 

SYMPHYSEOTOMY   VERSUS  THE  INDUCTION  OF  PRE- 
MATURE LABOR. 
By  Charles  P.  Noble,  M.  D.,  Philadelphia. 

The  author  calls  attention  to  the  fact  that  until  recent  times  the 
rights  of  the  child  in  very  difficult  or  insuperably  obstructed  labors 
have  received  but  scant  attention.  With  the  revival  of  Csesarean  sec- 
tion under  the  influence  of  modern  surgery,  this  position  becomes  ma- 
terially altered,  and  the  present  tendency  is  to  give  serious  regard  to 
the  life  of  the  child  in  unnatural  labor.  Three  problems  have  grown 
out  of  the  development  of  this  question  :  i.  Is  embryotomy  upon  the 
living  child  when  deliberately  elected  over  Csesarean  section  and  sym- 
physeotomy a  justifiable  operation  ?  2.  Is  it  justifiable  in  cases  of 
labor  in  moderately  contracted  pelves,  when  the  obstruction  is  con- 
siderable and  yet  not  insuperable,  to  make  such  violent  efforts  at  de- 
livery either  by  forceps  or  version  as  to  threaten  the  mother  or  child  ; 
instead  of  resorting  to  symphyseotomy  when  judicious  and  well-di- 
rected efforts  at  delivery  have  failed  to  accomplish  it.  3.  In  women 
known  to  suffer  from  contraction  of  the  pelvis  of  moderate  degree,  is 
it  better  to  induce  premature  labor  sufficiently  early  to  permit  the  de- 
livery of  a  living  child,  or  to  allow  the  pregnancy  to  go  to  full  term 
and  to  effect  delivery  under  symphyseotomy,  if  this  proves  to  be 
necessary  ? 

An  answer  to  the  first  problem  is  made  apparent  by  the  question, 
"  Shall  one  hundred  children  be  destroyed  that  the  lives  of  from  one 
to  three  mothers  be  not  put  in  jeopardy  ? " 

The  second  problem  is  brought  to  our  attention,  not  only  on  ac- 
count of  the  direct  infant  mortality,  but  also  by  the  number  of  babies 
who  live  yet  sustain  great  injury.  Symphyseotomy  will  alter  the 
teaching  in  these  cases  and  version  will  be  less  frequently  resorted  to 
on  account  of  its  dangers  to  the  child. 

The  third  problem  is  one  which  immediately  concerns  us  to-day 
and  the  writer  presented  the  advantages  of  symphyseotomy  as  con- 
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trastecl  with  the  induction  of  premature  labor  in  women  having  mod- 
erately contracted  pelves.  The  class  of  cases  especially  alluded  to  is 
the  flat  pelvis  with  a  conjugate  of  three  inches  or  more,  the  generally 
contracted  pelvis  with  a  conjugate  of  three  and  a  quarter  inches  or 
more,  and  even  flat  pelves  with  as  short  a  conjugate  as  two  and  three 
quarters  inches.  In  regard  to  the  mortality  of  the  matter,  the  writer 
•thinks  that  this  is  not  higher  than  one  per  cent.  He  also  believes 
that  the  statistics  of  premature  labor  are  about  one  per  cent.  As  re- 
gards the  child,  of  course,  symphyseotomy  gives  much  the  better  re- 
sult as  compared  with  the  induction  of  premature  labor.  The  writer 
quotes  VVinckel  showing  that  about  sixty-six  and  two  thirds  per  cent,  of 
children  die  within  a  few  months  of  birth.  In  the  Leipzig  Maternity, 
with  the  incubator,  the  mortality  was  eighteen  per  cent,  and,  in  the 
Paris  Maternite,  thirty  per  cent. 

Dr.  Noble  quotes  the  case  of  Mrs.  G.  She  had  been  delivered  of 
a  small  child  by  vigorous  traction  of  the  forceps.  The  child's  head 
was  so  injured  that  it  only  lived  a  short  time.  In  the  second  labor 
she  had  a  small  child.  In  the  third  labor  she  was  delivered  by  a 
Cesarean  section  done  by  Dr.  Howard  A.  Kelly.  The  fourth  labor 
was  induced  five  weeks  before  term  by  himself  and  Dr.  Kelly  and  re- 
sulted in  the  delivery  of  a  child  weighing  five  and  a  thirty-secondth 
pounds  and  was  accomplished  by  the  high  forceps  operation. 

Mrs.  G.'s  pelvic  measurements  were  as  follows:  A.  SS.  24cm.; 
Cv.  11.26  cm.;  D.  B.  16.5  cm.;  C.  D.  85  cm.;  C.  V.  (estimated) 
7  cm. 

The  patient  was  allowed  to  go  to  full  term  in  her  fifth  labor,  and 
was  delivered  of  an  eight-and-an-eighth-pound  boy.  The  sixth  labor 
was  aided  by  the  resort  to  symphyseotomy  at  full  term  and  resulted 
in  the  birth  of  a  girl  weighing  six  and  three  eighths  pounds. 

The  author  states  that  the  patient  is  the  first  woman  in  the  United 
States  upon  whom  a  second  symphyseotomy  has  been  performed,  as 
well  as  the  first  woman  in  the  world  upon  whom  a  symphyseotomy 
has  been  done  in  preference  to  the  induction  of  premature  labor. 

Discussion  on  Dr.  Noble's  Paper. 

Dr.  Murray  :  I  congratulate  Dr.  Noble  on  his  paper,  because  it 
is  so  very  thorough  and  at  the  same  time  puts  the  operation  of  sym- 
physeotomy in  a  little  different  light  in  this  country  from  that  which 
it  has  generally  had.  Symphyseotomy  as  it  has  been  done  here  has 
usually  been  done  to  let  the  obstetrician  out  of  a  bad  predicament 
and  to  avoid  Cesarean  section.    The  induction  of  premature  labor 
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has  been  thought  to  be  almost  absolutely  successful.  In  general 
practice,  the  patients  who  have  had  previously  bad  labors  generally 
present  indications  that  premature  labor  should  be  done.  The  opera- 
tion, as  generally  performed,  is  far  from  being  an  absolute  success  in 
regard  to  the  mother  and,  in  regard  to  the  children,  we  not  only  know 
that  a  large  proportion  of  them  are  born  dead  but  also  that,  although 
some  are  born  alive,  their  hold  on  life  is  very  uncertain.  And  yet 
this  condition  must  occur.  We  can  not  always  determine  the  devel- 
opment of  the  child  by  the  amount  of  time  which  the  mother  thinks 
she  has  been  pregnant.  A  difference  of  two  or  three  weeks  in  the 
determination  of  the  time  makes  all  the  difference  in  the  world  whether 
we  should  induce  premature  labor  or  let  the  case  go  on.  Now,  we 
have  not  gone  into  any  of  the  methods  of  doing  premature  labor  nor 
of  doing  symphyseotomy.  Induction  of  premature  labor  is  generally 
done  by  a  man  who  is  capable  of  doing  grave  operations,  so  sym- 
physeotomy would  also  be  performed  by  such  a  man.  And  I  think 
we  do  have,  by  means  of  symphyseotomy,  the  results  which  we  could 
formerly  have  obtained  only  through  the  induction  of  premature  labor, 
and,  at  the  same  time,  it  is  a  point  to  remember  that  when  we  do  not 
wish  to  subject  the  patient  to  a  premature  labor  we  have  a  resource 
other  than  Caesarean  section. 

Dr.  Jewett  :  I  did  not  hear  the  paper  but,  with  regard  to  sym- 
physeotomy, I  do  not  believe  that  we  yet  realize  the  possibilities  of 
the  operation.  I  think  when  it  comes  to  be  done  by  the  simple 
method  of  Morisani,  where  that  is  practicable,  is  confined  within  its 
proper  limits  and  is  done  early,  that  we  will  have  a  percentage  of 
deaths  far  less  than  the  present  one. 

Dr.  Engelmann  :  I  would  like  to  reiterate  what  Dr.  Jewett  has 
said  ;  from  what  I  have  recently  seen  and  heard  I  believe  we  may 
safely  say  that  the  operation  will  be  even  a  more  satisfactory  one  than 
Dr.  Noble  has  stated  it.  Every  operation,  in  its  beginning,  must 
undergo  a  variety  of  tests  and  trials  and,  in  the  American  statistics 
which  he  gives,  I  think  there  are  a  number  of  cases  which  in  the 
future  would  not  be  treated  in  that  way.  For  instance,  symphys- 
eotomy would  be  contra-indicated  in  case  of  the  death  of  the  child 
and  the  limits  of  the  operation  would  be  placed  at  a  posterior  diam- 
eter of  6.7  centimetres — the  conditions  of  course  varying,  with  the 
size  of  the  child's  head,  up  to  8.5  and  possibly  even  9,  if  the  head  is 
large  and  high,  but  under  ordinary  circumstances  maintaining  the 
limit  to  it  at  between  6.7  and  8.5  centimetres.  The  cases  where  it  is 
indicated  are  those,  of  course,  in  which  labor  has  just  begun  and  in 
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which  the  membranes  are  not  yet  ruptured.  It  should  never  be  done 
after  the  death  of  the  child,  as  in  some  of  the  cases  mentioned,  where 
labor  had  been  in  progress  for  some  days  and  where  laceration  had 
taken  place.  The  most  favorable  statistics,  those  presented  by  Mori- 
sani  at  the  recent  Congress,  Dr.  Noble  has  not  yet  given.  They  have 
not  yet  appeared  but  they  are  far  more  favorable  and,  by  a  prolonged 
experience,  he  has  gradually  confined  the  operation  to  a  suitable  class 
of  cases.  There  is  another  class  which  has  not  been  mentioned, 
where  Cesarean  section  or  craniotomy  might  be  resorted  to — cases  of 
subperitoneal  fibroid,  where  solid  tumors  might  render  the  descent  of 
the  child  difficult.  The  results  to  the  mother  are  perfect  in  suitable 
cases  or  in  those  to  which  it  has  been  made  to  apply  ;  the  secondary 
results  are  likewise  good.  Imperfect  union,  which  formerly  occurred 
is  no  longer  reported,  and  in  the  statistics  of  the  last  three  years  by 
Morisani  we  have  the  operation  in  a  far  more  perfect  shape. 

Dr.  McLean  :  I  think  Dr.  Noble  has  given  both  operations  due 
weight,  and  I  thoroughly  agree  with  him  in  every  point  except  one, 
of  which  I  shall  now  speak.  My  objection  is  to  the  rather  drastic 
way  in  which  he  expressed  the  hope  that  version  would  be  done  away 
with.  He  alludes  to  the  unnecessarily  large  percentage  of  deaths  of 
children  from  this  operation.  I  will  simply  say  that  the  same  un- 
necessarily.large  percentage  of  deaths  by  version  obtains  under  other 
circumstances.  There  should  be  no  such  record  of  deaths.  It  is 
quite  a  common  thing  to  hear  a  man  say  that  he  lost  one  in  five  or  six 
of  his  children.  This  is  totally  unnecessary  and,  if  the  delivery  were 
properly  performed  under  these  circumstances,  such  results  will  not 
obtain. 

Dr.  Noble  :  Of  version  I  have  only  to  say  that  I  feel  myself  that 
it  is  the  cause  of  a  multitude  of  foetal  deaths  every  year,  and  my  own 
judgment  is  that,  in  the  future,  version  will  be  very  much  less  fre- 
quently resorted  to  than  it  is  now,  in  the  interests  of  the  child.  Not 
in  the  hands  of  Dr.  McLean,  but  in  the  hands  of  the  profession  at 
large,  I  think  version  has  a  high  mortality. 

A  paper  by  Dr.  Ashby  of  Baltimore  entitled  The  Influence  of 
Minor  Forms  of  Tubal  and  Ovarian  Disease  in  the  Causation 'of  Sterility 
was  read  by  title  only. 
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Abstract  of  a  paper  entitled 

IN  MEMORIAM  :  JOHN  M.  KEATING,  M.  D.,  LL.  D  * 
By  Edward  P.  Davis,  M.  D.,  Philadelphia. 

The  subject  of  this  sketch  whom,  during  the  past  year,  the  medi- 
cal profession  of  Philadelphia  and  the  Fellows  of  this  Society  have 
been  called  upon  to  mourn,  was  born  April  30,  1852,  and  received  his 
earlier  education  in  Philadelphia  and  its  vicinity.  He  began  the 
study  of  civil  engineering  first  on  account  of  his  naturally  weak  con- 
stitution and  the  opportunity  offered  by  this  profession  of  more  out- 
door work.  His  inherited  taste  for  medicine,  however,  induced  him 
before  long  to  embrace  that  profession  and  he  received  the  medical 
degree  at  the  University  of  Pennsylvania,  with  honors,  in  1873. 
Soon  after  beginning  practice  in  Philadelphia,  he  began  to  devote 
himself  especially  to  the  diseases  of  women  and  children.  He  also 
became  medical  examiner  for  life  insurance.  He  had  marked  tastes 
for  literature  and  art  and  sketched  with  great  facility  and  expression. 
He  was  a  good  amateur  photographer  and  etcher,  of  which  talents  he 
made  excellent  use  during  his  extensive  travels  which  included  a 
voyage  round  the  world  with  General  Grant  in  1879. 

Among  his  contributions  to  medical  literature,  his  work  in  paedi- 
atrics was  extensive  and  valuable,  but  especially  important  was  his 
preparation  of  the  E?icyclopcedia  of  Children's  Diseases,  and  this  effort 
seriously  impaired  his  strength.  During  this  period  he  made  a  trip 
to  Europe,  hoping  to  obtain  benefit  as  usual  from  the  sea-voyage  ; 
but  he  contracted  a  cold  which  was  never  entirely  cured  and  was, 
possibly,  the  exciting  cause  of  his  fatal  disease. 

Dr.  Keating  added  great  importance  to  the  position  of  medical 
examiner  for  life  insurance  by  the  wide  knowledge  he  acquired  of  his 
subject  and  the  original  study  he  brought  to  bear  thereon.  The  au- 
thor states  that  Dr.  Keating's  book  is  the  best  yet  written  upon  that 
branch  of  medicine.  He  established  a  medical  journal  in  Phila- 
delphia, just  before  his  ill-health  made  him  leave  the  city,  devoted 
to  the  therapeutic  study  of  climate.  This  he  named  the  Climatologist. 
He  also  published,  in  association  with  others,  a  medical  dictionary 
and  was,  in  fact,  engaged  constantly  in  medical  work  until  shortly 
before  he  died. 


*  Read  by  title. 
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The  author  pays  a  high  and  warm  tribute  to  the  unselfish  and 
affectionate  nature  of  Dr.  Keating  and  to  his  great  frankness  and 
charm  of  manner.  He  last  visited  Philadelphia  from  Colorado  in 
October,  1893,  and  fully  expected  at  that  time  to  be  present,  through 
final  improvement  in  his  health,  at  this  meeting  of  the  American 
Gynaecological  Society. 


IN  MEMORIAM  :  DR.  ANDREW  DUNLAP  * 

By  John  C.  Reeve,  M.  D  ,  Dayton,  Ohio.    (For  original  paper 

see  page  679.) 

It  was  moved  that  the  Society  meet  next  year  in  Baltimore,  Md., 
on  the  fourth  Tuesday  of  May.  This  motion  was  seconded  and 
carried. 

The  meeting  then  adjourned. 

Note. — Drs.  Reamy  and  Coe,  owing  to  absence,  did  not  take  part  in  the  discus- 
sions to  which  they  had  been  respectively  assigned. 


*  Read  by  title. 
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TRANSACTIONS  OF  THE  CINCINNATI  OBSTETRICAL. 

SOCIETY. 

Stated  Meeting,  February  22 ,  1894. 

Fibro-cystic  Tumor  of  the  Uterus. 

Dr.  Zinke  :  This  specimen  was  removed  from  a  patient  who 
presented  herself  at  the  German  Hospital  a  week  ago  last  Tuesday, 
the  13th  of  this  month.  Mrs.  X.,  aged  forty-seven.  She  was  very 
much  emaciated,  and  this  made  the  presence  of  an  abdominal  tumor 
quite  perceptive.  She  was  the  mother  of  but  one  child,  born  twenty 
years  ago.  Never  had  a  miscarriage.  Has  not  felt  well  since  the 
birth  of  the  child.  The  first  appearance  of  the  tumor  was  noted 
some  eighteen  years  ago,  it  having  grown  steadily  until  it  attained  its 
present  large  size,  filling  up,  as  it  did,  the  whole  of  the  abdominal 
cavity.  The  tumor  was  fluctuating  and  rose  two  inches  above  the 
symphysis,  and  it  was  absolutely  solid  below  that  point.  The  solid 
mass  of  the  tumor  filled  out  completely  the  pelvic  cavity  so  that  the 
os  externum  could  not  be  reached  except  by  forcing  the  finger  high 
up  between  the  growth  and  the  symphysis.  The  diagnosis  was  a 
fibro-cystic  tumor,  either  of  the  uterus  or  ovary  or  a  fibroid  tumor  of 
the  uterus  complicated  by  a  large  ovarian  cyst.  The  patient  was 
very  weak,  her  temperature  ran  up  every  afternoon  to  10 1°  ;  pulse 
130,  wiry  and  compressible.  It  was  evident  from  her  general  con- 
dition that  her  days  on  earth  were  few,  if  not  relieved  from  this 
growth.  Her  physical  condition  was  such  that  even  operative  inter- 
ference promised  very  little.  However  the  family,  as  well  as  the  pa- 
tient, embraced  the  only  opportunity  that  was  left.  She  was  operated 
upon  the  16th  of  this  month.  A  free  incision  was  made  in  the  median 
line,  probably  seven  to  eight  inches  in  length.  A  cyst  universally 
adherent  presented  itself.  The  adhesions  were  very  strong,  firm  and 
exceedingly  difficult  of  separation.  The  tumor  was  punctured  with 
a  trocar,  with  a  view  of  emptying  it  and  in  this  way  of  facilitating  its 
removal. 

A  large  amount  of  chocolate  colored  fluid  escaped.  After  reduc- 
ing the  tumor  in  size  1  found  it  impossible  to  separate  the  adhesions, 
and  most  of  them  had  to  be  ligated  and  severed  by  the  knife.  After 
the  tumor  was  freed  anteriorly  and  from  the  omentum  and  intestines 
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above,  I  attempted  to  get  my  hand  behind  the  tumor  to  separate  the 
adhesions  there.  In  this  attempt  I  broke  through  the  cyst  and  its 
contents  freely  flooded  all  the  abdominal  viscera.  After  a  good  deal 
of  hard  and  persistent  work  I  succeeded  in  eve  titrating  the  growth 
from  the  abdominal  cavity,  but  it  proved  absolutely  impossible  to 
liberate  the  solid  portion  from  the  pelvic  cavity  and  I  was  obliged  to 
fix  this  large  and  solid  mass  in  the  abdominal  wound  ;  thus  abandon- 
ing the  idea  of  liberating  the  tumor  entirely.  A  clamp  was  put  around 
it  and  the  tumor  transfixed.  About  twenty  hypodermic  injections  of 
whisky  as  well  as  a  transfusion  of  sterilized  salt-water  solution  had  to 
be  given  in  order  to  keep  the  patient  alive  long  enough  to  get  her  off 
the  table.  The  following  morning  the  temperature  was  990,  the  pulse 
130.  She  died  on  Monday  of  exhaustion,  forty-eight  hours  after  the 
operation.  The  fluid  removed  from  the  cyst  consisted  of  degenerated 
fat  globules  ;  no  streptococci  could  be  discovered.  The  tumor  had 
its  origin  in  the  posterior  wall  of  the  uterus. 


Total  Vaginal  Extirpation  of  a  Five  Months''  Pregnant  Uterus  for 

Carcinoma  Colli. 

Dr.  Zinke  :  Mrs.  X.,  aged  thirty-nine  ;  the  mother  of  a  large  fam- 
ilv.  the  youngest  of  which  was  only  four  years  of  age.  The  patient 
was  referred  to  me  by  Dr.  Koehler  of  this  city,  who  had  made  a  diag- 
nosis of  carcinoma  of  the  cervix.  My  examination  confirmed  his  view, 
and  vaginal  hysterectomy  was  advised  and  accepted.  There  was  a 
strong  suspicion  that  the  patient  was  pregnant,  but  it  was  impossible, 
even  on  very  careful  examination,  to  determine  this  with  absolute 
certainty.  She  was  a  very  large  and  fat  woman  with  a  pendulous 
stomach,  and  this  greatly  interfered  with  a  satisfactory  examination. 
The  operation  was  performed  a  week  ago  last  Saturday  at  the  German 
Hospital.  After  the  separation  of  the  cervix  from  its  attachments 
and  pulling  down  the  organ,  I  became  painfully  aware  that  pregnancy 
existed.  There  was  nothing  to  be  gained  by  hesitating;  to  proceed 
and  remove  the  whole  of  the  pregnant  uterus  was  the  only  solution. 
After  removal  of  the  uterus  the  organ  was  incised  and  a  four'and  a  half 
months'  foetus  escaped.  The  patient  is  now,  one  week  after  the  opera- 
tion, doing  well.  She  was  discharged  cured  five  weeks  later.  The  pa- 
tient did  not  suffer  from  shock  any  more  than  one  ordinarily  does  from 
vaginal  hysterectomy.  It  is  highly  probable  that,  had  I  known  of  the 
existence  of  pregnancy,  I  would  not  have  operated  upon  this  woman 
and  yet,  had  the  operation  not  been  done,  I  would  certainly  have 
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placed  her  life  in  great  jeopardy  because  a  fatal  result  would  have 
been  inevitable  at  the  end  of  term.  Notwithstanding  I  did  this  op- 
eration, without  being  in  possession  of  all  the  facts  of  the  case,  I  have 
done  the  very  best  thing  that  could  possibly  have  been  done  for  the 
patient.    She  has  not  had  an  untoward  symptom  at  any  time. 

Discussion. 

Dr.  Bonifield  :  How  thick  was  the  cyst  wall? 

Dr.  Zinke  :  It  was  quite  thick  where  you  see  it,  but  anteriorly  and 
above,  as  well  as  posteriorly,  parts  occurred  a  quarter  or  even  an 
eighth  ot  an  inch  in  thickness,  so  that  at  the  time  we  exposed  it  we 
believed  we  were  in  the  presence  of  an  ovarian  cyst  ;  therefore  I 
made  an  attempt  to  deliver.  When  I  had  my  hand  posteriorly  it  rup- 
tured and  I  had  to  act  as  I  did.  Had  I  recognized  the  true  charac- 
ter of  it  before,  I  would  have  sewed  the  sac  to  the  abdominal  wound, 
turned  out  the  contents,  filled  it  with  iodoform  gauze  and  let  it  take 
care  of  itself.  It  was  an  exploratory  incision.  I  promised  the  people 
at  the  time  that  if  I  saw  I  could  not  remove  it  conveniently  I  would 
not  attempt  it.  1  have  seen  cases  with  thick  walls  in  which  I  had  no 
difficulty. 

Discussion  of  Dr.  Reed's  Specimen. 

Dr.  Pal::er:  If  I  can  recall  the  case  Dr.  Zinke  refers  to,  it  was 
one  of  ovaritis  and  chronic  pelvic  peritonitis  in  which  I  extirpated 
the  ovaries.  I  have  never  experienced  so  much  difficulty  in  taking 
out  the  ovaries  as  I  did  in  that  case ;  I  do  not  know  the  duration  of 
the  operation,  but  I  think  it  must  have  been  over  an  hour.  That 
woman  did  not  recover  promptly  and  menstruated  with  perfect  regu- 
larity for  months  afterward.  I  was  then  contemplating  making  an-' 
other  abdominal  section  in  that  case  when  my  injury  occurred.  When 
I  recovered  this  case  had  been  operated  upon  again,  I  believe  by  Dr. 
Reamy  while  I  was  in  California,  and  the  woman  died.  What  he 
found  I  do  not  know,  but  I  imagine  the  reason  that  that  woman  men- 
struated was  because  in  my  efforts  to  extirpate  one  of  the  ovaries  1  did 
not  extirpate  all  of  it  but  possibly  left  some  of  the  ovarian  stroma. 

Dr.  Reed  :  Have  you  ever  seen  a  third  ovary? 

Dr.  Palmer  :  I  never  have  ;  I  believe  they  have  been  found  about 
eight  times  in  three  hundred  and  fifty  autopsies  by  Virchow. 
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Presentation  of  Specimens  or  Dr.  Giles  S.  Mite  lie  11. 

I  have  two  little  specimens  I  would  like  to  exhibit  ;  the  cases  are 
not  remarkable  and  yet  in  some  respects  they  are  interesting. 

The  first  is  a  small  polypus,  which  I  removed  recently.  The  pa- 
tient, a  married  lady,  blonde,  sterile,  aged  forty,  I  saw  for  the  first  time 
one  year  ago.  At  that  time  she  complained  of  menorrhagia  and  had 
also,  during  the  inter-menstrual  period,  a  semipurulent  discharge 
so  offensive  that  when  I  first  examined  the  case  I  suspected  she 
had  malignant  disease.  A  careful  examination  of  the  patient  at 
that  time  revealed  a  uterus  with  a  cavity  five  inches  in  depth.  Of 
course  I  suspected  there  was  a  large  fibroid  tumor  but,  after  mak- 
ing a  careful  examination  with  the  patient  under  ether,  so  far 
as  I  was  able  to  determine  the  uterus  was  enlarged  equally  in  every 
direction  and  no  tumor  existed.  I  simply  curetted  carefully  the  cav- 
ity of  the  uterus  ;  the  amount  of  debris  removed  was  probably  half  a 
teacupful  and,  macroscopically,  appeared  to  be  sarcomatous  tissue. 
From  that  time  until  three  months  ago  she  was  comparatively  well. 
Three  months  ago  the  profuse  menstruation  returned,  accompanied 
by  considerable  pain.  She  made  her  appearance  at  my  orifice  about 
two  weeks  ago,  when  I  made  an  examination  and  discovered  what 
I  suspected  to  be  a  very  small  mucous  polypus.  She  was  within  a 
few  days  of  her  menstruation,  and  I  thought  it  was  so  trivial  a 
matter  that  I  would  take  it  off  with  a  Jarvis  snare,  which  I  have 
for  the  removal  of  nasal  polypi,  but  I  soon  found  it  had  its  attach- 
ment farther  up  and  was  larger  than  I  anticipated.  After  her  men- 
strual period  she  went  to  the  Presbyterian  Hospital  where  upon  ex- 
amination I  could  not  see  the  tumor,  and  the  os  was  so  small  I  was 
unable  to  introduce  even  the  tip  of  my  finger.  I  dilated  the  cervix 
as  much  as  possible  without  tearing  it,  and  I  then  discovered  that 
what  I  had  supposed  to  be  a  polypus  was  a  fibroid  polypus  as  large  as 
a  hen's  egg  and  had  its  attachment  at  the  fundus.  In  order  to  get  at 
the  neoplasm,  it  was  necessary  to  make  bilateral  incision  of  the  os. 
The  tumor  was  then  dragged  down  by  means  of  a  volsella  forceps, 
and  by  the  aid  of  another  forceps  I  slipped  the  wire  ecraseur  over 
the  'growth  and  succeeded  in  cutting  it  off.  When  I  saw  this  pa- 
tient one  year  ago  the  uterus  was  very  greatly  enlarged,  and  scrap- 
ings from  the  endometrium  seemed  macroscopically  to  be  sarcomatous 
but  examined  microscopically  were  found  not  to  be  malignant.  Of 
course  it  is  interesting  to  know  what  was  the  cause  of  the  uterine  en- 
largement.   The  uterus  was  not  tender  but  it  was  enlarged  equally  in 
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every  direction.  A  year  later  she  had  this  polypus,  which  was  at- 
tached to  the  fundus. 

Dr.  G.  S.  Mitchell  :  The  next  specimen  is  tubes  and  ovaries  re- 
moved for  the  relief  of  pain.  Patient,  Mrs.  E.,  blonde  ;  married  ; 
aged  twenty-eight;  mother  of  two  children,  both  born  prematurely. 
Date  of  last  confinement  January  10,  1893,  since  which  time  she  has 
suffered  almost  constantly  in  spite  of  various  plans  of  intelligent  treat- 
ment. Operation  was  made  February  24th  at  the  Presbyterian 
Hospital,  Drs.  Withrow  and  Hyndman  assisting.  The  right  ovary, 
enlarged  and  cystic,  was  prolapsed  and  bound  down  by  important 
adhesions.  Left  ovary  and  tube  only  slightly  diseased.  The  most 
interesting  feature  of  the  specimen  is  a  varicose  condition  of  the  ves- 
sels of  the  parovarium.  From  the  sense  of  touch  I  at  first  thought 
the  mass  of  dilated  vessels  was  a  supernumerary  ovary,  but  visual  in- 
spection revealed  at  once  its  true  nature.  Owing  to  the  firm  adhe- 
sions it  was  deemed  best  to  insert  a  drainage-tube,  which  was  removed 
thirty-six  hours  later.  Three  hours  after  operation  three  ounces  of 
blood  were  pumped  out  through  the  tube.  She  is  now,  from  a  surgical 
standpoint,  well. 

(To  be  continued.) 
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